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SICLAZINC' 
HELPS IAD | 
LE WAY DACK nei 3 


lost in a private world of hallucinations, delusions and anxiety. For such patients, ‘Stelazine’ 
provides effective control of these and other schizophrenic symptorns. 


Also important, Stelazine' can help patients participate in your therapeutic programs. 


'Stelozine' usually does not cause excessive sedotio n 


dosage. 


After 18 years of extensive clinical and laboratory 






, 
/ . 


are offers the convenience of b.i.d. 


sarch and clinical experience, 


no other antipsychotic agent has demonstrated IB ficontly greater overall effectiveness 
and significantly fewer side effects than ‘Stelazine’. These facts make 5telazine' a first 


choice for therapy. 


Defore prescribing, see complete pre- 
scribing information in SKGF literature or 
PDR. The following is a brief summary. 


' Indications 
Dased on a review cf this drug by the 
National Academy of Sciences — 
National Research Council and/or 
other information, FDA has classified 
the indications as follows: 


Effective: For the mcnogement of the 
manifestations of psychotic disorders. 


Possibly effective: To control excessive 


anxiety, tension anc agitation as seen 
in neuroses or associated with somotic 
conditions. 


‘Stelazine’ hos not been shown effec- 
tive in the management of behavioral 
complications in patients with mental 
retardation. 


Final classification of the less-than- 
effective indications requires further 
investigation. 


Contraindications: Comatose or greatly 


depressed states due to C.N.S. depressants; 


blood dyscrasias; bone marrow depres- 
sion; liver damage. 


Warnings: Caution patients about activi- 
ties requiring alertness (e.g., operating 
vehicles or machinery), especially during 
the first few days therapy. 


Use in pregnancy only when necessary 
for patient's welfare. 


Precautions: Use cautiously in angina. 
Avoid high doses and parenteral adminis- 
tration when cardiovascular system is 
impaired. Antiemetic effect may mask 
signs of toxic drug overdosage or physical 
disorders. Additive effect is possible with 
other C.N.S, depressants. Prolonged 
administration of high doses may result 

in cumulative effects with severe C.N.S. 


A First Choice for Therapy 





or vasomotor symptoms. If retinal 

changes occur, discontinue drug. Agranulo- 
cytosis, thrombocytopenia, pancytopenia, 
anemia, cholestatic jaundice, liver damage 
have been reported. 


Adverse Reactions: Drowsiness, dizziness, 
skin reactions, rash, dry mouth, insomnia, 
amenorrhea, fatigue, muscular weak- 
ness, anorexia, lactation, blurred vision. 
Neuromuscular (extrapyramidal) reac- 
tions: motor restlessness, dystonias, 
pseudo-parkinsonism, persistent tardive 
dyskinesia. 


Other adverse reactions reported with 
Stelazine (trifluoperazine HCI, SKGF) or 
other phenothiazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.9., mitral insufficiency 
or pheochromocytomo). 


Grand mal convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema; pro- 
longation and intensification of the action 
of C.N.S. depressants, atropine, heat, and 
organophosphorus insecticides; nasal 
congestion, headache, nausea, constipa- 
tion, obstipation, adynamic ileus, inhibi- 
tion of ejaculation; reactivation of psy- 
chotic processes, catatonic-like states; 
hypotension (sometimes fatal); cardiac 
arrest; leukopenia, eosinophilia, pancyto- 
penia, agranulocytosis, thrombocytopenic 
purpura; jaundice, biliary stasis; menstrual 
irregularities, galactorrhea, gynecomastia, 


false positive pregnancy tests; photo- 

sensitivity, itching, erythema, urticaria, 

eczema up to exfoliative dermatitis; 

asthma, laryngeal edema, angioneurotic s 
edema, anaphylactoid reactions; periph- 
eral edema; reversed epinephrine 

effect: hyperpyrexia; a systemic lupus 
erythematosus-like syndrome; pigmentary 
retinopathy; with prolonged administra- 
tion of substantial doses, skin pigmenta- 
tion, epithelial keratopathy, and lenticular 
and corneal deposits. EKG changes have 
been reported, but relationship to myo- 
cardia! damage is not confirmed. Discon- 
tinue long-term, high-dose therapy 
gradually. NOTE: Sudden death in patients 
taking phenothiazines (apparently due to 
cardiac arrest or asphyxia due fo failure 

of cough reflex) has been reported, but ] 
no causal relationship has been established. 


Supplied: Tablets, 1 mo., 2 mg., 5 mt 
and 10 mg. in bottles of 100; in Single 
Unit Packages of 100 (intended for institu- 
tional use only); Injection, 2 mg./ml.; and 
Concentrate (intended for institutional use 
only), 10 mg./ml. 


SIXSF CO. 


a SmithKline company 
Manufactured and distributed 

by SKGF Co., Carolina, P.R. 00630. 
Stelazine® trademark licensed from 
SmithKline Corporation. 
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3 "Paul Brodeur has 


done us an enormous 
service by taking 
out from under well- 
contrived wraps the 

. life-threatening as- 


pects of microwaves” MICROWAVES, 
THEIR DEADLY RISK, 
Microwave radiation can cause blindness, affect behavior, AND THE COVER-UP 


cause heart and genetic damage, even kill. The risks run 


by an unsuspecting American public have been hidden by B y 







* the Pentagon, the State Department, and the electronics 
industry. With this book— in the tradition of Silent Spring 
and of the same importance— the truth about microwaves PAUL BRODEUR 
emerges and the microwave cover-up is ended. 

Illustrated with photographs 
66 The biological effects of microwaves have been officially $11.95 at all bookstores 

denied and concealed from public view under pressure 
from the now familiar complex of corporate and military 
interese, ... This book was so filled with strange and 
surprising information, even for a scientist such as my- 
self, that in spite of its internal evidence of careful re- 
search, I needed to be reassured of its credibility. For that a 
recent scientific publication provided that reassurance. 
There is much more to be learned in this field, but Paul ` 
Brodeur tells us as reliably as it can yet be told what 
microwave radiation is already subjecting us to and holds 
in immediate prospect for us." 

—*DR. GEORGE WALD, Nobel Laureate 


66 Brodeur is a latter-day Rachel Carson who has alerted the 
nation to an insidious threat." — STEWART L. UDALL 


66 ^n important book not only for the valuable controversy it 
will provoke about microwaves and their effects, but also 
because it clyllenges the objectivity of any research by 

* government agencies with too great a vested interest in the 
results." — Washington Monthly 
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"Infarmation for Contributors 


_ SUBMISSION OF MANUSCRIPTS 


^» Manuscripts should be submitted in triplicate to Francis-J. 


Braceland, M.D., Editor, The American Journal of Psychia- 
try „ 1700 Ei Neenth Street, N.W., Washington, D.C. 20009. 
Authors of numbered annual meeting papers should conform 
to instructions they will receive in a letter from the Editor and 
at the meeting. Annual meeting papers may be submitted in 
advance of the meeting if they are in final form (clearly in- 
dicated on the title page), 1.e., are ready for review. 

Because of space limitations, not all of the annual meeting 
papers can be published. Since the Journal has first refusal 
rights, authors who wish to submit their papers elsewhere 
must secure permission from the Editor before the meeting or 
on the form provided at the meeting. 

All communications about a manuscript must include the 
manuscript number. For annual meeting papers, this is the 
number assigned by the program committee. For other manu- 
scripts, this number is noted in the letter acknowledging 
receipt of the paper. 


GENERAL POLICIES 


Manuscripts are accepted for consideration with the under- 
standing that they represent original material and that they are 
not being considered for publication elsewhere. Authors will 
be requested to sign a transfer of copyright to the Journal so 
that we may protect the authors and the Association as pub- 
lishegfrom misuse of copyrighted material. 

Written permission to reprint material published in the Jour- 

. nal must be secured from the APA Publications Services Divi- 
sion, 1700 Eighteenth St., N.W., Washington, D.C. 20009; 
there is usually a charge for such permission, except in cases 
of nonprofit use for educational purposes. 

Informed consent. Manuscripts that report the results of ex- 
p&rifnental investigation on human subjects must include a 
statement that informed consent was obtained. 

Manuscripts are accepted on the condition that the Editor 
has the right to make revisions aimed at greater conciseness, 
clarity, and conformity with Journal style. 


SPECIFICATIONS 


Manuscripts should be typed in upper and lower case on 
one side only of letter-size bond paper. All parts of the manu- 
script (including case reports, footnotes, references, etc.) 
should be double-spaced, with margins of 212-334 cm (1-12 
inches) at the top, bottom, and both sides. Subheads should be 
inserted at reasonable intervals. All abbreviations should be 
explained. All measurements must be in metric units. 

Length. All pages of the manuscript must be numbered, in- 
cluding references, tables, and figures. The length of sub- 

 mitted material should not exceed the following specifications 
unless a special arrangement has been made with the Editor. 
Regular articles: 3,800 words or the equivalent including refer- 
ences, tables, and figures (about 15 manuscript pages). Brief 
. Communications: 2,500 words or the equivalent (about' 10 
. ‘manuscript pages); see stipulatrons above. Clinical and Re- 
^ * Search Reports: 1,000 words, 10 references, 1 table. Letters to 
the Editor: 500 words, 5 references. Please write the total 
number of words and the number of tables and figures on the 
"title page*of the submitted material. 
` ` Author identification. The authors’ affiliations and position 
titles should be provided and an address and telephone num- 
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ber given for the first-named author or the coauthor who has 
been designated to assume responsibility. Authors named in 
the by-line should be limited to principal researchers and 
writers; other collaborators may be acknowledged in a foot- 
note. 

Precis. A brief precis (60-100 words for regular articles, 40- 
60 words for Brief Communications) is included at the begin- 
ning of each article except for Clinical and Research Reports. 
The author may prepare the precis or ask that the Journal staff 
prepare it. ; 

References. References should be typed double-spaced on a 
separate sheet of paper. They should be numbered by their 
order of appearance in the text; the text citation should be fol- 
lowed by the appropriate number in parentheses. References — ^ 





should be restricted to closely pertinent papers; a complete 
review of the literature is rarely desirable, except in the case 
of review articles for which a special arrangement has been 
made with the Editor. 

References should be typed in the style shown below. Up to 
three authors should be listed; one or more authors past the 
third will be designated ‘‘et al." Abbreviations of journal 
names should conform to the style used in /ndex Medicus. 4 


1. Berne E: Principles of Group Treatment. New York, Oxford Uni- 
versity Press, 1966, p 26 

2. Schildkraut JJ: Tranylcypromine: effects on norepinephrine me- 
tabolism in rat brain. Am J Psychiatry 126:925-931, 1970 

3. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
between monoamine oxidase inhibitors and foodstuffs. Br J Psy- 
chiatry 113:349-365, 1967 

4. Brosin H: Communication systems of the consultation process, in 
The Psychiatric Consultation. Edited by Mendel W, Solomon P. 
New York, Grune & Stratton, 1968, pp 1-12 


Tables and figures. Tables and figures should be self-ex- 
planatory and should supplement, not duplicate, text. See re- 
cent issues of the Journal for general style. 

Each table should be typed double-spaced on a separate 
sheet attached at the end of the manuscript. Columns of like 
material should read down, not across. 

Figures should be submitted in the form of glossy prints, with 
one photocopy attached to each manuscript copy. All figures 
should be able to withstand reduction to about 8 cm (31⁄4 inches). 
Graphs should be finished drawings not requiring further art- r 
work. Authors are urged to engage professional assistance in 
the preparation of figures and may be charged for any further 
artwork that must be done in the editorial office. 





AUTHOR CORRECTIONS 











After the paper has been scheduled for publication, the 
edited manuscript will be sent to the first-named author for 
corrections and answers to queries. Prompt return is essential. 
Authors who expect to be away from their offices for a lo 
period after notification of acceptance should inform the Jour- 
nal office or arrange with a coauthor to assume responsibility. 
Galley proofs will not be sent to authors. 


REPRINTS 


No reprints are furnished gratis. An order form for reprints 
will be sent to authors prior to publication of their papers. « 
Reprints are usually mailed to authors about six weeks after 
publication of the article. Requests from others to order ré 
prints should be directed to the APA Publications Services 
Pivision; inclusion of a letter of permission from the senior 
author and a brief statement of the intended use of fhe reprints 
will expedite the processing of such requests. 
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: Flexibilityis our forte: The Brown Schools 


Because we maintain great flexibility at all three of our trent- 
'« ment centers, each resident follows an individualized plan of * 


` tre gps training, education and care,prescribed for that . 78765 
resident alone. ‘ Toll Call: (512) 478-6662 
x And we believe that résidential treatment conducted in this ° ` Out of State Free: (800) 531-5305 | 


. -< highly individualized manner still is the most effective treatment 


AX for many. Our large, experienced staff is skilled in the treatment ' 


. of children, adolescents and adults with learning disabilities, 

" eneurologicalimpairment, mental retardation or emotional 
disturbance. 
Our three treatment centers are geographically separated to pro- 
vide the appropriate residential milieu, yet close enough that 
residents benefit from the comprehensive training and expertise 


For information, write: Director of Admissions / Department 


C—-0 / THE BROWN SCHOOLS / P.O. Box 4008, Austin, Texas 


From Texas Free: (800) 292-5404 


Jackson R. Day, M.D./Medical and Psychiatric Director; James 
L. Boynton, M.D.; Thomas F. Caldwell, D.D.S.; John L.Carrick, 
M.D.; Patrick A. Cato, M.D.; Nelson Ceballos, M.D.; Kenneth 
R. Dorman, M.D.; James D. Hinkfe, M.D.; Kurt Lekisch, M.D.; 
Daniel T. Matthews, M.D.; William R. Sanders, M.D.; Willis : 
M. Thorstad, M.D.; Ira E. Tunnell, M.D. 


All our programs are accredited by the appropriate councils of 


7. 


of the entire staff. All three are psychiatrically oriented, so that 
we are prepared to treat emotional disturbance in persons of any 
intellectual capacity and of any age. 


the Joint Commission on Accreditation of Hospitals. 





lhe February 1978 issue of 
lhe American Journal of Psychiatry 
will feature 
e Ethics in the Practice of Psychiatry— 
Origins, Functions, Models, and Enforcement 
By Robert A. Moore 
', 'e Antipsychotic Drugs, Neurotransmitters, 
. and Schizophrenia sty 
By Arvid Carlsson à 
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CURRENT DEVELOPMENTS 
IN\PSYCHOPHARMACOLOGY, 
Volume 4 


li, M.D. Contents: Opiate Receptors in the Central Nervous 
System (Simon); Pharmacological and Biochemical Studies with 
Beta-Carboline Analogs (Ho); Recent Advances in Genetics 
and Psychopharmacology (Mendlewicz); Psychopharmacology of 
Aging: Current Trends (Sathananthan, Gershon, Ferris); Cate- 
cholamines and Behavior (Engel, Carlsson); Neuropharmacology 
of Hyperkinesis (Silbergeld); Long Term Treatment with Neuro- 
leptics in Psychiatry (Shepherd, Watt); Precipitated Morphine 
Withdrawal in Rats as a Tool in Opiate Research (Blasig, Herz); 
Tricyclic Antidepressants: A Review of their Toxicology (Fiori) 
4977 xiv + 296pp., illus. $25.00 


CONTEMPORARY MODELS 
IN LIAISON PSYCHIATRY 


Edited by Robert A. Faguet, M.D., Fawzy |. Fawzy, M.D., 
David K. Wellisch, Ph.D. and Robert O. Pasnau, M.D. "The edi- 
tors have approached their task with enthusiasm tempered by 
critical reason. Their main and novel contribution is to expand 
the boundaries of the field. Most of the chapters deal with 
clinical problems and situations that have not usually been as- 
sociated with liaison psychiatry. By focusing on these new 
frontiers for consultation-liaison activities, the editors and con- 
tributors have performed a valuable service to all of us working 
in this area." —Z.J. Lipowski, M.D. 

1978 approx. 220pp., Illus. 


BASIC PRINCIPLES AND 
TECHNIQUES IN SHORT-TERM 
DYNAMIC PSYCHOTHERAPY 


Edited by H. Davanloo, M.D. This comprehensive and interview- 
oriented book presents 20 years of clinical work and research by 
clinicians and researchers of recognized excellence. Included are 
transcripts of entire clinical interviews which illustrate and make 
possible comparisons among therapeutic techniques. Beginning 
with an overview of current trends in psychotherapy by Dr. J. 
Marmor, the book proceeds with chapters by Drs. P.E. Sifneos, 
D.H. Malan, H. Davanloo, C. Golden, C. Yung, H.H. Strupp and 
M. Straker. The presentations discuss the selection and evalua- 
tion of patients for short-term dynamic psychotherapy, the li- 
mits of and implications for the future of short-term dynamic 
psychotherapy, and its various clinical techniques and research 
strategies and their ramifications. 

1978 approx. 300pp., illus. $25.00 


PATHOGENESIS AND TREATMENT 
OF HEADACHE 

Edited by Otto Appenzeller, M.D., Ph.D. All types of headache 
discussed from several viewpoints, including ENT, ophthal- 
mology and neurosurgery. 

976 x + 217pp., illus. 


$20.00 


$18.00 
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Contemporary Models in Liaison Psychiatry (031-1) 


w 


Psychotherapy (033-8) 
Pathogenesis and Treatment of Headache (000-1) 


Biological Bases of Psychiatric Disorders (011-7) 
Aging and Dementia (01 3-3) 
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(030-3) 


Edited by Walter B. Essman, M.D., Ph.D. and Luigi Valzel- ' 


Current Developments in Psychopharmacology, V.4 (024-9) 


Basic Principles and Techniques in Short-Term Dynamic 


Psychiatric Diagnosis: Exploration of Biological Predictets 
applicable in U. S. and Cangda only. 


BOOKS IN PSYCHIATRY AND RELATED DISCIPLINES ` .- 


PHENOMENOLOGY AND TREATMENT 
OF ‘SCHIZOPHRENIA 


Edited by William E. F nn, M.D., Ismet Karacan, M.D., D.Sc., 
Afex D. Pokorny, -M.D. and Robert L. Williams, M.D. This 
wide-ranging volume covers most of the interesting and signifi- 
‘cant conceptions of schizophrenia abroad among the . mental 
health professions today and provides a considerable amount 
of information concerning the tactics and details — 
It is an eclectic presentation which unites biological and psy- 
chodynamic approaches in an effort to understand the most 
disabling and disruptive of the psychiatric disorders. a 

1978 approx. 580pp., illus $30.00(Tent.) 


BIOLOGICAL BASES OF 
PSYCHIATRIC DISORDERS 


Edited by Alan Frazer, Ph.D. and Andrew Winokur, M.D., Ph.D. 
An interdisciplinary venture into the mind and the sources of its 
disorders, this text explores the intricate relationship between 
the brain as a biological entity and human behavior. Integrating 
contributions from anatomy, biology, pharmacology, physiolo- 
gy, neuroendocrinology, genetics, psychology and psychiatry, 
it illustrates the fruitful partnership of basic and clinical investi- 
gations in solving practical problems and in framing fundamental 
questions. Based on a carefully planned biological background, 
it deals with substantive issues in the major behavior disorders. 
1977 xiv * 271pp., illus. $15.00 


AGING AND DEMENTIA 


Edited by W. Lynn Smith, Ph.D. and Marcel Kinsbourne, D.M. 
Contents: Dementia of Old Age (Wang); Morphological Changes 
and Dementia in Old Age (Tomlinson); The Radiographic Mor- 
phology of Cerebral Atrophy (Pear); Vascular Disease and Des 
mentia in the Elderly (O’Brien); Transmissible Virus Dementia: 
The Relation of Transmissible Spongiform Encephalopathy to 
Creutzfeldt-Jakob Disease (Traub, Gajdusek, Gibbs, Jr.); In- 
tellect and Personality in the Aged (Savage); Cognition in De- 
mentia (Nay); Cognitive Decline with Advancing Age: An 
Interpretation (Kinsbourne) 

1977 xii + 244pp., illus. 


PSYCHIATRIC DIAGNOSIS: 
EXPLORATION OF 
BIOLOGICAL PREDICTORS 


Edited by Hagop S. Akiskal, M.D. and William L. Webb, M.D., 
Examines in depth the feasibility of diagnosing mental illness by 
biological methods. Contributors focus on those areas of bio- 
logical research having the greatest potential for clinical applica- 
tion in the area of psychiatric diagnosis. The five main sections 
probe: clinical and biological criteria for psychiatric diagnosis; 
genetic principles in the classification of psychiatric disorders; 
biochemical and pharmacological correlates; neurophysiological 
and neuropsychological correlates. 

1978 approx. 3BOpp., illus. 


$15.00° 


$25.00 


ji$$ SPECTRUM PUBLICATIONS, INC. 


175-20 Wexford Terrace 
Jamaica, New York 11432 
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Phenomenology and Treatment of Schizophrenia (032-X) City/State/Zip 





Europe, Africa, Middle East: SP Medical & Scientific Books, 
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& Halluci nations 3 
-and delusions 
rapid ly controlled 


Trapped by unrealistic perceptions... 
...and terrified by his hallucinations and delusions on admission. Because 
Navane (thiothixene) is particularly effective in controlling these symptoms and 
their resulting suspiciousness and anxiety, it can provide the essential first step 
toward restoring stabilization and facilitating the development of purposeful activity. 
X* Extensive clinical data and widespread experience confirm the effectiveness of 
| Navane in rapidly controlling such typical psychotic behavior on admission. 











d Long-term therapy is facilitated... 

z ...because Navane offers an unsurpassed safety record among effective a 
peuroleptic agents, permitting continuing control of symptoms of psychoses such 
as hallucinations and delusions. Like other antipsychotic agents, extrapyramidal 
symptoms may occur, but are readily controlled through dosage adjustments 
or antiparkinsonian agents. Cardiovascular effects such as hypotension, and hepatic 

š% or hematopoietic effects rarely occur and are generally mild and transient, with 
no jaundice or agranulocytosis reported to date. 


Aneffective first step towards discharge... 


Navane’ 
F (thiothixene) (thiothixene HCI). . J 





Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg. Concentrate 5 mg./ml.—Intramuscular 2 mg./ml. 
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X PRESCRIBING INFORMATION 
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othixene) E 
Capsules 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 
(thiothixene hydrochloride) Concentrate: 5 mg/ miM 
Intramuscular: 2 mg/ml ° 
ic Actions. Navane is a psychotropic agent of the 
™ thioxanthene series. Navane possesses certain 
chemical amd pharmacological similarities to the 
piperazine phenothiazines and differences from the 
K aliphatic growp of phenothiazines. Navane’s mode 
* of action has Wot been clearly established. 
Indications. ane is effective in the manage- 
ment of manifestations of psychotic disorders. 
Contraindications. Navane is contraindicated in 
patients with circulatory collapse, comatose states, 
central nerveus system depression due to any 
cause, and blood dyscrasias. Navane is contra- 
indicated in individuals who have shown hyper- 
sensitivity to the drug. It is not known whether 
there is a cross-sensitivity between the thioxan- 
thenes and the phenothiazine derivatives, but this 
possibility should be considered. 
Warnings. Usage in Pregnancy — Safe use of 
Navane during pregnancy has not been estab- 
lished. Therefore, this drug should be given to 
pregnant patients only when, in the judgment of 
the physician, the expected benefits from the 
treatment exceed the possible risks to mother and 
fetus. Animal reproduction studies and clinical 
experience to date have not demonstrated any 
teratogenic effects. 

In the animal reproduction studies with Navane, 
there was some decrease in conception rate and 
litter size, and an increase in resorption rate in 
rats and rabbits, changes which have been simi- 
larly reported with other psychotropic agents. 
After repeated oral administration to rats (5 to 
15 mg/kg/day), rabbits (3 to 50 mg/kg/day), and 
monkeys (1 to 3 mg/kg/day) before and during 
gestation, no teratogenic effects were seen. (See 
Precautions.) à 

Usage in Children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established. 

. As is true with many CNS drugs, Navane may 
impair the mental and/or physical abilities re- 
quired for the performance of potentially hazard- 
ous tasks such as driving a car or operating ma- 
chinery, especially during the first few days of 
therapy. Therefore, the patient should be cau- 
tioned accordingly. 

As in the case of other CNS-acting drugs, pa- 

tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS depressants and with 
alcohol. 
Precautions. An antiemetic effect was observed 
in animal studies with Navane; since this effect 
may also occur in man, it is possible that Navane 
may mask signs of overdosage of toxic drugs and 
may obscure conditions such as intestinal ob- 
struction and brain tumor. 

In consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate conwulsions, extreme caution should 
be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Al- 
though .Navane potentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is admin- 
istered concurrently. 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with other CNS depressants other than 
anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic 
properties, Navane should be used with caution 
in patients who are known or suspected to have 
glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related 
drugs. 

Use with caution in patients with cardiovascu- 
lar disease. 

Also, careful observation should be made for 
pigmentary retinopathy, and lenticular pigmenta- 
tion (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
for prolonged periods). Blood dyscrasias (agran- 
ulocytosis, pancytopenia, thrombocytopenic pur- 
pura), and liver damage (jaundice, biliary stasis) 
have been reported with related drugs. 

<. Undue exposure to sunlight should be avoided. 

r Photosensitive reactions have been reported in 
patignts on Navafe. 

T Intramuscular Administration — As with all in- 
tramuscular preparations, Navane Intramuscular 

- should be injected well within the body of a rela- 
tively large muscle. The preferred sites are the 
upper outer quadrant of the buttock (i.e., gluteus 
maximus) and the mid-lateral thigh. . 

The deltoid area should be used only if well de- 


A veloped, such as in certain adults and older chil- 


AM 
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**-. dren, and then nly with caution to avoid radial 
nerve injury. Intramuscular injections should not 
be made ifto the lower and mid-thirds of tbe 
upper arm. As with all intramuscular injectiOhs, 


aspiration is necessary to help-avoid inadvertent 
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~ z Navanie’ (thiothixene) (thiothixene hydrochloride) /.' 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml 


injection into a blood vessel. 

Adverse Reactions. Note: Not all of the following 
adverse reactions have been reported with Navane 
(thiothixene). Howgver, since Navane has certain 
chemical and ph&armacolégic similarities to the 
phenothiazines, all of the known side effects and 
toxicity associated with phenothiazine therapy 
should be borne,in fnind when Navane is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness, and syncope. In the event 
hypotension occurs, epinephrine should not be 
used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspe- 
cific EKG changes have been observed in some 
patients receiving Navane. These changes are usu- 
ally reversible and frequently disappear on con- 
tinued Navane therapy. The incidence of these 
changes is lower than that observed with some 
phenothiazines. The clinical significance of these 
changes is not known. 

CNS effects: Drowsiness, usually mild, may 
occur although it usually subsides with continu- 
ation of Navane therapy. The incidence of seda- 
tion appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain 
aliphatic phenothiazines. Restlessness, agitation 
and insomnia have been noted with Navane. Sei- 
zures and paradoxical exacerbation of psychotic 
symptoms have occurred with Navane infre- 
quently. 

Hyperreflexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

In addition, phenothiazine derivatives have been 
associated with cerebral edema and cerebrospinal 
fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo- 
parkinsonism, akathisia, and dystonia have been 
reported. Management of these extrapyramidal 
symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent. More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis- 
tering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all anti- 
psychotic agents tardive dvskinesia may appear in 
some patients on long term therapy or may occur 
after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on 
high-dose therapy, especially females. The symp- 
toms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the 
tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, 
chewing movements). Sometimes these may be 
accompanied by involuntary movements of ex- 
tremities, 

There is no known effective treatment for tar- 
dive dyskinesia: antiparkinsonism agents usually 
do not alleviate the symptoms of this syndrome. 
It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, 
or increase the dosage of the agent, or switch to a 
different antipsychotic agent, the syndrome may 
be masked. 

It has been reported that fine vermicular move- 
ments of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that 
time, the syndrome may not develop. 

Hepatic effects: Elevations of serum trans- 
aminase and alkaline phosphatase, usually tran- 
sient, have been infrequently observed in some 
patients. No clinically confirmed cases of jaun- 
dice attributable to Navane have been reported. 

Hematologic effects: As is true with certain 
other psychotropic drugs, leukopenia and leuco- 
cytosis, which are usually transient, can occur 
occasionally with Navane. Other antipsychotic 
drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia 
and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, 
photosensitivity and rare cases of anaphylaxis 
have been reported with Navane. Undue exposure 
to sunlight should be avoided. Although not ex- 
perienced with Navane, exfoliative dermatitis and 
contact dermatitis (in nursing personnel) have 
been reported with certain phenothiazines, 

Endocrine disorders: Lactation, moderate breast 
enlargement and amenorrhea have occurred in a 
small percentage of females receiving Navane. If 
persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Pheno- 
thiazines have been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal congestion, constipation, increased sweat- 
ing, increased salivation, and impotence have oc- 
curred infrequently with Navane therapy. Pheno- 
thiazines have been associated with miosis, my- 
driasis, and adynamic ileug. 

Other adverse reactions: Hyperpyrexia, anorex- 
ia, nausea, vomiting, diarrhea, increase in appe- 
tite and weight, weakness or fatigue, polydipsia 
and peripheral edema. s 





. Although not reported with Navane, qvidencee 
indicates there is a relationship betweem pheno- 
thiazine therapy and the occurrence of a 4ystemic 
lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally bee 
reported in patients who have received certain e 
phenothiazine derivatives. In some cases the cause- ą® 
of death was apparently cardiac arrest or asphyxia ,' 
due to failure of the cough reflex. In others, the 
cause could not be determined nor could ‘it be 
established that death was due to phenothiazine 
administration. 

Dosage and Administration, Dosage of Navane 
should be individually adjusted depending on the 
chronicity and severity of the condition. In gen- 
eral, small doses should be used initially and 
gradually increased to the optimal effective level, « 
based on patient response. 

Some patients have been successfully main- 
tained on once-a-day Navane therapy. 

Usage in children under 12 years of age is not 
recommended because safe conditions for itsgise 
have not been established. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only. Where more rapid control and 
treatment of acute behavior is desirable, the intra- 
muscular form of Navane may be indicated. It is 
also of benefit where the very nature of the pa- 
tient’s symptomatology, whether acute or chronic, 
renders oral administration impractical or even 
impossible. 

For treatment of acute symptomatology or in 
patients unable or unwilling to take oral medica- 
tion, the usual dose is 4 mg of Navane Intramus- 
cular administered 2 to 4 times daily. Dosage may 
be increased or decreased depending on response. 
Most patients are controlled on a total daily dos- 
age of 16 to 20 mg. The maximum recommended 
dosage is 30 mg/day. An oral form should sup- 
plant the injectable form as soon as possible. It 
may be necessary to adjust the dosage when 
changing from the intramuscular to oral dosage 
forms. Dosage recommendations for Navane Cap- 
sules and Concentrate appear in the following 
paragraphs. 

Navane Capsules; Navane Concentrate—In 
milder conditions, an initial dose of 2 mg three 
times daily. If indicated, a subsequent increase to 
15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 
mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If 

indicated, an increase to 60 mg/day total daily 
dose is often effective. Exceeding a total daily 
dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms of 
gross overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or 
coma, 

Treatment: Essentially symptomatic and sup- 
portive. For Navane oral, early gastric lavage is 
helpful. For Navane oral and Intramusculir, zo, NÉ 
patient under careful observation and maintain an 
open airway, since involvement of the extrapyra- 
midal system may produce dysphagia and respira- 
tory difficulty in severe overdosage. If hypoten- 
sion occurs, the standard measures for managing 
circulatory shock should be used (I.V. fluids and/ 
or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most suitable drugs. Other 
pressor agents, including epinephrine, are not rec- 
ommended, since phenothiazine derivatives may 
reverse the usual pressor elevating action of these 
agents and cause further lowering of blood pres- 
sure. 

If CNS depression is present, recommended 
stimulants include amphetamine, dextroampheta- 
mine, or caffeine and sodium benzoate. Picro- 
toxin or pentylenetetrazol should be avoided. Ex- 
trapyramidal symptoms may be treated with anti- 
parkinson drugs, 

There are no data on the use of peritoneal 

hemodialysis, but they are known to be of little 
value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg, 2 mg, 5 mg, and 10 
mg. of thiothixene in bottles of 100 and 1,000. 
Navane is also available as capsules containing 
20 mg of thiothixene in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concen- 
trate is available in 120 ml (4 oz.) bottles with an 
accompanying dropper calibrated at 2 mg, 4 mg, 
5 mg, 6 mg, 8 mg, and 10 mg. Each ml contains 
thiothixene hydrochloride equivalent to 5 mg of * 
thiothixene. Contains alcohol, U.S.P. 7.0% v/v 
(small loss unavoidable). ' 

Navane (thiothixene hydrochloride) Intrantts- 
cular solution is available in a 2 ml amber glass 
vial in packages of 10. Each ml contains thio- 
thixene hydrochloride equivalent to 2 mg of thio- 
thixene, dextrose 5% w/v, penny alcohol 0.9% e 
w/v, and propyl gallate 0.02% w/V. * 

More detailed professional information avail- | 
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of W 
Wh mo ces text is concerned with the various causes of 
die et cognitive functions, somatosensory stimulation, and eating 
: y and movement. The latter half of the text considers classifi- 
.* »* cation and differential diagnosis of reflex epilepsy, and the 
methods, principles of application, maintenance or rein- 
forcement, selection of cases, role of medication, and results 
of behavior therapy in the treatment of the disorder. 77, 328 
(o7, pp., 87 il., 22 tables, $22.75 


CLINICAL USE OF PSYCHOTHERAPEUTIC DRUGS 
(5th Ptg.) by Leo E. Hollister, Stanford Univ. School of 
Medicine, Palo Alto, California. Written for practicing phy- 
b sicians, psychiatrists and students, this book covers drug use 


in the treatment of emotional disorders in both adults and 
children. Each class of drugs is considered in relation to the 
chemical and pharmacological differences among its 
members, pharmacological properties and pharmacoki- 
netics as these relate to their clinical use, specific clinical 
indications, general principles of use, use in combination 
with other drugs, and their side effects and toxicology. '77, 
200 pp., 11 il., 13 tables, $8.95 


THE USE OF ALTERNATIVE MODES FOR COMMUN- 
ICATION IN PSYCHOTHERAPY: The Computer, The 
Book, The Telephone, The Television, The Tape Recorder 
by David Lester, Richard Stockton State College, Pomona, 
New Jersey. The use of electronic and printed media as 
alternative modes for communication in psychotherapy and 
counseling is detailed. The author reviews the variety of 
y uses to which these media may be applied, including crisis 
- intervention, vocational counseling, long distance psychi- 
. atric evaluation, bibliotherapy, and advice columns. He 
also explores the implications for research for their rele- 
J vance to the total understanding of the therapeutic process 
and to a reevaluation of the nonspecific aspects of psycho- 
therapy. 77, 120 pp., $10.50 


SYCHIATRIC DRUGS FOR THE NON-MEDICAL 
MENTAL HEALTH WORKER by William Goldsmith, 
° Brentwood Veterans Administration Hospital, Los Angeles, 
California. Important data on anatomy, physiology, the 
biochemistry of psychiatric drugs, and their effects on the 
patient is presented in this text. The basics of drug usage, 
including administration, metabolism, mechanisms of ac- 
tion and possible side effects of phenothiazines, antidepres- 
sants, lithium, barbiturates and stimulants are all covered 
in detail. Unnecessary concepts and unfamiliar terminology 
have been omitted in order to concentrate on those aspects 
which are crucial to the understanding of the topic. '77, 188 
pp., 27 il., 7 tables, $11.50 


N ASE STUDIES OF THE CLINICAL INTERPRETA- 

TION OF THE BENDER GESTALT TEST: Illustrations 
sd of the Interpretive Process for Graduate Training and Con- 
tinuing Professional Education by Clifford M. DeCato and 
Robert J. Wicks, both of Hahnemann Medical College and 
Hospital, Philadelphia, Pennsylvania. Foreword by Lyg- 


munt A. Piotrowski. The emphasis of this work is placed 
. on illustrating a strategy by which a clinician can derive 
inferences from the Bender Gestalt Test to arrive at clini- 
3.'.. cally useful formulations of personality development. The 


Ev 
be 1 


book features both child and adult cases, illustrations of the 
projective uses of BGT, and a substantive bibliography. '76, 
152 pp., 3leil., $9.75 
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BEHAVIOR THERAPY IN CLENICAL PRACTICE: Deci- 
sion’ Making, Procedure and Outcome by Ernest G. Poser, y 
McGill Univ., Montreal, Quebec, Canada. Forew H. 
J. Eysenck. A clinicél psychologist has developed this mate- 
rial to acquaint mental health professionals with the prac- . 


_tical applications of social conditioning principles. Divided 


into four parts, the text explores specific fears, physical 
expressions of social withdrawal, socially disayproved be-M, 
havior, and current problems in behavior Modifican 
Fundamental theories common to all strategies are exam- 
ined and a sequential approach to selection, observation, 
treatment and follow-up is outlined. 77, 204 pp., 4 il, 1 
table, $13.50 


THE MALTREATED CHILD: The Maltreatment Syn- 
drome in Children—A Medical, Legal and Social Guide 
(3rd Ed.) by Vincent J. Fontana, New York Foundling Hos- 
pital, New York City, and Douglas J. Besharov, United 
States National Center of Child Abuse and Neglect, Wash- 
ington, D. C. Foreword by Mother Loretto Bernard. The 
Third Edition of this vital text presents the problems of 
child maltreatment; their nature, causes and extent; and the 
means to deal with them. The entire book has been re- 
written and updated to reflect recent developments in re- 
search and service programs. Features include a statistical 
outline of child abuse and a discussion of social and med- 
ical manifestations and preventive measures. '77, 176 pp., 11 
il., $12.50 


PSYCHOTHERAPY FOR WOMEN: Treatment Toward 
Equality edited by Edna I. Rawlings, Univ. of Cincinnati, ` 
Cincinnati, Ohio, and Dianne K. Carter, Univ. of Iowa, 
Iowa City. (22 Contributors) Written entirely by feminist 
therapists, this book provides alternatives to what the*au- 
thors consider to be inadequate psychotherapeutic treat- 
ment of women today. They examine such topics as 
assertion training, careers, therapy for lesbians, social ac- 
tion, and feminist therapy. Addressing both theoretical and 
applied issues, this important and provocative treatise will 
be a valuable resource for all therapists who have women 
clients. '77, 500 pp. (6 3/4 x 9 3/4), 16 tables, $17.50 


HUMAN BEHAVIOR GENETICS compiled and edited by 
Arnold R. Kaplan, Ohio Dept. of Mental Health and 
Mental Retardation Research Center, Cleveland. (21 Con- 
tributors) Genetic aspects of individual differences in 
human behavior, personality, perception, intelligence, neu- 
roticism and psychological disorders are examined in this 
engrossing book. Associations between human behavioral 
variables and those in body build, biochemistry and other 
objectively measurable biological variables are reviewed. A 
glossary of technical terms and jargon, and an extensive 
author index are included for further reference. '76, 496 pp. 
(6 3/4 x 9 3/4), 69 il., 86 tables, $67.75 


THE EVOLUTION AND CHEMISTRY OF AGGRES- 
SION by Delbert D. Thiessen, Univ. of Texas, Austin. Fore- 
word by I. Newton Kugelmass. This text explores the 
phylogenetic history of aggression; outlines several genetic 
correlates of aggression; shows how competition shapes the 
social and reproductive organization of populations; suce 
gests that human aggression is partially determined by, ge* 
netic factors and mediated through biochemical and - 
morphological attributes; examines the hormonal control : 
of aggression; reviews the significance of chemosignals: and 
discusses brain biochemistry and how pharmacological sub- 
stances affect aggression. '76, 232 pp., 38 il, 2¢ tables, 
$18.50 : 
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Helping with 
symptom relief 


ELAVIL usually relieves a broad range of symptoms associated 
with depression, including sleep disturbance, one of the most 
frequently observed in the "constellation of symptoms, 

and usually the first symptom to respond to therapy. 


And, the anxiety-reducing sedative component extends 
the drugs clinical value when depression is accompanied 
by symptoms of anxiety. 


4 


Helping with convenient 
dosage regimens 


ELAVIL offers a variety of convenient dosage regimens. 
A once-daily bedtime regimen may be an effective 
prescribing option, particularly when taken by a 
depressed patient experiencing sleep disturbance. 
ELAVIL can also be prescribed in divided daily doses. 


Providing a wide range 
of tablet strengths 


ELAVIL offers six color-coded tablets, available in the following 
strengths: 10 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg. 
And for special circumstances, an injectable form is available. 
Injection ELAVIL is supplied in 10-ml vials, 10 mg/ml. à 








ELAVIL (Amitriptyline HCI, MSD) should not be used Ini 
during the acute recovery phase following myocardial In clinically 


infarction; in patients hypersensitive to it; in those who sig nificant depression 


ave received an MAOI within two weeks; or in children 
under 12. Patients with cardiovascular disorders should Meis sr mo 25 mg, 3: mg, 75 mg, 100 mg, and 150 mg 
be watched closely. Safe use during pregnancy and lac- 4 mg per m 


tation has not been established. The drug may impair t 
mental or physical abilities required in the performance 
of hazardous tasks and may enhance the response to 
alcohol. The possibility of suicide in depressed patients lavil | 
remains until significant remission occurs. Potentially 
3 * suicidal patients should not have access to large quan- 
..  tities of this drug. Prescriptions should be written for the (AMITRIPTYLINE Ht MSD) ° 
ede Smallest amount feasible. Hospitalize as soon as possible 
* any patient suspected of having taken an overdose. Single-e tity antidepressant a 
4 " e 
2 '& Fora brief summary of prescribing information ed with yet eagle lety-reducing 
: : SHARA sedative component toi its action, 


wf * plgase see following page. 
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(AMITRIPTYLINE HCI MSD) 


Single-entity antidepressant 
with an anxiety-reducing 
sedative component to its action 
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'Contraindications: Known hypersensitivity. Should not be given concomitantly with a . 
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and deaths e4 
have occurred. When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 
days to elapse before initiating therapy with amitriptyline HCI. Initiate dosage of amitrip- 
tyline HCI cautiously with gradual increase in dosage until optimum response is achieved. 

Not recommended during the acute recovery phase following myocardial infarction. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting com- s 
pounds. Should be used with caution in patients with a history of seizures or a history of uri- 
nary retention, or with angle-closure glaucoma or increased intraocular pressure; in pa- 
tients with angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely; arrhythmias, sinus tachyc@rdia 
and prolongation of the conduction time have been reported, particularly with high doses: 
myocardial infarction and stroke have been reported with drugs of this class. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid medication. May im- 
pair mental and/or physical abilities required for performance of hazardous tasks, such as 
operating machinery or driving a motor vehicle. In patients who use alcohol excessively, po- 
tentiation may increase the danger inherent in any suicide attempt or overdosage. Safe use A 
during pregnancy and lactation has not been established; in pregnant patients, nursing ! 
mothers, or women who may become pregnant, weigh possible benefits against possible 
hazards to mother and child. Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; pa- 
tients with paranoid symptomatology may have an exaggeration of such symptoms; manic 
depressive patients may experience a shift to the manic phase. In these circumstances, the 
dose of amitriptyline HCI may be reduced or a major tranquilizer, such as perphenazine, may 
be administered concurrently. 


When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages are 
required; paralytic ileus may occur in patients taking tricyclic antidepressants in combina- 
tion with anticholinergic-type drugs. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administration. 
May enhance the response to alcohol and the effects of barbiturates and other CNS depres- 
sants. The possibility of suicide in depressed patients remains until significant remission 
occurs. Potentially suicidal patients should not have access to large quantities of this drug. à 
Prescriptions should be written for the smallest amount feasible. Concurrent e'ectroshock 
therapy may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug several 
days before elective surgery. Both elevation and lowering of blood sugar levels have been re- 
ported. Use with caution in patients with impaired liver function. 


Adverse Reactions: Mote: Included in this listing are a few adverse reactions not reported 
with this specific drug. However, pharmacological similarities among the tricyclic antide- 
pressant drugs require that each reaction be considered when amitriptyline is administered. 
Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. CWS and Neuromuscular: Confusional states; disturb 
concentration; disorientation; delusions; hallucinations; excitement; anxiety; restless- 
ness; insomnia; nightmares; numbness, tingling, and paresthesias of the extremities: 
peripheral neuropathy; incoordination; ataxia; tremors; seizures; alteration in EEG pat- 

terns; extrapyramidal symptoms; tinnitus; syndrome of inappropriate ADH (antidiuretic 
hormone) secretion. Anticholinergic: Dry mouth, blurred vision, disturbance of accommoda- 

tion, increased intraocular pressure, constipation, paralytic ileus, urinary retention, dilata- 

tion of urinary tract. A//ergic: Skin rash, urticaria, photosensitization, edema of face and 
tongue. Hematologic: Bone marrow depression including agranulocytosis, leukopenia, 4 
eosinophilia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black tongue, 

rarely hepatitis (including altered liver function and jaundice). Endocrine: lesticular swelling 

and gynecomastia in the male, breast enlargement and galactorrhea in the female, increased 

or decreased libido, elevation and lowering of blood sugar levels. Other: Dizziness, weak- 

ness, fatigue, headache, weight gain or loss, increased perspiration, urinary frequency, 
mydriasis, drowsiness, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment 

after prolonged administration may produce nausea, headache, and malaise; these afe S 
indicative of addiction. 


Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. In addition, the intravenous adminis- 
tration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of tri- 
cyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, the dosage 
Should be repeated as required, particularly if life-threatening signs such as arrhythmias, 
convulsions, and deep coma recur or persist after the initial dosage of physostigmine. 


How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitriptyline” 
HCl, in single-unit packages of 100 and bottles of 100 and 1000; tablets containing 75mg sy; 
and 100 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 100; tablets . 
containing 150 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 30 and 
100; for intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and water for . 
injection q.s. 1 ml. 


For more detailed information, consult hs MSD representative or see full a scribing informa- +° 
tion. Merck Sharp & Dohme, Division of Merck & Co., Inc., West Point, Pa. 1 . JE A: 1§)e ; 
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PROGRAM |: 3 HOURS 
PSYCHOTHERAPY 
OBESITY AND PSYCHOANALYSIS 


* 
PATIENT-THERAPIST MATCHING: 
A RESEARCH EVALUATION 


BORDERLINE ADULT: THERAPEUTIC 
ALLIANCE AND TRANSFERENCE 


BRIEF PSYCHOTHERAPY OF NARCISSISTIC 
T DISTURBANCES 


BRIEF THERAPY: THEORY AND PRACTICE 


SELECTION OF TEMPORAL PARAMETERS 
IN PSYCHOTHERAPY 


PROGRAM ||: 3 HOURS 
CRITERIA FOR DIAGNOSIS 1 
DSM-III: TIMELY OR PREMATURE? 


RESEARCH DIAGNOSTIC CRITERIA: 
RATIONALE AND RELIABILITY 


BLINDNESS AND RELIABILITY IN PSYCHIATRIC 
DIAGNOSIS 


DO PSYCHIATRIC PATIENTS FIT THEIR 
DIAGNOSES? 


DIAGNOSIS OF NON-PATIENTS IN THE 
GENERAL COMMUNITY 


amt PROGRAM IIl: 3 HOURS 3 CASSETTES $25.00 


PERSONALITY AND DEPRESSION: 
NEW APPROACHES 


CYCLOTHYMIA AS SUBCLINICAL EXPRESSION 
OF DEPRESSION 


DEPRESSION AND THE EVOLUTION OF 
" PERSONALITY DISORDERS 


MALADAPTIVE COGNITIVE TRAITS IN 
M DEPRESSION 


* Wi INTERPERSONAL DEPENDENCY: 
AN EMPIRICAL APPROACH 


PROGRAM IV: 3 HOURS — 3CASSETTES $25.00 
TREATMENT OF DEPRESSION AND ANXIETY 


PREDICTORS OF AMPHETAMINE RESPONSE 
IN DEPRESSION 


ci SHOULD MAO INHIBITORS BE ABANDONED? 
DIAZEPAM INDUCED HOSTILITY IN DEPRESSION 


3 CASSETTES $25.00 


3 CASSETTES $25.00 





CASSETTE LECTURES: 





AMERICAN | 


PSYCHIATRIC 
ASSOCIATION 


BENZODIAZEPINES (TRIAZOLAM & FLURAZEPAM) 
AND COGNITIVE IMPAIRMENT 


ANTIDEPRESSANT TREATMENT OF SEVERE 
PHOBIC ANXIETY 


DOES THE LOCUS COERULEUS MEDIATE 
ANXIETY AND FEAR? 


PROGRAM V: 3 HOURS 3CASSETTES $25.00 


NIMH-CRB CLINICAL COLLABORATIVE 
DEPRESSION STUDY 


PATIENTS WITH AN AFFECTIVE SYNDROME: 
USE OF THE SCHEDULE FOR AFFECTIVE 
DISORDERS AND SCHIZOPHRENIA 


USING THE RESEARCH DIAGNOSTIC CRITERIA 
TO STUDY AFFECTIVE DISORDERS 


NEUROTIC DEPRESSION: A SYSTEMATIC 
ANALYSIS OF ITS MULTIPLE MEANINGS 


FAMILIAL FACTORS IN AFFECTIVE DISORDERS 


PERSONALITY ATTRIBUTES AND AFFECTIVE 
DISORDERS 


CROSS-CENTER COMPARABILITY OF CLINICAL 
JUDGMENTS 


PROGRAM VI: 3 HOURS — 3 CASSETTES $25.00 
PHENOMENOLOGY OF DEPRESSION 


LIFE EVENTS AND THE ONSET OF BIPOLAR 
AFFECTIVE ILLNESS 


THINKING AND LANGUAGE IN DEPRESSION 


FAMILY DYNAMICS AND MANIC-DEPRESSIVE 
ILLNESS 


PHENOMENOLOGY OF DEPRESSION IN 
ADOLESCENCE 


SEROTONIN AND NOREPINEPHRINE 
SUBGROUPS IN DEPRESSION 


PROGRAM VII: 3 HOURS 3 CASSETTES $25.00 
PHENOMENOLOGY OF SCHIZOPHRENIA 


ARE FIRST-RANK SYMPTOMS RELEVANT TO 
SCHIZOPHRENIA? 


SCHIZOPHRENIA OF GOOD PROGNOSIS: 
A DISTINCT SYNDROME? 


IS MODERN-DAY SCHIZOPHRENIC OUTCOME 
STILL NEGATIVE? 





SCHIZOPHRENIC ASSOCIATIONS AND 
INTERMINGLING 


JUDGING EMOTIONS IN NORMALS AND 
SCHIZOPHRENICS 


PROGRAM VIII: 3 HOURS 3 CASSETTES $25.00 
PSYCHOPHARMACOLOGY OF SCHIZOPHRENIA 


LITHIUM IN PSYCHOTIC AND REMITTED 
SCHIZOPHRENICS 


ANTIPARKINSONIANS AND PLASMA LEVEL 
OF NEUROLEPTICS 


FACTORS RELATED TO TARDIVE DYSKINESIA 
COVERT DYSKINESIA 


AMANTADINE IN NEUROLEPTIC 
EXTRAPYRAMIDAL REACTIONS 


EFFECT OF APOMORPHINE ON 
SCHIZOPHRENIC SYMPTOMS 


PROGRAM IX: 3 HOURS 3 CASSETTES $25.00 
SUICIDAL BEHAVIOR . 


HUMAN FACTORS IN CRASHES: CAUSES OR 
CORRELATES 


DISGUISED SUICIDAL BEHAVIOR 
DEPRESSIVES AT LOW AND HIGH RISK FOR SUICIDE 
>. 


END OF THE OREGON TRAIL: SUICIDES - 
1894 THRU 1974 


CASSETTES PACKAGED IN LIBRARY BINDER. 


" These materials meet the criteria of Category V con- 


tinuing education activities of the APA Continuing 
Medical Education Requirements and the AMA Physi- 
cian Recognition Award. 


EQUIPMENT 
TAPE RECORDERS/PLAYERS 


MODEL RQ 309S $39.95 


Panasonic Portable Recorder/Piayer, built-in micro- 
phone, auto-stop, earphone monitor, with batteries, 
A-C cord, 3" high by 5" wide by 1012" long; weighs 

41⁄2 Ibs., with carrying handle. A $49.95 value. 
MODEL RQ 212DS $69.95 


Panasonic Pocket Size Recorder/Player, built-in Micro- 
phone, digital counter, pause control, battery/VU meter, 

4" high by 2" wide by 6?4" long; weighs 2 Ibs. with pro- 
tective carrying case. A $89.95 value. 








L NAME 


tINSTITUTION 
& STREET 
k O > — — — X "STATE 
PHONE ZIP 


AV/MD Educational Programs may be tax deductible. 


æ bitles are subject to removal from program without notice. 


Prices are subject to change without notice. 


EE tif Paid by Institution, please attach your purchase order. 


*N.Y. State residents please add sales tax. 
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CASSETTE LECTURES OF THE 130th ANNUAL MEETING 
AMERICAN PSYCHIATRIC ASSOCIATION 


CHECK SELECTIONS LISTED BELOW 


$25 Program No.i .1$25 Program No. VI 
G $25 Program No.il O $25 Program No. VII ; 
$25 -Program No. lil: [2.96 Program NG-VNI-. NO Pee! Equipment 
(] $25 Program No.IV © $25 Program No. IX ae ; ; 
h | tional 
-1$25 Program No. V Shipping and Handling additiona 


TAPE RECORDERS/PLAYERS 


L2 $39.95 Model RQ 309S 
C] $69.95 Model RQ 212DS 


PLEASE MAKE CHECKS OR MONEY ORDERS PAYABLE TO: 
AVIMD, 850 THIRD AVENUE, NEW YORK, N.Y. 10022 


cn ioo ccs co mi m m mu 


ORDER FORM 


No. of Programs 





Total cost of Programs , $ 
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Totai cost of Equipment $ 
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‘THE METAMORPHOSIS OF ANXIETY. ` 


*.' -ANXIETY OFTEN : 
APPEARS AS 
- PHYSIOLOGICAL 
. CARDIAC COMPLAINTS 


‘You! ve ofter seen the "metamor- 
phosis." The patient's intense anx- 
lety, by touching off certain CNS- 
mediated defense reactions, brings 
in its wake a variety of physiolc,ic 
effects. And because many of these 
effects center about the cardiovas- 
cular system, your overanxious pa- 
tient may be convinced he is experi- 
encing symptoms of actual cardiac 
disease rather than a normal phys- 
lologic response to anxiety. 

How do you successfully count- 
er this anxiety-linked CNS arousa!? 
By using a variety of supportive 
measures. And in many cases, 
Valium (diazepam) can be one of 
your strongest therapeutic allies. 

‘For one thing, Valium works 

. promptly and dependably. Within 
hours after you initiate therapy, 
your anxious patient often feels 
distinctly calmer. This rapid initial 
response is not only reassuring but 
also helps reduce, right from the 
Start, the level of CNS reaction. 
After the first few days of therapy, 
anxiety relief becomes more pro- 
nounced and sustained. And, as 
the source of the "metamorphosis" 
becomes understood, there is 
usually a noticeable reduction in 
the anxiety-generated somatic COGNITIVE 

symptoms as well. APPRAISAL 

Equally important, Valium is OF THREAT 
usually well tolerated. Adverse 
reactions more serious than drows- 
iness, ataxia and fatigue are rare. 

As with all CNS-acting agents, pa- 

tients should be cautioned against 

drinking alcohol, driving, or oper- 

ating dangerous machinery while FEELINGS OF ANXIETY AROUSAL OF C.N.S. 
on Valium therapy. psychic tension with physiological effects 


A PATTERN OF ANXIETY 
AND ITS PHYSIOLOGICAL EFFECTS 
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Before prescribing, please see co d 


. product pra adnie a summary of which 


A appears ona ON wing page. 
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A new art technique, computergraphics, is utilized here to symbolize the transformátion of psychic tension into functional cardiac complaints. 
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VALIUM (diazepam 


e-mg, 5-mg, IO-mg scored tablets 
CAN RELIEVE ANXIETY AND ITS PHYSIOLOGICAL CARDIAC COMPLAINTS 
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LIUM? - pe ty 
(diazepam) s 
Before.prescribing. please consult complete product infor- 


« „mation, a summary of which, follows: 


‘ 
a 


Indicajigpe: Tension and anxiety states; somatic complaints, : 


which are concomitants of emotional factors; psychoneurotic 
states manifested by tension, anxiety, appr@hension, fatigue, , 
depressive symptoms*or agitation; symptomattc relief of acute ET 


* 


“agitation, tremor, delirium tremens and hallucinosis due to acute 


alcohol withdrawal; adjunctively in skeletal muscle spasm due to* 
feflex spasm to loca! pathology; spasticity caused by upper 
motor neurón disorders; athetosis; stiff-man syndrome; convul- 
sive disorders {not for sole therapy). 


Contraindicated: Known hypersensitivity to the drug. Children 
under 6 months of age. Acute narrow angle glaucoma; may be 
used in patients with open angle glaucoma who are receiving 
appropriate therapy. 


Warnings: Not of value in psychotic patients. Caution against 
hazardous occupations requiring complete mental alertness. 
When used adjunctively in convulsive disorders, possibility of 
increase in frequency and/or severity of grand mal seizures may 
require increased dosage of standard anticonvulsant medica- 
tion; abrupt withdrawal may be associated with temporary 
increase in frequency and/or severity of seizures. Advise against 
simultaneous ingestion of alcohol and other CNS depressants. 
Withdrawal symptoms (similar to those with barbiturates and 
alcohol) have occurred following abrupt discontinuance (convul- 
sions, tremor, abdominal and muscle cramps, vomiting and 
sweating). Keep addiction-prone individuals under careful sur- 
veillance because of their predisposition to haoituation and 
dependence. 


Usage in Pregnancy: Use of minor tranquilizers 
during first trimester should almost always be 
avoided because of increased risk of congenital 
malformations as suggested in several studies. Con- 
sider possibility of pregnancy when instituting 
therapy; advise patients to discuss therapy if they 
intend to or do become pregnant. 


Precautions: |f combined with other psychotropics or anticon- 
vulsants, consider carefully pharmacology of agents employed; 
drugs such as phenothiazines, narcotics, barbiturates, MAO 
inhibitors and other antidepressants may potentiate its action. 
Usual precautions indicated in patients severely depressed, or 
with latent depression, or with suicidal tendencies. Observe 
ysyal precautions in impaired renal or hepatic function. Limit 
dosage to smallest effective amount in elderly and debilitated to 
preclude ataxia or oversedation. 


Side Effects» Drowsiness, confusion, diplopia, hypotension, 
changes in libido, nausea, fatigue, depression, dysarthria, 
jaundice, skin rash, ataxia, constipation, headache, inconti- 
nence,¢changes in salivation, slurred speech, tremor, vertigo, 
urinary retention, blurred vision. Paradoxical reactions such as 
acute hyperexcited states, anxiety, hallucinations, increased 
muscle spasticity, insomnia, rage, sleep disturbances, stimula- 
tion have been reported; should these occur, discontinue drug. 
Isolated reports of neutropenia, jaundice; periodic blood counts 
and liver function tests advisable during long-term therapy. 


Dosage: Individualize for maximum beneficial effect. Adults: 
Tension, anxiety and psychoneurotic states, 2 to 10 mg b.i.d. to 
q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in first 24 hours, then 

5 mg t.i.d. or q.i.d. as needed; adjunctively in skeletal muscle 
spasm, 2 to 10 mg t.i.d. or q.i.d.; adjunctively in convulsive 
disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or debilitated 
patients: 2 to 2V» mg, 1 or 2 times daily initially, increasing as 
needed and tolerated. (See Precautions.) Children: 1 to 2v» mg 
t.i.d. or q.i.d. initially increasing as needed and tolerated (not for 
use under 6 months). 


Supplied: Valiuén* (diazepam) Tablets, 2 mg, 5 mg and 
10 mg— bottles of 100 and 500; Tel-E-Dose* packages of 100, 


. available in trays of 4 reverse-numbered boxes of 25, and in 


boxe% containing 10 strips of 10; Prescription Paks of 50, avail- 
able singly and in trays of 10. 


: Reche Laboratories 
bane C ROCHE » Division of Hoffmann-La Roche Ife. $ 
Nutley, New Jersey 07110  . Y 
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Mail to: 


Subscription Department 
Hospital & Community 
Psychiatry 

1700 18th Street, N.W. 
Washington, D.C. 20009 


CO Enclosed is my check for a 
one-year subscription (12 
issues) to Hospital & 
Community Psychiatry .* 
($12 a year for members of 
the American Psychiatric 
and American Psychological 
Associations; $15 for other 
subscribers. For 
subscriptions mailed outside 
the U.S. add $3 a year. Make 
checks payable to the 
American Psychiatric 
Association.) 
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Title or Discipline 

Address 
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* Individual subscriptions to pro- 
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" BEHAVIORAL APPROACHES 
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Edited by Redford B. Williams, Jr., and W. Doyle Gentry, 
Duke University Medical Center 


Written for practitioners 
in medicine and psychol- 
ogy, this book is a prac- 
tical introduction to new 
behavioral techniques 
that are useful in treat- 
igg a wide gamut of com- 
mon medical problems. 
Topics include asthma, 
insomnia, headache, 
Type A behavior, cardiac- 
arrhythmias, obesity, smok- 
ing, hypertension, urinary 
disorders, fecal incontinence, 
pain, alcoholism, and compli- 
ance with medical regimen. 
$15.00 


EVALUATION OF BEHAVIOR THERAPY 

Issues, Evidence, and Research Strategies 

Alan E. Kazdin, Pennsylvania Stete University and 

G. Terence Wilson, Rutgers University 

An appraisal of the efficacy of behavior therapy and of 
research strategies for outcome evaluation. The authors use 
comparative outcome literature to contrast behavior modifi- 
cation techniques with alternative treatments—and offer 
specific recommendations for future approaches to treatment 
evaluation including the conceptualization and design of 
outcome experiments, assessment of therapy outcome, the 
use of laboratory-based outcome research, and single-case 
methodology. ca. $15.50 


NEW TRENDS OF PSYCHIATRY IN THE COMMUNITY 
Edited by George Serban, M.D., New York University 

These papers seek to clarify the definition of community 
psychiatry, identify its scientific roots and examine its 
clinical responsibilities. They were prepared for the Fourth 
International Symposium of the Kittay Scientific Founda- 
tion. $20.00 


EC D. Vae: ed ie sa 
An essential and up-to-date reference source............ 
THE REGULATION OF PSYCHOTHERAPISTS 

Daniel B. Hogan, Harvard University 


a " gu 
Three volume set. In Preparation ca. $60.00 / Y significant 


I. A STUDY IN THE PHILOSOPHY AND PRACTICE OF 


a 3 
PROFESSIONAL REGULATION adaition lo the 
In preparation ca. $20.00 


Il. A HANDBOOK OF STATE LICENSURE LAWS 


E 
In preparation ca. $20.00 Sandoz line 
IH. A REVIEW OF MALPRACTICE SUITS IN THE U.S. 
In preparation ce. $20.00 f C] t jua vd 
of products. ~; 





3 — 
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Lidone treats the psychosis 
with little likelihood of causing 





excessive weight gain or 
problem sedation 





Lidone is molindone hydrochloride, a potent antipsychotic not related to 
other agents. It is effective against the manifestations of schizophrenia. 
Yet it is largely free of certain common problems. 


Normalizing weight trend seen 
Unlike some potent agents, Lidone has not caused excessive weight gain. 


Though both weight gain and loss have been seen, the shift has typically 
been toward normal or ideal weight. 


Benefits in alertness 
Lidone is classed among the “alerting” or less-sedating group of major 


tranquilizers. If drowsiness does occur during initial therapy, it is usually 
transient. Patients on continuing Lidone therapy tend to stay alert; hence 
they can be more responsive to rehabilitation measures. 


Improved social outlook 
Patients on Lidone have shown good progress in social competence and 


interest. And side effects such as sexual dysfunction or weight gain, 
which might disrupt family or interpersonal relationships, have not 
been reported. 


New dosage information 


A revised dosage and administration 


Please contact your section now appears on the next page. 
Abbott Representative An Initial Dosage Schedule is now 
to arrange fora supplied, and once-a-day dosage is also 


offered. We believe these updated 
instructions will make Lidone prescribing 
more convenient for the physician. 


clinical evaluation. 





- Ltidone: lis in hydrochloride) 


See oVerleaf for prescribing information. 
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)ESCRIPTION" 
ide) is a dihydroindolone compound which is not 
tructurally related to the phenothiazines, the 
utyrophenones or the thioxanthenes. 

EIDONE is 3-ethyl-6, 7-dihydro-2-methyl-5- tmor- 
Molinomethyl) indol-4(5H)-one hydrochloride. It 
s a.white crystalline powder, freely soluble in 
yater and alcoho] and has a molecular weight of 
112.67. 


ACTIONS — LIDON® (molindone hydrochloride) 
as a pharmacological profile in laboratory 
inimals which predominantly resembles that of 
najor tranquilizers causing reduction of spon- 
aneous locomotion and aggressiveness, suppres- 
lion of a conditional response and antagonism of 
he bizarre stereotyped behavior and hyperactivity 
nduced by amphetamines. In addition, LIDONE an- 
agonizes the depression caused by the tranquiliz- 
ng agent tetrabenazine. 

In human clinical studies tranquilization is 
ichieved in the absence of muscle relaxing or in- 
'oordinating effects. Based on EEG studies, 
LIDONE exerts its effect on the ascending reticular 
ictivating system. 

Human metabolic studies show LIDONE (molin- 
lone hydrochloride) to be rapidly absorbed and 
netabolized when given orally. Unmetabolized 
lrug reached a peak blood level at 1.5 hours. Phar- 
nacological effect from a single oral dose persists 
'or 24 to 36 hours. There are 36 recognized 
netabolites with less than 2 to 3% unmetabolized 
LIDONE being excreted in urine and feces. 


INDICATIONS — LIDONE (molindone hydrochlo- 
tide) is indicated in the management of the 
manifestations of schizophrenia. 


CONTRAINDICATIONS — LIDONE (molindone 
hydrochloride) is contraindicated in severe central 
nervous system depression (alcohol, barbiturates, 
narcotics, etc.) or comatose states, and in patients 
with known hypersensitivity to the drug. 


. 
WARNINGS 
Usage in Pregnancy: Studies in pregnant pa- 
tients have not been carried out. Reproduction 
studies have been performed in the following 
animals: 





Pregnant Rats Oral Dose — 
20 mg/kg/day — 10 days, no adverse effect 
40 yng/kg/day — 10 days, no adverse effect 


Pregnant Mice Oral Dose — 

20 mg/kg/day — 10 days, slight increase resorp- 
tions 

40 mg/kg/day — 10 days, slight increase resorp- 
tions 


Pregnant Rabbits Oral Dose — 

5 mg/kg/daf — 12 days, no adverse effect 
10 mg/kg/day — 12 days, no adverse effect 
20 mg/kg/day — 12 days, no adverse effect 


Animal reproductive studies have not demon- 
strated a teratogenic potential. The anticipated 
benefits must be weighed against the unknown 
risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the 
content of LIDONE (molindone hydrochloride) in 
the milk of nursing mothers. 


Usage in Children: Use of LIDONE (molindone 
hydrochloride) in children below the age of twelve 
years is not recommended because safe and effec- 
tive conditions for its usage have not been estab- 


lished. 


PRECAUTIONS — Some patients receiving 
LIDONE (molindone hydrochloride) may note 
drowsj initially and they should be advised 
against activities requiring mental alertness until 
their response to the@irug has been established. 
~- Intreased activity has been noted in patients 
receiving LIDONE. Caution should be exercised 
*where ingreased activity may be harmful. 
LIDONE does not lower the seizure threshold in 
experimental animals to the degree noted with 
more sedating antipsychotic drugs. However, con- 
vulsive seizures have been reported in a few 
ingtànces. 2 
*' SLIDONE has an antiemetic effect in animals. A 
silar effect may occur in humans and may 
cure signs of ee obstruction or brain 
mor. 


A24 Y 


LIDONE (molindone hydrochlo- e 


$ 


sm » . 
Lidone (molindone hydrochloride) oe, 


ADVERSE REACTIONS 


CNS Effects — The most frequently occurring 
effect is initial drowsiness’ that generally subsides 
with continued usage of the drug or lowering of the 
dose. j 

Noted less frequently were depression, hyperac- 
tivity and euphoria. 


Neurological Extrapyramidal Reactions — 
Extrapyramidal reactions noted below may occur 
in susceptible individuals and are usually revers- 
ible with appropriate management. 


Akathisia — Motor restlessness may occur early. 


Parkinson Syndrome — Akinesia, characterized 
by rigidity, immobility and reduction of voluntary 
movements and tremor, have been observed. Oc- 
currence is less frequent than akathisia. 


Dystonic Syndrome — Prolonged abnormal con- 
tractions of muscle groups occur infrequently. 
These symptoms may be managed by the addition 
of a synthetic antiparkinson agent (other than L- 
dopa), small doses of sedative drugs, and/or reduc- 
tion in dosage. 


Autonomic Nervous System — Occasionally 
blurring of vision, tachycardia, nausea, dry mouth 
and salivation have been reported. Urinary reten- 
tion and constipation may occur particularly if an- 
ticholinergic drugs are used to treat extrapyrami- 
dal symptoms. 


Hematological — There have been rare reports of 
leucopenia and leucocytosis. If such reactions oc- 
cur, treatment with LIDONE may continue if clini- 
cal symptoms are absent. Alterations of blood 
glucose, liver function tests, B.U.N., and red blood 
cells have not been considered clinically signifi- 
cant. 


Metabolic and Endocrine Effects — Alteration 
of thyroid function has not been significant. 
Amenorrhea has been reported infrequently. 
Resumption of menses in previously amenorrheic 
women has been reported. Initially heavy menses 
may occur. Lactation associated with LIDONE 
therapy has not been reported. Increase in libido 
has been noted in some patients. Impotence has 
not been reported. Although both weight gain and 
weight loss have been in the direction of normal or 
ideal weight, excessive weight gain has not oc- 
curred with LIDONE. 


Cardiovascular — Rare, transient, non-specific T 
wave changes have been reported on E.K.G. Asso- 
ciation with a clinical syndrome has not been es- 
tablished. Rarely has significant hypotension been 
reported. 


Ophthalmological — Lens opacities and pigmen- 
tary retinopathy have not been reported where pa- 
tients have received LIDONE (molindone hydro- 
chloride). In some patients, phenothiazine induced 
lenticular opacities have resolved following discon- 
tinuation of the phenothiazine while continuing 
therapy with LIDONE. 


Skin — Early, non-specific skin rash, probably of 
allergic origin, has occasionally been reported. 
Skin pigmentation has not been seen with LIDONE 
usage alone. 

LIDONE (molindone hydrochloride) has certain 
pharmacological similarities to other antipsychotic 
agents. Because adverse reactions are often exten- 
sions of the pharmacological activity of a drug, all 
of the known pharmacological effects associated 
with other antipsychotic drugs should be kept in 
mind when LIDONE is used. Upon abrupt with- 
drawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia — Although rarely reported 
with LIDONE (molindone hydrochloride) symptoms 
were reversible upon discontinuation of therapy. 
Tardive dyskinesia associated with other agents 
has appeared in some patients on long-term 
therapy and has also appeared after drug therapy 
has: been discontinued. The risk appears to be 
greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent 
and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involun- 
tary movements of the tonguar face, mouth or jaw 
(e.g., protrusion of tongue, puffing of cheeks, 
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puckering of mouth, chewing movements); There 
may be involuntary movements of extremities. 
There is no known effective treatment of tardive 
dyskinesia; antiparkinsonism agents usually 
not alleviate the symptoms of this syndrome. It 1s 
suggested that all antipsychotic agents be discon- 
tinued if these symptoms appear. Should it be nec- 


essary to reinstitute treatment, or increase the, ° 


dosage of the agent, or switch to a different anti- 
psychofic agent, the syndrome may be masked. It 
has been reported that fine vermicular movements 
of the tongue may be an early sign of the syndrome 


and if the medication is stopped at that time the a 


syndrome may not develop. 
DOSAGE AND ADMINISTRATION — Initial and 


maintenance doses of LIDONE (molindone hydro- 
chloride) should be individualized. 

* 
Initial Dosage Schedule 
The usual starting dosage is 50 to 75 mg/day. 

— Increase to 100 mg/day in three or four days. 

— Based on severity of symptomatology, dosage 
may be titrated up or down depending on in- 
dividual patient response. 

— An increase to 225 mg/day may be required in 
patients with severe symptomatology. 

— Some chronic, treatment-resistant patients 
may require up to 400 mg/day; (however, the 
long-term safety of 400 mg/day has not been 
established). 


Elderly or debilitated patients should be started on 
lower dosage. 


Maintenance Dosage Schedule 

1. Mild — 5 mg to 15 mg three or four times a day. 

2. Moderate — 10 mg to 25 mg three or four times a 
day. 

3. Severe — 225 mg/day may be required. 


Dosage may be administered once a day. 


DRUG INTERACTIONS — Potentiation of drugs 
administered concurrently with LIDONE (molin- 
done hydrochloride) has not been reported. Addi- 
tionally, animal studies have not shown increased 
toxicity when LIDONE is given concurrently with 
representative members of three classes of drugs 
(i.e., barbiturates, chloral hydrate and antiparkin- 
son drugs). 


MANAGEMENT OF OVERDOSAGE — Sympto- 
matic, supportive therapy should be the rule. 

Gastric lavage is indicated for the reduction of 
absorption of LIDONE (molindone hydrochloride) 
which is freely soluble in water. 

Since the adsorption of LIDONE (molindone hy- 
drochloride) by activated charcoal has not been 
determined, the use of this antidote must be con- 
sidered of theoretical value. 

Emesis in a comatose patient is contraindicated. 
Additionally, while the emetic effect of 
apomorphine is blocked by LIDONE in animals, this 
blocking effect has not been determined in 
humans. 

A significant increase in the rate of removal of 
unmetabolized LIDONE from the body by forced 
diuresis, peritoneal or renal dialysis would not be 
expected. (Only 2% of a single ingested dose of 
LIDONE is excreted unmetabolized in the urine.) 
However, poor response of the patient may justify 
use of these procedures. 

While the use of laxatives or enemas might be 
based on general principles, the amount of un- 
metabolized LIDONE in feces is less than 1%. Ex- 
trapyramidal symptoms have responded to the use 
of diphenhydramine (Benadryl*) and the syn- 
thetic anticholinergic antiparkinson agents (i.e., 
Artane'", Cogentin*, Akineton"). 


HOW SUPPLIED — LIDONE (molindone hy- 
drochloride) capsules are supplied in bottles of 100 
in the following dosage strengths and colors: 


5 mg (NDC 0074-5542-13) blue and cream 
10 mg (NDC 0074-5543-13) red and cream ** 
25 mg (NDC 0074-5544-13) brown and cream 


TM — Trademark ^ ~ 

"Benadryl! — Trademark, Parke Davis and Co. 

*Artane — Trademark, Lederle Laboratories ` 

*Cogentin — Trademark, Merck Sharp & Dohme 

*Akineton — Trademark, Knoll Pharmaceutical Co. 
e 
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Vivactil 
(Protriptyline HCI|MSD)¢ 








X When you want an antidepressant 
that is characteristically nonsedating for 
the patient under close medical supervision _ 
(Symptoms such as anxiety or agitation ©: 


may be aggravated.) hee MSD 
E. | | NE ad 
Fora brief summary of prescribing information please gee following page. OHM E 


SU. | 
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In clinically significant depression 


. TABLETS, 5: mg and 10 mg 


Vivactil 


Protriptyline HCI|MSD) 


Contraindications: Known hypersensitivity; acute recov- 
ery phase following myocardial infarction. Should not be 
given concomitantly with an MAOI; hyperpyretic crises, 
severe convulsions, and deaths have occurred in patients 
receiving tricyclic antidepressant and MAOI drugs simulta- 
neously. When it is desired to substitute protriptyline HC! 
for an MAOI, a minimum of 14 days should be allowed to 
elapse after the latter is discontinued. Protriptyline HC! 
should then be initiated cautiously with gradual increase in 
dosage until optimum response is achieved. 


Warnings: May block the antihypertensive effect of 
guanethidine or similarly acting compounds. May impair 
mental and/or physical abilities required for the perform- 
ance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Should be used with caution in pa- 
tients with a history of seizures and, because of its 
autonomic activity, in patients with a tendency to urinary 
retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more fre- 
quently than with other antidepressant drugs. Should be 
used with caution in elderly patients and patients with car- 
diovascular disorders; such patients should be observed 
closely because of the tendency of the drug to produce 
tachycardia, hypotension, arrhythmias, and prolongation of 
the conduction time. Myocardial infarction and stroke have 
occurred with drugs of this class. On rare occasions, hy- 
perthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. In pa- 
tients who may use alcohol excessively, potentiation may 
increase the danger inherent in any suicide attempt or 
overdosage. 


Usage in Children: Not recommended for use in children 
because safety and effectiveness in the pediatric age 
group have not been established. 


Usage in Pregnancy: Safe use in pregnancy and lactation 
has not been established; therefore, use in pregnant 
women, nursing mothers, or women who may become 
pregnant requires that possible benefits be weighed 
against possible hazards to mother and child. 


Precautions: When protriptyline HCI is used to treat the 
depressive component of schizophrenia, psychotic 
symptoms may be aggravated; likewise, in manic- 
depressive psychosis, depressed patients may experience 
a shift toward the manic phase; paranoid delusions, with or 
without associated hostility, may be exaggerated. In any of 
these circumstances, it may be advisable to reduce the 
dose of protriptyline HCI or to use a major tranquilizing 
drug concurrently. Symptoms, such as anxiety or agitation, 
may be aggravated in overactive or agitated patients. 

When given with anticholinergic agents or sym- 
pathomimetic drugs, including epinephrine combined with 
local anesthetics, close supervision and careful adjustment 
of dosages are required. May enhance response to alcohol 
and effects of barbiturates and other CNS depressants. 
Possibility of suicide in depressed patients remains during 
treatment and until significant remission, occurs; this type 
of patient should not have access rpa quantities of the 
drug. Concurrent administration with electroshock therapy 
may increase hazards of therapy; such treatment should 
be limited to patients for whem it is essential. Discontinue 
drug feveral days before elective surgery, if possible. Both 


US | 


elevation and lowering of blood sugar levels nave been 
reported. 


Adverse Reactions: Note: Included in this listing are a 
few adverse reactions which have not been reported with 
this specific drug. However, the pharmacologic similarities 
among the tricyclic antidepressant drugs require that each 
of the reactions be considered when protriptyline HCI is 
administered. Protriptyline HCI is more likely to aggravate 
agitation and anxiety and produce cardiovascular reac- 
tions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, 
palpitation, myocardial infarction, arrhythmias, heart block, 
strcke. 

Psychiatric: confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions, anxiety, 
restlessness, agitation; insomnia, panic, and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of ex- 
tremities; incoordination, ataxia, tremors, peripheral 
neuropathy; extrapyramidal symptoms; seizures; alteration 
in EEG patterns, tinnitus. 

Anticholinergic: dry mouth and rarely associated 
sublingual adenitis; blurred vision, disturbance of accom- 
modation, increased intraocular pressure, mydriasis; con- 
Stipation, paralytic ileus; urinary retention, delayed micturi- 
tion, dilatation of the urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosen- 
sitization (avoid excessive exposure to sunlight), edema 
(general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression; agranulocytosis; 
leukopenia; eosinophilia; purpura; thrombocytopenia. 
Gastrointestinal: nausea and vomiting, anorexia. epigastric 
distress, diarrhea, peculiar taste, stomatitis, abdominal 
cramps, black tongue. 

Endocrine: gynecomastia in the male; breast enlargement 
and galactorrhea in the female; increased or decreased 
libido, impotence; testicular swelling; elevation or depres- 
sion of blood sugar levels. 

Other: jaundice (simulating obstructive); altered liver func- 
tion; weight gain or loss; perspiration; flushing; uri- 
nary frequency, nocturia; drowsiness, dizziness, weakness 
and fatigue; headache; parotid swelling; alopecia. 
Withdrawal Symptoms: though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy may 
produce nausea, headache, and malaise. 


Overdosage: Hospitalize as soon as possible all patients 
suspected of having taken an overdose. Treatment is 
symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate is re- 
ported to reverse the symptoms of other tricyclic anti- 
depressant poisoning. Because physostigmine is rapidly 
metabolized, the dosage should be repeated as required, 
particularly if life-threatening signs such as arrythmias, 
convulsions, and deep coma recur or persist after the initial 
dosage of physostigmine. 

How Supplied: Tablets, containing 5 mg and 10 mg 
protriptyline HCI each, in single-unit packages of 100 and 
bottles of 100 and 1000. 

For more detailed information, consult your MSD repre- 
sentative or see full prescribing information. 


West Point, Pa. 19486. J2507R2(611) 
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PKSAP-III a 


PSYCHIATRIC KNOWLEDGE AND SKILLS 
SELF-ASSESSMENT PROGRAM 


CONTINUOUS OFFERING 


PKSAP-III is again available. The Program, initially available to physicians in Spring/Summer, 1977, will differ in that 
central scoring services will not be provided. Each registrant will receive the question booklets, the Reference 
guidebook containing the correct answers and bibliography, a score worksheet, and the Performance Data Report, 
which will facilitate self-scoring, follow-up reading and study at the participant's convenience. For further program 
details, the Bulletin of Information, is available upon request to the APA, Office of Education. 


To register, remit the appropriate fee with this application form to the APA, PUBLICATIONS SALES. PLEASE MAKE 
CHECKS PAYABLE TO APA, PKSAP-III. 
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PKSAP-III REGISTRATION FORM — CONTINUOUS OFFERING 
Please type or print all information 


LAST NAME DEGREE FIRST NAME | s 








STREET ADDRESS 
EL Eds LLL] | STATE | | ZIP CODE | 
FEES 
LJ Psychiatric Resident-In-Training, APA MEMBER $20.00 
[C] Psychiatric Resident-In-Training, NON-MEMBER $20.00 
[] MEMBER, American Psychiatric Association (other than above) $35.00 | 
LJ Physician (other than above) $50.00 E c | 


Please make check payable to APA, PKSAP-III. Mail to: Publication Sales, APA, 1700 18th Street* N.W., 
Washington, D.C. 20009 
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Out of the hospital for years, 
his paranoid delusions 
are still under control 
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tablets/Cconcentrate/injection 
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For lon -term control 
it | b è | E | 
Highly effective in sponse when patient is inade- Reduces risk of certain, . e 
a wide range of psychotic quately controlled at lower dos- troublesome reactions.’ 
symptoms,!- age...to help you rapidly control Transient hypotension occurs 
such as hallucinations, delusions, and stabilize new patients, rarely andsevere orthostatic hypo- 
suspiciousness, hostility, mania, promptly regain control during tension has not been reported. 
psychomotor agitation, etc., in periods of exacerbation. Marked sedation is rare, although 
both acute and chronic disorders. some instances of drowsiness have 
Common side effects been reported. In addition, with 
Usually leaves patients easily controlled. '^* chronic use, it is unlikely to cause 
relatively alert and Although extrapyramidal symp- hepatic damage, serious hemato- - 
responsive... $ toms (EPS) have been reported logic reactions, photosensitivity re- 
better able to cope with job and frequently, they are usually dose- actions and skin rashes...and has 
family responsibilities...as well as related and readily controlled with minimal effect on renal function. 
a Ao with supportive dose adjustment or antiparkinson Plesed Girt dete jos 
PoE eer Ineasures. drugs. EPS often diminish spon- relating to hadira 
3 1 b a taneously with continued use of Contraindications, Warnings, _ 
Permits aggressive titration HALDOL haloperidol. Precautions and Adverse Reactiohs. - , 
to effective dosage levels, * ees cA 
*up to 100 me/dav orallv (with *Not an actual case history, this situation mportant rections ~ 
B DNE. B y i Y ( illustrates the action of HALDOL haloper- for use should be read before 
EENS rısK Of usual troublesome idol as reported in various clinical studies HALDOL haloperidol 
reactions) to achieve optimal re- (available on request). is administered or prescribed. 
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tablets/Concentrate/injection 





For long-term control of psychotic symptoms 
with minimal risk of toxicity 


A Dosage Form for Every Need: 
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5 tablet strengths for convenience in individualizing dos- 
age: Ve mg..1 mg., 2 mg.. 5mg. and 10 mg. 


A tasteless, odorless, colorless liquid con- 
centrate for better patient acceptability: 2 mg. 
per ml. 





A rapid-acting injection for psychiatric 
emergencies: 5 mg. per ml., with 1.8 mg. 
methylparaben and 0.2 mg. propylparaben 
per ml., and lactic acid for pH adjustment to 
3.440 2. 


Contraindications: Severe depression, coma. CNS depression due to 
centrally-acting depressants, Parkinson's disease, hypersensitivity to the 
drug. 

Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed during drug treat- 
ment. 

Usage in Children: Safety and effectiveness not established; not recom- 
mended in pediatric age group. 

Combined Use with Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be 
instituted if dehydration, hemoconcentration or reduced pulmonary ventila- 
tion occurs, especially in the elderly. Decreased serum cholesterol and/or 
cutaneous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental and/or physical abilities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension 

Precautions: Administer cautiously to patients: (1) with severe cardiovas- 
cular disorders, due to the possibility of transient hypotension and/or 
precipitation of anginal pain (if a vasopressor is required, epinephrine 
should not be used since HALDOL haloperidol may block its vasopressor 
activity and paradoxical further lowering of blood pressure may occur); (2) 
receiving anticonvulsant medication since HALDOL haloperidol may lower 
the convulsive threshold; (3) with known allergies or a history of allergic 
reactions to drugs; (4) receiving anticoagulants. Concomitant antiparkin- 
son medication, if required, may have to be continued after HALDOL 
haloperidol is discontinued because of different excretion rates: if both are 
discontinued simultaneously, extrapyramidal symptoms may occur. Intra- 
Ocular pressure may increase when anticholinergic drugs, including anti- 
EESO drugs, are administered concomitantly with HALDOL haloperi- 
dol. When HA®DOL haloperidol is used for mania in cyclic disorders. there 


| « à may be a rapid mood swing to depression. Severe neurotoxicity may occur 


in patients with thyrotoxicosis receiving antipsychotic medication, including 
H^A$ DOL haloperidol 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromus- 
cular (extrapyramidal) reactions have been reported frequently, often dur- 
ing the first few days of treatment. Generally they involved Parkinson-like 


-symptoms which were usually mild to moderate y severe and usually e 
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reversible. Other types of neuromuscular reactions (motor restlessness, 
dystonia, akathisia, hyperreflexia, opisthotonos, oculogyric crises) have 
been reported far less frequently, but were often more severe. Severe 
extrapyramidal reactions have been reported at relatively low doses. Gen- 
erally. extrapyramidal symptoms are dose-related since they occur at rela- 
tively high doses and disappear or become less severe when the dose is 
reduced. Antiparkinson drugs may be required. Persistent extrapyramidal 
reactions have been reported and the drug may have to be discontinued in 
such cases. Withdrawal Emergent Neurological Signs: Abrupt discontinua- 
tion of short-term antipsychotic therapy is generally uneventful. However, 
some patients on maintenance treatment experience transient dyskinetic 
signs after abrupt withdrawal. in certain cases these are indistinguishable 
from "Persistent Tardive Dyskinesia’’ except for duration. It is unknown 
whether gradual withdrawal will reduce the occurrence of these signs. but 
until further evidence is available haloperidol should be gradually with- 
drawn. Persistent Tardive Dyskinesia: Although rarely reported with HAL- 
DOL haloperidol, tardive dyskinesia may appear during or after long-term 
therapy. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and sometimes 
appear irreversible; there is no known effective treatment and all antipsy- 
chotic agents should be discontinued. The syndrome may be masked by 
reinstitution of drug, increasing dosage, or switching to a different anti- 
psychotic agent. Other CNS Effects: Insomnia, restlessness, anxiety. 
euphoria, agitation, drowsiness, depression. lethargy. headache. confu- 
sion. vertigo grand mal seizures. and exacerbation of psychotic symptoms 
Cardiovascular Effects: lachycardia and hypotension. Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis. 
minimal decreases in red blood cell counts, anemia, or a tendency toward 
lymphomonocytosis: agranulocytosis rarely reported and only in associa- 
tion with other medication. Liver Effects: Impaired liver function and/or 
jaundice reported. Dermatologic Reactions: Maculopapular and acnei- 
form reactions, isolated cases of photosensitivity, loss of hair. Endocrine 
Disorders: Lactation, breast engorgement, mastalgia, menstrual irregular- 
ities, gynecomastia, impotence, increased libido, hyperglycemia and 
hypoglycemia. Gastrointestinal Effects: Anorexia, constipation, diarrhea, 
hypersalivation, dyspepsia, nausea and vomiting. Autonomic Reactions: 
Dry mouth, blurred vision, urinary retention and diaphoresis. Respiratory 
Effects: Laryngospasm, bronchospasm and increased depth of respira- 
tion 

The injectable form is intended only for acutely agitated psychotic patients 
with moderately severe to very severe symptoms. 

IMPORTANT: Full directions for use should be read before HALDOL 
haloperidol is administered or prescribed. HALDOL tablets are man- 
ufactured by McNeil Laboratories Co., Dorado, Puerto Rico 00646. 5/77 


References: 

1. Man. P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 2. Sugerman, A.A., 
etal.: Am. J. Psychiatry 129:1190 (June) 1964. 3. Ayd, F.J., Jr.: Med. 
Sci. 18:55 (Oct.) 1967. 4. Howard, J.S.: Dis. Nerv. Syst. 35:458 (Oct.) 
1974. 5. Abuzzahab, F.S., Sr: Psychosomatics 17:188 (May-June) 
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The American Psychiatric Association-announces publication 


. _ of two volumes reporting the Conference on Education of Psychiatrists _ 


held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P.A. in cooperation with 
the American Academy of Child Psychiatry, the American Association of Chairmen of Departments 


.of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's, Library Bound, 
544 pages, $15.00. 


This is a substantive, highly readable, report of the Conference, written by Anne H. Rosenfeld with 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walter E. Bar- 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D., Melvin Sabshin, M.D., Jeanne Spurlock, 
M.D., and Robert L. Robinson, M.A. (Staff Consultant). 


The volume contains ten chapters covering the topical structure of the Conference: Goals and Values; 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means 
in the Service of Ends; The Program Environment; Research; The Economics of Residency Training; 
Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine appendices de- 
scribing the organization of the Conference and its participants, together with selected model pro- 
grams and related informational materials of value. 


2. THEWORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. 


Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of 
seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. 


Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 


Publications Office 

American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Please send me: 


copies of PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's ORDER NO. 235 
AT $15.00 PER COPY. 


copies of THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION 
OF PSYCHIATRISTS ORDER NO. 236 AT $12.50 PER COPY. 


sets of both volumes at $25.00 per set. 


Check enclosed n Invoice me P> 
Name: 


" Address 
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Persistent tardive dyskinesia The usual starting dose is 
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DESCRIPTION MOBAN* (molindone hydrochloride) is a 
dihydroindolone compound which is not structurally related to the 
phenothiazines, the butyrophenones or the thioxanthenes. 
MOBAN® is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4 (5H)-one hydrochloride. It is a white crystalline powder, 


i soluble in water and alcoho! and has a molecular weight of 
12.67. 


FEN O 
O N-CH CH2-CH3 
T | CH3 iim 
H 
MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN* (molindone hydrochloride) has a pharmacological 
profile in laboratory animals which predominantly resembles that of 
major tranquilizers causing reduction of spontaneous locomotion 
and aggressiveness, suppression of a conditional response and 
antagonism of the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, MOBAN* antagonizes the 
depression caused by the tranquilizing agent tetrabenazine. 


In human clinical studies tranquilization is achieved in the absence 
of muscle relaxing or incoordinating effects. Based on EEG studies, 
MOBAN® exerts its effect on the ascending reticular activating 
system. 


Human metabolic studies show MOBAN® (molindone hydrochloride) 
to be rapidly absorbed and metabolized when given orally. 
Unmetabolized drug reached a peak blood level at 1.5 hours. 
Pharmacological effect from a single oral dose persists for 24-36 
hours. There are 36 recognized metabolites with less than 2-3% 
unmetabelized MOBAN® being excreted in urine and feces. 
INDICATIONS MOBAN® (molindone hydrochloride) is indicated in the 
management of the manifestations of schizophrenia. 
CONTRAINDICATIONS MOBAN® (molindone hydrochloride) is 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states, and in 
patients with known hypersensitivity to the drug. 

WARNINGS Usage in Pregnancy: Studies in the pregnant patient 
have ngt been carried out. Reproduction studies have been 
performed in the following animals: 


Pregnant Rats oral dose— 20 mg/kg/day— 10 days 


no adverse effect 

40 mg/kg/day—10 days 
no adverse effect 
Pregnant Mice oral dose— 20 mg/kg/day—10 days 


slight increase resorptions 
? 40 mg/kg/day— 10 days 
slight increase resorptions 
Pregnant Rabbits oral dose— 5 mg/kg/day— 12 days 
no adverse effect 
10 mg/kg/day— 12 days 
no adverse effect 
20 mg/kg/day— 12 days 
no adverse effect 


Animal reproductive studies have not demonstrated a teratogenic 
potential. The anticipated benefits must be weighed against the 
unknown risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the content of MOBAN* 
(molindone hydrochloride) in the milk of nursing mothers. 

Usage in Children: Use of MOBAN* (molindone hydrochlorice) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not been 
established. 


PRECAUTIONS Some patients receiving MOBAN* (molindone 
hydrochloride) may note drowsiness initially and they should be 
. advised against activities requiring mental alertness until their 


The physician should be aware that this tablet preparation contains 
calcium sulfate as an excipient and that calcium ions may interfere 
with the absorption of preparations containing phenytoin sodium 
and tetracyclines. 


MOBAN® has an antiemetic effect in animals. A similar effect may 
occur in humans and may obscure signs of intestinal obstruction or 
brain tumor. 


ADVERSE REACTIONS CNS EFFECTS The most frequently occurring 
effect is initial drowsiness that generally subsides with continued 
usage of the drug or lowering of the dose. 


Noted less frequently were depression, hyperactivity and euphoria. 
Neurological 

Extrapyramidal Reactions 

Extrapyramidal reactions noted below may occur in susceptible 
individuals and are usually reversible with appropriate 
management. 


Akathisia 
Motor restlessness may occur early. 


Parkinson Syndrome 

Akinesia, characterized by rigidity, immobility and reduction of 
voluntary movements and tremor, have been observed. Occurrence is 
less frequent than akathisia. 


Dystonic Syndrome 

Prolonged abnormal contractions of muscle groups occur 
infrequently. These symptoms may be managed by the addition of a 
synthetic antiparkinson agent (other than L-dopa), small doses of 
sedative drugs, and/or reduction in dosage. 


Autonomic Nervous System 

Occasionally blurring of vision, tachycardia, nausea, dry mouth and 
salivation have been reported. Urinary retention and constipation 
may occur particularly if anticholinergic drugs are used to treat 
extrapyramidal symptoms. 


Hematological 

There have been rare reports of leucopenia and leucocytosis. If such 
reactions occur, treatment with MOBAN® may continue if clinical 
symptoms are absent. Alterations of blood glucose, liver function 
tests, B.U.N., and red blood cells have not been considered clinically 
Significant. 

Metabolic and Endocrine Effects 

Alteration of thyroid function has not been significant. Amenorrhea 
has been reported infrequently. Resumption of menses in previously 
amenorrheic women has been reported. Initially heavy menses may 
occur. Lactation associated with MOBAN® therapy has not been 
reported. Increase in libido has been noted in some patients 
Impotence has not been reported. Although both weight gain and 
weight loss have been in the direction of normal or idea! weight, 
excessive weight gain has not occurred with MOBAN®. 


Cardiovascular 

Rare, transient, non-specific T wave changes have been reported on 
E.K.G. Association with a clinical syndrome has not been 
established. Rarely has significant hypotension been reported. 


Ophthalmological 

Lens opacities and pigmentary retinopathy have not been reported 
where patients have received MOBAN® (molindone hydrochloride). In 
some patients, phenothiazine induced lenticularopacities have 
resolved following discontinuation of the phenothiazine while 
continuing therapy with MOBAN®. 

Skin 

Early, non-specific skin rash, probably of allergic origin, has 
occasionally been reported. Skin pigmentation has not been seen 
with MOBAN® usage alone. 


MOBAN® (molindone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions are often extensions of the pharmacological activity of a 
drug, all of the known pharmacological effects associated with other 
antipsychotic drugs should be kept in mind when MOBAN® is used. 
Upon abrupt withdrawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia 


Patients become easier to manage on ::: 


E molindone HCI 





movements). Theré may be involuntary movements of extremities. 


There is no known effective treatment of tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms of , 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. Should it be necessary to 
reinstitute treatment, or increase the dosage of the agent, or switch 
to a different antipsychotic agent, the syndrome may be masked. It 
has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication is e 
stopped at that time the syndrome may not develop. 


DOSAGE AND ADMINISTRATION Initial anc maintenance doses of 
MOBAN® (molindone hydrochloride) should be individualized. 


Initial Dosage Schedule 
The usual starting dosage is 50-75 mg/day. 


—|ncrease to 100 mg/day in 3 or 4 days. 


— Based on severity of symptomatology, dosage may be titrated 
up or down depending on individual patient response. 


—An increase to 225 mg/day may be required in patients with 
severe symptomatology. 


—Some chronic, treatment resistant patients, may require up to 
400 mg/day (however, the long term safety of 400 mg/day has 
not been established). 


Elderly and debilitated patients should be started on lower dosage. 
Maintenance Dosage Schedule 

].Mild—5 mg-15 mg three or four times a day. 

2. Moderate— 10 mg-25 mg three or four times a day. 

3. Severe—225 mg/day may be required. 

Dosages may be administered once a day. 


DRUG INTERACTIONS Potentiation of drugs administered 
concurrently with MOBAN* (molindone hydrochloride) has not been 
reported. Additionally, animal studies have not shown increased 
toxicity when MOBAN® is given concurrently with representative 
members of three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
should be the rule. 


Gastric lavage is indicated for the reduction of absorption of 
MOBAN® (molindone hydrochloride) which is freely soluble in water. 


Since the adsorption of MOBAN® (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidote 
must be considered of theoretical value. 


Emesis in a comatose patient is contraindicated. Additionally, while 
the emetic effect of apomorphine is blocked by MOBAN® in animals, 
this blocking effect has not been determined in humans. 


A significant increase in the rate of removal of unmetabolized 
MOBAN® from the body by forced diuresis, peritoneal or renal 
dialysis would not be expected. (Only 2% of a single ingested dose 
of MOBAN® is excreted unmetabolized in the urine.) 


However, poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be based on 
general principles, the amount of unmetabolized MOBAN® in feces 
is less than 1%. Extrapyramidal symptoms have responded to the 
use of diphenhydramine (Benadryl*) and the synthetic 
anticholinergic antiparkinson agents (i.e., Artane*, Cogentin*, 
Akineton *). 


HOW SUPPLIED As tablets in bottles of 100 and 1000 with potencies 
and colors as follows: 5 mg orange, 10 mg lavender, 25 mg light 
green. 


* Benadryl — Trademark, Parke Davis and Co. 
"Artane — Trademark, Lederle Laboratories 

* Cogentin —Trademark, Merck Sharp & Dohme 

* Akineton — Trademark, Knoll Pharmaceutical Co 


MOBAN* is an Endo Registered U.S. Trademark 
U.S. Pat. 3,491,093 


Endo Laboratories.Inc. 


Subsidiary of E | du Pont de Nemours & Co. (Inc ) 
Garden City. New York 11530 2 
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irreversible. The syndrome is characterized by rhythmical involuntary s 


Although rarely reported with MOBAN® (molindone hydrochloride) 
symptoms were reversible upon discontinuation of therapy. 


Tardive dyskinesia associated with other agents has appeared in 
some patients on long-term therapy and has also appeared after 
drug therapy has been discontinued. The risk appears to be greater 
in elderly patients on high-dose therapy, especially females. The 
symptoms are persistent and in some patients appear to be 


response to the drug has geen established. 


Increased activity has been noted in patients receiving MOBAN® 
Caution should be exercised where increased activity may be 
, "harmful. 


MOBAN® Goes not lower the seizure threshold in experimental 


animals to the degree noted with more sedating antipsychotic — . 
drugs. However, convulsive seizures have been reported in a few 
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abi movements of the tongue, face, mouth or jaw (e.g., protrusion of . 
E / tongue, puffing of cheeks, puckering of mouth, chewing EDO-014M8-77. S 
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Announcing Publication... — - 


MANUAL OE PSYCHIATRIC’ 
PEER REVIEW ,- 


by the Peer Review Committee of the American Psychiatric Association, Donald G. Langsley, M.D., Chairperson in cooperation 
with the Joint Task Force on Diagnostic Criteria for Analyzability of the American Psychoanalytic Association, William Off- 


enkrantz, M.D., Chairperson, and the Peer Review Committee of the American Academy of Child Psychiatry. Larry B. Silver, 
M.D., Chairperson. ° : 
MANUAL 
OF 


PSYCHIATRIC PEER REVIEW 








“This Manual provides a set of guidelines for district branches of APA and tbeir peer review committees which should be adapted and 
modified in terms of local criteria, standards, and practices. The guidelines are not intended to be hard and fast rules. They are 
screening criteria, and not regulations to control practice. They are so designed that they can be utilized by non-physicians to identify 
those cases that can profitably be reviewed by psychiatrists serving on peer review committees. This document should be viewed as 
transitional, subject to revision as experience is gained, and continually updated in response to advances in psychiatric knowledge and 


changes in patterns of practice... . The application of these standards, and refinement through experience must rest with the peer 

review committees of district branches....It should help them to move ahead in the development of a peer review for American 
psychiatry.” 

Robert W. Gibson, M.D. 

President 


Part I titled PSYCHIATRIC PEER REVIEW contains sections on Basic Relationships and Responsibilities, Appointment of 
Peer Review Committees, Funding, Operations and Procedures, Medical Care Evaluation Studies, Appeals Processes, Special 
Problems, Confidentiality, Educational Aspects, Medical Ethics, Advocacy, Interdisciplinary Aspects, with Appendices on Model 
Screening Format for Inpatient Treatment for Alcoholism, Model Screening Format for Outpatient Treatment, Sample Form for 
Requesting Extension of Office Treatment, Claims Review Guidelines Suggestions, APA Position Papers on Peer Review, 


Bibliography. 


Part II titled PSYCHOANALYTIC PEER REVIEW has sections on Steps in Peer Review for Psychoanalysis, Guidelines jor | 


Model Criteria Sets, Pilot Application of Guidelines for Model Criteria Sets, Sample Peer Review Form, Sample data from Pilot 
Applications of Guidelines, and Glossary of Terms Used. 

Part III titled PEER REVIEW AND CHILD PSYCHIATRY contains sections of Special Considerations, Legal Rights of Chil- 
dren, Issue of Confidentiality, Conclusions, References, and Appendices on Model Screen Criteria Format for Intermediate Care, 
for Acute Care in a Short Stay Facilities, and for Partial Hospitalization, Outpatient Diagnostic Evaluation Procedures, and Out- 
patient Treatment for Children and Adolescents. 


Published by the American Psychiatric Association, Washington, D.C., September 1976. 114 pages. Spiral binding. Single cop- 
ies, $6.00. For orders of 10 or more, $5.00 per copy. 


Send coupon to: 

Publication Services Division, 
American Psychiatric Association 
1700 18th St., N.W. 

Washington, D.C. 20009. 


Please send me copy(ies) of Manual of Psychiatric Peer Review, order #168, @ $6.00 ea; 10 or more copies. 
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Also available: 10Giino, 50-mg..25-mo, 10-mg CAPSULES 
and ORAL CONCENTRATE 10 mg/ml, it 120-mi-(4-0z) bottles 
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CLINICAL DEPRESSION— - 


SINEQUAN 75 mg. 


(DOXEPINHC) CAPSULE 


PROVIDES 
ANTIDEPRESSANT 
EFFECTIVENESS 


IN ADDITION IO 
OTHER, OF TEN BENEFICIAL, 
PROPERTIES... 








BRIEF SUMMARY 

SINEQUAN® (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the 
drug, and in patients with glaucoma ora tendency to urinary retention. These disorders should be 
ruled out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines 
should be kept in mind. 

"amnes. The once-a-day dosage regimen of SINEQUAN in patients with intercurrent illness or 
patients taking other medications should be carefully adjusted. This is especially important in 
patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnaney: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug. 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant 

Usage in Ohildren: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved. 

Usage with Alcohol: It should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively : 
Precautions. Since drowsiness may occur with the use of this drug, patients should be warned 
of that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcohol may be potentiated. 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy. 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 

necessary to reduce dosage or add a major tranquilizer to the dosage regimen. 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
similarities among the tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do nct subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

CentrajNervous Systa Etfecis: Drowsiness is the most commonly noticed side effect. This 
tends 4o‘disappear a$ therapy is continued. Other infrequently reported CNS side effects are 
canfusionsdisorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. . 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported Occasionally. 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leBkopenia, thrombo- 
cytopenia, and purpura. . 

Gastrointestinal: Nagsea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
agnthous stomalyisave been reported. (See anticholinergic effects.) 

fendocrine: RaiSed or lowered libido, testicular swelling, gynecomastia in males, enlargentent 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. ~ 


Other: Dizziness, tinnitus, weight gain, sweatjng, chills, fatigue, weakness, flushing, jaundice. 
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CONVENIENT ONCE-A-DAY h.s. DOSAGE: - ;* * 


which may increase patient compliance. The total ' 


daily dosage, up to 150 mg per day, may be given 


on a once-a-day schedule without loss of effec-  -%: 


tiveness. Sinequan may also begivenona : * 
divided dosage schedule, up to 300 mg per day. 


PROMINENT SEDATIVE EFFECT 


which may help to relieve.the difficulty in falling 
and staying asleep, and early-morning awakening 
often associated with depression. 


MARKED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accome 
ponies clinical depression. 


WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 
guanethidine and related compounds. Tachy- 
cardia and hypotension have occasionally been 
reported. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE OF DOSAGE 


STRENGTHS 
for flexibility in individualizing therapy. 


alopecia, and headache have been occasionally observed as adverse effects. 

Dosage and Administration. For most patients with illness of mild to moderate severity, a 
starting dose of 25 mg t.i.d. is recommended. Dosage may subsequently be increased or 
decreasec at appropriate intervals and according to individual response. The usual optimum 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients an initial dose of 50 mg t.i.d. may be required with subsequent 
gradual increase to 300 mg/day if necessary. Additional therapeutic effect is rarely to be 
obtained by exceeding a dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organic 
disease, lower doses may suffice. Some of these patients have been controlled on doses as low 
as 25-50 mg/day. 

As an alternative regimen, the total daily dosage, up to 150 mg, may be given on a once-a-day 
schedule without loss of effectiveness. This dose may be given at bedtime. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effect 
may not be evident for two to three weeks. 

Overdosage. 
A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth. 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias and 
tachycardias. 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus), 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 

B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 
supportive therapy If the patient is conscious, gastric lavage, with appropriate precautions to 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed. 
The use of activated charcoal has been recommended, as has been continuous gastric lavage 
with saline for 24 hours or more. An adequate airway should be established in comatose patients 
and assisted ventilation used if necessary. EKG monitoring may be required for several days, 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with the 
appropriate antiarrhythmic agent. It has been reported that many ofthe cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra- 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond to 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres- 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
due to high tissue and protein binding of SINEQUAN. 

Supply. SINEQUAN is available as capsules containing doxepin HC! equivalent to 10 mg, 25 mg. 
50 mg, 75 mg, and 100 mg doxepin in bottles of 100, 1000, and unit-dose packages of 100 (10 x 
10's). SINEQUAN (doxepin HCI) 25 mg and 50 mg are also available in bottles of 5000. 
SINEQUAN Oral Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying 
dropper calibrated at 5 mg, 10 mg, 15 mg, 20 mg, and 25 mg. Each ml contains doxepin HCI 
equivalent to 10 mg doxepin. Just priorto administration, SINEQUAN Oral Concentrate should be 


diluted with approximately 120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, , 


prune or pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a 
number of carbonated beverages. For those patients requiring antidepressant therapy who are 
on methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixed 
together with Gatorade*, lemonade, orange juice, sugar water, Tang*, or water; but not Withe 
grape juice. Preparation and storage of bulk dilutions is not recommended. 

More detailed professional information available on request. 





LABORATORIES DIVISION 
PFIZER INC. $9 55% 
of? . 


ra? P 


ae 4 
EE 
Ns 

748: 
E e 
e 
E 
e 
6 


(42 


Coverage and Utilization ° 
of Care for Mental Conditions 
Under Health Insurance 
—Various Studies, 1973-74 


By Louis S. Reed, Ph.D. i 
Consultant in Health Economics, American Psychiatric Association 


This book reports six studies that add to the growing body of data demonstrating the feasibility of cov- 
ering mental illness under health insurance. Although in some ways it may be considered a supplement to 
APA’s 1972 book HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST (Reed, 
Myers, and Scheidemandel), all of the data are new. The studies cover the following areas: 


e Utilization of mental benefits under the Blue Cross and Blue Shield plan for federal employees, docu- 
menting that a “plateau” in the use of these benefits was reached in 1973-74. 


* Comparison of benefits for mental and other illnesses under selected employee health benefit plans. 
* Coverage of mental illness under collective bargaining agreements of selected unions. 


e Utilization of care for mental conditions under the Canadian health insurance program, which gives 
the same coverage for mental as for other conditions. 


* Updating of information on Blue Cross benefits for hospital care of mental illness. 


* Data from selected Blue Cross and Blue Shield plans on coverage and utilization of mental condi- 
tions, with emphasis on major medical coverage. 
80pp. Paperbound 
Single copy, $4.00; 10-49 copies; $3.80 each; 50 or more copies, $3.20 each. 


SPECIAL OFFER: One copy of this book (regular price, $4.00) and one copy of HEALTH INSURANCE 


AND PSYCHIATRIC CARE: UTILIZATION AND COST (regular price, $6.50) for $8.50. 


Publications Services Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me |. . copies of COVERAGE AND UTILIZATION OF CARE FOR MENTAL CONDI- 
TIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74. Single copy, $4.00; 10-49 cop- 
ies, $3.80 each; 50 or more copies, $3.20 each. 


Please send me | copies of the SPECIAL OFFER @ $8.50 each. (COVERAGE AND UTILIZATION OF 
CARE FOR MENTAL CONDITIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74 
and HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST.) 
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ANTIPSYCHOTIC — 
EFFICACY... ` 
INFREQUENT __ 
EXTRAPYRAMIDAL 
SYMPTOMS 














Antipsychotic medication should not interfere with the 
patient's ability to participate in your total therapeutic pro- 
gram. That is why Mellaril (thioridazine) is an excellent 
choice. It is highly effective, and although extrapyramidal 
symptoms are characteristic of this class of drug, with 
Mellaril (thidridazine) extrapyramidal stimulation—notably 
pseudoparkinsonism—is infrequent. Adding an anti- 
parkinsonian agent—which can cause its own side effects— 
can usually be avoided. 

Mellaril (thioridazine) is not habituating and usually does not 
Cause euphoria or undue sedation. (But, warn patients about 
undertaking activities requiring complete mental alertness.) 
And Mellaril (thioridazine) is contraindicated in patients 
with severe hypotensive or hypertensive heart disease. 


MELLARIL 


(THIORIDAZINE) 


TABLETS: 50 mg, 100 mg, 150 mg, and 
"200 mg thioridazine HCI, USP 
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* Before prescribing or administering, see Sandoz literature for full produs . 


information. The following is a brief summary. 

Contraindications: Severe central nervous system depression, coma- 
tose states from any cause, hypertensive or hypotensive heart disease 
of extreme degree. 

Warnings: Administer cautiously to patients who have previously ex- 
hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) to 
phenothiazines. Phenothiazines are capable of potentiating central nèr- 
vous system depressants (e.g., anesthetics, opiates, alcohol, etc.) as 


- well as atropine and phosphorus insecticides; carefully consider benefit 


versus risk in less severe disorders. During pregnancy, administer only 
wom the potential benefits exceed the possible risks to mother and 
etus 

Precautions: There have been infrequent reports of leukopenia and/or 
agranulocytosis and convulsive seizures. In epileptic patients, anticon- 
vulsant medication should also be maintained. Pigmentary retinopathy, 
observed primarily in patients receiving larger than recommended 


doses, is characterized by diminution of visual acuity, brownish coloring ` 


of vision, and impairment of night vision; the possibility of its occur- 
rence may be reduced by remaining within recommended dosage limits. 
Administer cautiously to patients participating in activities requiring 
complete mental alertness (e.g., driving), and increase dosage gradually. 
Orthostatic hypotension is more common in females than in males. 
not use epinephrine in treating drug-induced hypotension since pheno- 
thiazines may induce a reversed epinephrine effect on occasion. Daily 
doses in excess of 300 mg should be used only in severe neuropsychi- 
atric conditions. 
Adverse Reactions: Central Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkinsonism 
and other extrapyramidal symptoms; rarely, nocturnal confusion, hy- 
peractivity, lethargy, psychotic reactions, restlessness, and headache. 
Autonomic Nervous System— Dryness of mouth, blurred vision, con- 
stipation, nausea, vomiting, diarrhea, nasal stuffiness, and pallor. £n- 
docrine System—Galactorrhea, breast engorgement, amenorrhea, in- 
hibition of ejaculation, and peripheral edema. Sk/n— Dermatitis and skin 
eruptions of the urticarial type, photosensitivity. Cardiovascular 
System—ECG changes (see Cardiovascular Effects below). Other— 
Rare cases described as parotid swelling. 
It should be noted that efficacy, indications and untoward effects have 
varied with the different phenothiazines. It has been reported that old 
age lowers the tolerance for phenothiazines; the most common 
neurologic side effects are parkinsonism and akathisia, and the risk of 
agranulocytosis and leukopenia increases. The following reactions have 
cccurred with phenothiazines and should be considered whenever one 
cf these drugs is used. Autonomic Heactions— Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Heactions— Erythema, exfoliative 
dermatitis, contact dermatitis. Blood Dyscrasias—Agranulocytosis, 
leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic anemia, 
pancytopenia. A//ergic Reactions—Fever, laryngeal edema, 
angioneurotic edema, asthma. Hepatotoxicity—Jaundice, biliary stasis. 
Cardiovascular Effects—Changes in terminal portion of electrocar- 
diogram, including prolongation of Q-T interval, lowering and inversion 
of T-wave, and appearance of a wave tentatively identified as a bifid T or 
a U wave have been observed with phenothiazines, including Mellaril 
(thioridazine); these appear to be reversible and due to altered 
repolarization, not myocardial damage. While there is no evidence of a 
causal relationship between these changes and significant disturbance 
of cardiac rhythm, several sudden and unexpected deaths apparently 
due to cardiac arrest have occurred in patients showing characteristic 
electrocardiographic changes while taking the drug. While proposed, 
periodic electrocardiograms are not regarded as predictive. Hypoten- 
sion, rarely resulting in cardiac arrest. Extrapyramidal Symptoms— 
Akathisia, agitation, motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, wie. a crises, tremor, muscular rigidity, 
and akinesia. Persistent Tardive Dyskinesia— Persistent and sometimes 
irreversible tardive dyskinesia, characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw (e.g. protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing movements) 
and sometimes of extremities may occur on long-term therapy or after 
discontinuation of therapy, the risk being greater in elderly patients on 
high-dose therapy, especially females; if symptoms appear, discontinue 
all antipsychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and syn- 
drome may not develop if medication is stopped at that time. £ndocrine 
Disturbances— Menstrual irregularities, altered libido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests. Urinary 
Disturbances— Retention, incontinence. ÜOthers— Hyperpyrexia; 
behavioral effects suggestive of a paradoxical reaction, including excite- 
ment, bizarre dreams, aggravation of psychoses, and toxic confusional 
states; following long-term treatment, a peculiar skin-eye syndrome 
marked by progressive pigmentation of skin or conjunctiva 
and/or accompanied by discoloration of exposed sclera and - , 
cornea; stellate or irregular opacities of anterior lens and 
cornea; systemic lupus erythematosus-like syndrome. 
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. Chronic Brain Disease: An Overview 


BY CHARLES E. WELLS, M.D. 


The author discusses the current state of clinical and 
pathological knowledge regarding chronic brain 
disease, focusing particularly on the dementias. His 
review of clinical studies deals with diagnostic issues 
and methods, etiology, and treatment. More basic 
research on brain alterations with aging, their relation 
to clinical manifestations of dementia, and studies of 
specific disorders are also reviewed. These disorders 
have been receiving increasing attention from 
psychiatrists, who are becoming more aware of the 
importance of organic cerebral factors in their 
patients’ complaints. The need to understand the 
chronic brain diseases and their appropriate diagnosis 
and treatment will continue to grow as the proportion 
of older individuals in our society increases. 


CONCERN FOR patients with chronic brain disease has 
grown among psychiatrists and other physicians in re- 
cent years, in part because these disorders have in- 
creased in absolute number in our society, which has a 
steadily increasing population of individuals over 65. 
Katzman and Karasu (1) estimated, for example, that 
the- senile form of Alzheimer’s disease now ranks as 
the fourth or fifth most common cause of death in the 
United States. These disorders are also diseases of 
medical progress. Sweet and associates (2) reported 
the development of dementia in one-third of patients 
with Parkinson's disease who were followed for 6 
years during treatment with L-dopa. The authors sug- 
gested that this reflected “‘prolongation of the course 
of the illness” by treatment, which allowed emergence 
of the dementia. 

Another reason for this growing interest in chronic 
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cerebral disease is that psychiatrists have become 
more sensitively attuned to the importance of organic 
cerebral factors in the genesis of many of their 
patients’ complaints. This changed perspective has re- 
sulted in several books (3-9) that deal (depending on 
the professional identity of the authors) with behavior- 
al neurology or with organic psychiatry. A prominent 
neurologist, N. Geschwind, was recently quoted in a 
national publication (10) as estimating that perhaps 
40% of chronically hospitalized psychiatric patients“ 
suffer primarily from unrecognized ‘‘physical’’ brain 
disorders. Whether or not this unsubstantiated guess is 
accurate, psychiatrists must develop expertise in the 
recognition and treatment of organic brain disorders. 
They must also be able to answer questions about the 
likelihood of physical disorders playing a significant 
role in a patient’s symptoms. 

Another aspect of this topic that deserves mention, 
even if only in passing, is the importance of the organic 
integrity of the brain for successful human,adaptation. 
A corollary to this is the importance of organic integri- 
ty of the brain in the psychiatric treatment of patients 
with problems in adaptation. Even mild or barely per- 
ceptible organic brain disease may lead to impairment 
in a person's ability to learn, work, cr achieve satis- 
fying social relationships, as is evidenced by several 
recent reports on minimal brain damage in adults (11- 
15). Furthermore, most common and accepted modes 
of psychiatric treatment, from psychoanalysis to phar- 
macotherapy, generally presuppose (implicitly if not 
explicitly) organic intactness of the cerebral struc- 
tures. 

I shall not attempt to cover herein all the varieties of 
organic brain disorders encountered in a population of 
psychiatric patients. This overview will be limited to 
the current state of clinical and pathological knowl- 
edge about those chronic brain diseases«generallx re- 
garded as degenerative and primarily affecting dif-. 
fusely and symmetrically the cerebral hemispheres, +. 
i.e., the dementias. In the first section I shall deal 
largely with clinical studies; in the second, with more 
basic investigations. l 
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Recognition of Organic Disease * . 


The description of the organic brain syndromes pró- 


vided in DSM-II (16) is clear and straightforward, giv- g 


` ing the impression that their recognition and diagnosis 
might be equally so. These disorders are described as 
I- iae l 

trg manifested by impairment in orientation, memo- 
rV, intellectüal functions, and judgment, and by lability 
and shallowness of affect. Although these symptoms 
are indeed classic for moderately advanced dementing 
diseases, they may be far from evident when the dis- 
order is mild and in its early stages. Thus, they may 
not be recognized at a stage when treatment could be 
most effective. On the otker hand, not every patient 
with this classic pentad of symptoms has dementia, 
and clinical experience suggests that pseudodementias 
are not uncommon. What evidence do we have that 
diagnostic errors occur with significant frequency? 

I have found no reliable Zigures indicating how often 
physicians fail to recognize and diagnose organic brain 
disorders when they are present. Large-scale popu- 
lation studies fail to provide this information, since 

they deal with many persons who have no contact with 
medical services. In a survey of 200 patients over 65 
years of age who were on the lists of three Edinburgh 
general practitioners, Williamson and associates (17) 
‘identified 55 patients with some degree of dementia, 
only 7 of whom were known by their practitioners to 
be demented. However, nct all of these listed patients 
made regular visits to their 5hysicians, so that no exact 
data were provided as to how often the physician 
failed to recognize an identifiable dementia. Despite 
ample anecdotal evidence of psychiatrists and other 
physicians overlooking intracranial disease (18), accu- 
«rate information on the frequency of such missed diag- 
noses is lacking. Anecdotal descriptions often high- 
light rarities. 

There is, on the other nand, reliable evidence to 
demonstrate that dementia is overdiagnosed, i.e., 
functional disorders are misdiagnosed as organic, es- 
pecially in the elderly. In a study comparing psychiat- 
ric diagnoses given to patients over 65 in three cities, 
Duckworth and Ross (19) found that organic brain dis- 
orders were diagnosed with more than 50% greater fre- 
quency in New York than in either Toronto or Lon- 
don. Although variations in patient populations might 
account for some of the difference, it is more likely 
that the figures indicate that in New York elderly 
patients with affective disorders were labeled as de- 
mented, whereas in Great Britain, where Roth (20) 
and his group have emphasized the importance of rec- 
ognizing functional disorders in the aged, patients with 

. affective disorders were more likely to be labeled cor- 
recty. e 
- Nett and Fleminger (21) reported on a follow-up of 


- ^* 35 patients diagnosed as having presenile dementia at 


Guy's Hospital in London. The initia] diagnosis was 
confirmed by progressive deterioration in only 15 
(43%). In 3 study of 106 consecutive patients (all 
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screened by a consultant psychiatrist, neurologist, or 
both before admission) hospitalized for thorough neu- 
rological investigation of the cause of their de 
mentia (22), the diagnosis of dementia could not be 
corroborated in 19 (18%). Specific functional disorders 
(largely depression) were identified in 10 patients. Ina 
follow-up study of 18 patients previously diagnosed as 
having Alzheimer’s disease after exhaustive neurologi- 
cal evaluation (23) Lijtmaer and associates (24) found 


1 patient who had shown remarkable improvement and - 


who was therefore presumed to have had a ''pseu- 
dodementia due to depression." 

The conclusion is inescapable that diagnostic errors, 
both of omission and commission, are not rare, evef 
when patients are evaluated carefully by well-trained 
psychiatrists and neurologists. What are the sources 
of these errors? 

An entirely satisfactory explanation is lacking. I sus- 
pect that errors of omission and commission in the 
diagnosis of organic brain disease arise from different 
sources. Failure to recognize cerebral disease when it 
is present to a significant degree probably occurs most 
commonly simply because the physician fais to ask 
the significant questions. As Arte (25) observed, ‘“The 
important thing is to ask the questions, and never sim- 
ply to assume the answers. . . ." Patients with de- 
mentia seldom complain specifically of its character- 
istic symptoms. Early in the course of disease, 
patients are likely to complain of somatic or affectual 
discomforts that point to other diagnoses. Even 
patients with moderately advanced disease may con- 
ceal their dysfunction quite skillfully by using well- 
preserved social skills. Often, only family members or 
close friends can provide the physician with the cor- 
rect perspective, and they are not always consulted 
when complaints strongly suggest a systemic or af- 
feztual disorder. Unless the physician asks for the spe- 
ciñc information required in a thorough mental status 
examination, the diagnosis can easily be missed until a 
crisis arises (25). 

Diagnosing dementia when it is not present arises 
from another source. The patient who appears de- 
mented and is not, 1.e., has pseudodementia (26-28), 
will surely be asked questions appropriate to investi- 
gate the possibility of organic brain disease, and an- 
swers usually are consistent with such a diagnosis. 
These diagnostic errors arise because the physician 
fa:ls to heed the patient's behavior sufficiently; the be- 
havior usually suggests a level of brain function in- 
compatible with the severity of dysfunction revealed 
by mental status evaluation. Another source of error in 
these situations is unwarranted reliance on ancillary 
diagnostic procedures, especially psychological test- 
ing (29) and computerized cranial tomography (CT 
scan) (30). Dementia remains a clinical syndrome that 
must be established bv clinical evaluation. 


Etiology of Chronic Brain Syndromes 


Most physicians in the past manifested little enthusi- 
asm for the exacting process necessary to identify the 
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specific disorders underlying the chronic brain syn- 


* dromes. It has been assumed that most chronic de-* 


menting disorders, especially those in the elderly, are 
due to arteriosclerotic cerebrovascular disease, and 
most patients are almost automatically assigned this 
diagnosis. Further, precise diagnosis is often regarded 
as'an unprofitable exercise that is unlikelv to lead to 
fruitful therapeutic intervention, and the prognosis in 
these disorders has been considered uniformly poor. 


- These assumptions should be examined. 


Vascular disease. Do the facts support the assump- 
tion that most chronic brain disease results from arteri- 
osclerotic cerebrovascular disorders? Although evi- 
dence to the contrary is not absolutely in- 
controvertible, there are significant data questioning 
the assumption from both clinical and pathological 
sources. 

The most telling evidence is from the careful clini- 
copathological studies of Tomlinson and asso- 
ciates (31). In a study of 50 successive demented el- 
derly patients coming to autopsy, they found that Alz- 
heimer's disease accounted for 50% of the cases, 
contributed equally with infarction in 8%, and possibly 
played some role in 10%. Cerebral changes due to arte- 
riosclerosis, on the other hand, accounted definitely 
for only 1226, probably for an additional 666, contrib- 
uted equally with Alzheimer's disease in 8%, and pos- 
sibly played some role in 10%. Thus in this study, 
which is the finest available, degenerative diseases 
played a far more important role in the genesis of de- 
mentia than did vascular disease. This finding has been 
corroborated in three recent clinical stud- 
ies (22, 32, 33) of patients presenting symptoms and 
signs of dementia (see table 1). In only 395 of these 
patients was vascular disease identified as the cause of 
dementia; 51% were diagnosed as having atrophy of 
unknown causes, almost certainly presenile or senile 
Alzheimer's disease in most cases. 

It is unjustified to assume that most dementia in the 
elderly results from vascular disease. Although the 
mental status evaluation cannot differentiate chronic 
brain disease due to multiple cerebral softenings from 
that due to the degenerative disorders, there is a signif- 
icant body of evidence suggesting that other clinical 
features can lead to accurate differentiation. Based on 
his extensive experience with cerebrovascular dis- 
ease, Fisher (34) said that dementia due to cerebral in- 
farction is usually manifested by abrupt onset, stutter- 
ing course, and symptoms and signs of focal neurologi- 
cal dysfunction. According to Fisher, slowly 
progressive dementia (in the absence of acute episodes 
and focal neurological signs and symptoms) rarely re- 
sults from cerebrovascular disease, except in the 
patient with prolonged, sustained hypertension. Paul- 
son and Perrine (35) observed that vascular disease 
could be demonstrated only in rare cases as the cause 
of "chronic brain syndromes" diagnosed in patients 
chronically hospitalized in public institutions. In a 
clinicopathologic correlation, Birkett (36) demon- 
strated that although psychological features could not 
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Sul mary of Diagnoses in Three Resored Series of 222 Patients Fully. 
Evaluated for Dementia** * 





SN 


? . 

Diagnosis Number Percent - 
Atrophy of unknown cause 113 3] 
Vascular disease 17 &- 
Normal pressure hydrocephalus 14 7 6 
Dementia in alcoholics 13 6 
Intracranial masses 12 5 
Huntington’s chorea 10 ° 5 
Depression 9 4 
Drug toxicity 7 3 
Dementia (uncertain! 7 3 
Other** 20 9 


* See references 22, 32, and 33. 

** Other diagnoses, each seen in 1% or less of the 222 patients, were as fol- 
lows: Creutzfeldt-Jakob disease, posttraumatic, thyroid disease, post- 
encephalitic, psychietric disease, neurosyphilis, amyctrophic lateral scle- 
rosis, postsubarachnoid hemorrhage, Parkinson's disease, pernicious 
anemia, liver failure, and epilepsy. 


differentiate multi-infarct dementia from that due to 
degenerative processes, a sudden onset plus focal neu- 
rological symptoms or signs strongly indicated ce- 
rebrovascular disease. 

Hachinski anc coworkers (37) devised an ischemia 
score that they used clinically to differentiate ‘‘prima- 
ry degenerative dementia" from ‘‘multi-infarct de- ~ 
mentia." Patients were given two points for each of 
the following features: abrupt onset, fluctuating 
course, history of strokes, focal neurological symp- 
toms, and focal neurological signs: and one point for 
each of the following: stepwise deterioration, noctur- 
nal confusion, relaüve preservation of personality, de- 
pression, somatic complaints, emotional incontinence, 
history of hypertension, and evidence of associated e 
atherosclerosis. Applying this score to their small 
group of patients, they found two distinct groups: 
those with scores more than seven having multi-infarct 
dementia and those with less than seven having prima- 
ry degenerative dementia. Use of this score merits fur- 
ther clinical evaluation. 

Because the pattern of clinical dysfunction seen in 
cerebrovascular disease with secondary dementia can 
usually be distinguished readily from that of Alzheim- 
er’s disease and other degenerative processes, there is 
no longer any justification for indiscriminately ascrib- 
ing most dementias to vascular disease. 

The value of accurate diagnosis. It is inaccurate to 
assume that exact clinical diagnosis in the chronic 
brain syndromes is unprofitable in terms of the lack of 
potentially beneficial treatment for the disorders so 
identified. As is noted in table 1 a definite disease diag- 
nosis was reached in approximately half of the eases 
reported in three studies of patients wigh a primary 
diagnosis of dementia (22, 32, 33), and a diagnosis"of , 


Alzheimer's disease could have been justified in most X 


of those identified as ‘‘atrophy of unknown cause.’ 
More important, diligent investigation uncovered nu- 
merous disorders that required medical treatment. Po- 


CHRONIC BRAIN DISEASE 


d 
à 


-tentially correctable -disorders requiring definitive 
treatment inciuded depression, drug toxicity, noriyal 
pressure hydrocephalus, benign intracranial masses, 
mania, thyroid disease, pernicious ‘anemia, epilepsy, 


and hepatic failure. Such diagnoses were found in 15% i 


of the 222 patients. Noncorrectable disorders requiring 


Itrded multi-infarct dementia with hypertension, ma- 
gnant brat tumors, alcoholism, normal pressure hy- 
drocephalus, neurosyphilis, and Huntington’s chorea. 
Even when treatment cannot reverse the pathologic 
process entirely, treatment cf hypertension, palliative 
treatment for malignant brain tumors or normal pres- 
sure hydrocephalus, withdrawal from alcohol, arrest 
of neurosyphilis, and genetic counseling for families 
with Huntington’s chorea are important. In summary, 
thorough diagnostic evaluation can be expected to 
identify disorders with specific therapeutic implica- 
tions in 3096-5096 of patients thought to be demented. 
The search for etiology in dementia can no longer be 
regarded as a luxury. 


“Sed mut found in 20%-25% of these patients, in- 


Appropriate Diagnostic Evaluation 


. What constitutes an adequate medical evaluation for 
patients suspected of having chronic brain disease? No 
answer is applicable to all patients. The questions that 
the physician is seeking to answer through the evalua- 


‘tion are, however, applicable to all patients. Is the 


patient’s dysfunction due to organic brain disease? If 
so,-does the dysfunction result from a disorder in- 
volving a limited (focal) segment of the brain or in- 
volving the brain tissue diffusely? What is the nature of 
the disease process involving the brain tissue? In gen- 
eral, the physician seeks to answer these questions se- 
quentially. Even when the last question cannot be an- 


ə swered with certainty, the physician must be sure that 


the chronic brain dysfunction is not due to easily rec- 


ognizable treatable diseases. The psychiatrist should : 


both ask and seek to answer these questions for 
patients who are referred for psychiatric evaluation 
and treatment. Certainly, a neurologist mav be con- 
sulted, but generally I believe this should be done only 
when the psychiatrist is unable to answer these ques- 
tions satisfactorily after making sophisticated use of 
the diagnostic tools available. I think the psychiatrist 
should be the specialist best trained to meld the organ- 
ic and the functional aspects of the patient's problems 
and that he or she should grasp this responsibility. 
The tools at the physician's disposal are the history, 
clinical observations (1.e., medical and neurologic ex- 
aminations, mental status examination, psychiatric in- 
terview), and ancillary diagnostic procedures. The ap- 
plication of the history and clinical observations to the 
diagnostic process is dealt with in detail else- 
where 38). Here I shall deal only with the choice of 


.ancillary diagnostic techniques, a topic often ap- ` 


. proached with uncertainty bv physicians who do not 
regülarly see patients requiring thorough evaluation 
for organic brain disease. 

The basic aim is to employ the smallest number of 


. * 
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ancillary diagnostic studies possible that will afford 


diagnostic accuracy. When there is reason on the basis - 


of history and clinical observations to suspect a specif- 
ic etiologv (e.g., hypothyroidism), a single laboratory 
determination may be sufficient to establish the diag- 
nosis. More often, patients do not present clues that 
point toward any specific disease, and a more compre- 
hensive search must be undertaken. I have sug- 
gested (38) the following procedures as a basic routine 


diagnostic battery in patients thought to have organic . 


brain disease. 
1. Urinalysis 
2. Chest X ray 
3. Blood studies . 
a. complete blood count 
b. serological test for syphilis 
c. standard metabolic screening battery 
d. serum thyroxine by column (CT,) 
e. vitamin B,, and folate levels 
4. CT scan 
Use of this basic test battery would have permitted 
accurate diagnosis in all the patients described in the 
three series mentioned earlier (22, 32, 33). Not all of 
these tests are required in all patients, since a diag- 


~ nosis might be reached through selected tests without 


the need to use them all. When the diagnosis is uncer- 
tain, however, it is difficult to justify a less thorough 
laboratory evaluation. 

The CT scan may require description. This is a new 
technique for radiologic imaging that is based on the 
different capacity of various tissues for absorption of 
photons (39-42). The cranium is scanned by X-ray 
beams in a series of contiguous slices. À narrow X-ray 
beam is transmitted across the cranium, and detectors 


. on the opposite side of the head record the photons 


transmitted. For each cranial plane studied, the brain 
is irradiated around its circumference from 1&0 points, 
each marking 2? of the circle. A computer compiles 
and assembles the information and transmits it in a 
form suitable for imaging. A cathode ray tube displays 
the varying X-ray absorption patterns within the cra- 
nium for each plane studied, and the image is recorded 
photographically. The photograph is in many ways 
similar to the image obtained by pneumoencephalogra- 
phy. 

CT scanning is quick, safe, and painless, and it pro- 
vides much detail of intracranial structures. In centers 
where it is available the technique has largely replaced 
pneumoencephalography and to a lesser extent cranial 
angiography (42). It is most helpful when there is a 
large. difference between the absorption values of dis- 
eased tissue and normal tissue, and it has proved espe- 
cially helpful in the detection and definition of cerebral 
infarctions, intracranial masses, hydrocephalic condi- 
tions, and cerebral atrophy. 

There are many instances in which additional diag- 


nostic procedures should be ordered, depending on the : 


specific clinical problem encountered. Psychological 
testing (29) and EEGs (43) are examples of potentially 
valuable or even necessary procedures, but their rou- 
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tine use appears unjustifiable in terms of both expense 
: and diagnostic yield. l 


Treatment 


As in all medicine, treatment is most efficacious 
when there is a specific remedy for the specific disease 
causing the clinical syndrome. As has been noted pre- 
viously, thorough study of patients with organic brain 
syndromes leads to the identification of a number of 


‘treatable, although not always reversible, disorders. 


Unfortunately, 50% or more of these disorders do not 
have specific remedies. Most of these patients (e.g., 
Lain with Alzheimer's disease, Pick's disease, or 

untington's chorea) suffer a variety of symptoms not 
unlike those encountered in nonorganic patients. Fear, 
anxiety, depression, elation, agitation, apathy, in- 
somnia, and a host of other symptoms are common, 
and relief or palliation is as essential here as in 
patients with functional disorders. Therapeutic tools 
for symptomatic treatment of these organic disorders 
include supportive psychotherapy, environmental ma- 
nipulation, pharmacotherapy, and family counseling, 
all of which are useful or even essential (38). How- 
ever, in the absence of intact neural structures, symp- 
tomatic results are often less impressive than those 


achieved in patients with structurally normal brains, 


and symptomatic treatment obviously cannot reverse 
progressive disease processes. 


STUDIES UNDERLYING CURRENT 
UNDERSTANDING OF CHRONIC BRAIN 
DISORDERS 


Much work in the past few years has been devoted 
to understanding the pathophysiologic mechanisms 
underlying the obscure dementing disorders for which 
no specific treatment is available. In this section I shall 
turn to more basic investigations designed to bolster 
our knowledge of fundamental pathophysiologic proc- 
esses in dementia and our understanding of their clini- 
cal expression. 


Brain Alterations with Aging | 


Pathologists have long recognized that the weight of 
the human brain decreases in late-middle and old age 
and that some concomitant ventricular enlargement 
and cortical convolutional shrinkage may occur (44). 
Recently, more specific cellular aspects of aging have 
been quantified (45). 

New structural elements. Four structural ele- 


ments—senile plaques, neurofibrillary tangles, gran- 


ulovacuolar degeneration, and Hirano bodies—com- 
monly appear in the human brain with aging. Because 
senile plaques and neurofibrillary tangles play major 
roles in the cerebral dysfunction seen in varied degen- 
erative diseases, their presence in the brains of in- 
tellectually normal elderly subjects raises questions as 
to their functional implications. 
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snile plaques appear in middle age and gradually - 


S 
inMease with age; they are found jn approximately: 
70% of all people over 65. However, the number of 


. plàques is limited in most intellectually normal old. 
people (44). Neurofibrillary tangles also occur with in-' 


creasing frequency in the hippocampus and subiculum * 


with aging, but their number remains small in the neo, 2 


cortex. Tomlinson (45) stated that ‘‘no normal old süb4 
ject ever shows large numbers of neurofibrillary tant 
gles in the neocortex. . . .'"" Granulovacuolar degener- 
ation, largely involving cells in the hippocampus and 
subiculum, and Hirano bodies also appear in increas- 
ing numbers in the normally functioning elderly popu- 
lation. 

Neuronal loss. Quantitative assessment of neuron 
populations is tedious, and changes with age in neuron 
populations have been established for only a few cell 
groups, with conflicting results. Newer automatic 
techniques have shown that over the life span there is 
a considerable loss of neurons in certain areas of the 
cerebral cortex, even in subjects well preserved in- 
tellectually (453. However, not all cell populations are 
subject to such attrition with age. 

Ischemic lesions. There is pathologic evidence of 
cerebral infarction in approximately 50% of normal 
subjects over 65 who retain normal intellect, but the 
volume of infarcted tissue rarely exceeds 50 ml in 
these subjects. 


Structural Brain Alterations and Clinical . 
Manifestations of Dementia 


If the brain of an elderly subject with normal in- 
tellectual function sometimes demonstrates shrinkage, 
senile plaques, neurofibrillary tangles, granulovacuo- 
lar degeneration, loss of cortical neurons, and ische- 
mic softening, what is the evidence that the clinical 
syndrome of dementia is due to morphologic changes 
in brain tissue? This is a perplexing; problem, 
since observed morphologic changes may not always 
be sufficient to account for dementia and morphologic 
alterations can be found in the absence of deméntia. 
Such occasional discrepancies led Rothschild (46, 47) 
to propose that the basic personality structure of cer- 
tain people rendered them vulnerable to the emer- 
gence of dementia in the presence of morphologic 
changes. Subsequent studies using diverse investiga- 
tive techniques have helped to resolve much of this 
problem. 

Chapman and Wolff (48) provided the first quan- 
titative data in human subjects. Using complex neu- 
ropsychological techniques, they studied the ''highest 
integrative functions" in a large series of patients who 
had lost measurable amounts of brain tissue through 
neurosurgical intervention. They demonstrated -that 
the severity of integrative loss was directly. related. to 


the quantity of brain tissue lost. The same group - 


used these techniques to study other patients with 
diffuse cerebral degenerative processes, measuring 


cerebral atrophy by pneumoencephalograms (49). | 


Again, they found that the loss of neuropsychological 
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‘function closely paralleled the extent of brain tígsye 
loss. Willanger,and colleagues (50) used simYar 
techniques to study psychological deficits in a lage 


sample with brain tissue loss as demonstrated by de- . 
‘tailed pneumoencephalography, and they reached, 


essentially the same conclusions. All of these studies 


"v found that the greater the tissue loss, the greater the 


psychological impairment. 
` The Newcastle-upon-Tyne group approached the 
‘same problem from a different perspective. They care- 
fully asséssed psychological functioning of both nor- 
mal and demented elderly persons and sought to relate 
these findings to the microscopic cerebral alterations 
found in those coming to autopsy (31, 44, 45, 51). In 
general, they found a direct relationship between the 
number of senile plaques identified through quan- 
titative counts of the cerebral cortex and the severity 
of psychological dysfunction. A similar but less exact 
relationship was demonstrated between the number of 
neurofibrillary tangles and neuropsychological loss. 
These findings have now been confirmed indepen- 
dently (52). In the minoritv of the Newcastle group's 
subjects who.manifested significant ischemic cerebral 
softening, a rough correlation between the mass of in- 
farcted tissue and the severity of dementia was also 
identified. 
_ Thus there is a well-documented body of evidence 
relating brain morphologic alterations to clinical de- 
mentia. Dementia has been related quantitativelv to 
tissue loss, density of senile plaques and neurofibril- 
lary tangles, and mass of ischemic softening. Of the 
“normal” changes of age, only neuronal loss has not 
yet been quantitatively related to the severity of de- 
mentia, probably because the complexity and tedium 
of manual techniques for counting have precluded 
? thorough study. Computerized counting will soon fill 
in this lacuna in our knowledge. 

Tomlinson (45) observed that the three major vari- 
ables in brain morphology with aging—new structural 
elements, neuronal loss, and ischemic softening—are 
also the three major variables in most instances of de- 
mentia. I suspect, as does Tomlinson, that if these 
three aspects of morphologic change are quantitatively 


^ "weyaluated there will be few instances in. which de- 


mentia cannot be explained on morphologic grounds. 
My current view is that the clinical diagnosis of de- 
mentia should be seriously questioned when thorough 
morphologic study does not account for the clinical 
picture. Pseudodementias are too common and too ac- 
curate in their mimicry of true dementia to permit diag- 
nostic complacency. Also, delirium may be easily mis- 
diagnosed as dementia, especially in the elderlv, in 
whom the diagnosis of dementia is often accepted too 


+ quickly and uncritically. 


TM e. 
_ Alzheimer's Disease 


This disease is characierized by the presence of 
senile plaques, neurofibrillary tangles, and granulo- 
. vacuolar degenerative changes in greater numbers 

and in different anatomic sites from thóse found in nor- 
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mal subjects. Semantic confusion still surrounds this 


od due to these pathognomonic morphologic changes, 


. 

. 

‘? 
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the disorder is uniformly labeled Alzheimer's disease. . 
When dementia occurs with the same morphologic * 


changes in the elderly, it may be labeled Alzheimer's 

disease, senile dementia, or senile dementia Alzhei- 

mer's type. Although some clinical and morphologic 

differences between the presenile and the senile forms 

can be identified, most authorities consider the mor-. 
phelogic changes identical (45), and the disorder is la- 

beled Alzheimer's disease in this paper regardless of 
age of onset. Significant progress has been made in re- 

cent years in elucidating the nature of the specific mot- 

phologic changes. 

Senile plaques. Senile plaques are microscopic le- 
sions with a central amyloid core surrounded by a less 
densely staining fibrillary or granular zone. In Alzhei- 
mer's disease, some patients may not have a single 
uninvolved cortical field on microscopic examination; 
in severe cases, senile plaques may involve half the 
cortex. They are particularly dense in the amygdaloid 
complex, hippocampus, subiculum, and hippocampal 
gyrus. Electron microscopy (53-58) has shown the 
plaque to consist of abnormal neurites, defined by Ter- 
ry (59) as unmyelinated axons or dendrites, which may 
be difficult to distinguish from each other. Dozens of 
these abnormal neuritic processes may be present in 
one plaque. Although amyloid can be found in virtual- 
ly all plaques, ultrastructural studies (60) have shown 
that nerve terminal abnormalities precede amyloid 
deposition. Thus, it appears unlikely that amyloid is 
responsible for plaque formation; it is more likely that 
amyloid deposition is a secondary event. 

Experimental production of senile plaques has 
proved difficult. In animals surviving for long periods 
after aluminum administration (60, 61), plaque-like 
neuritic structures have been observed, but they lack 
the amyloid core characteristic of the human lesion. 
Wen the transmissible disease scrapie (vide infra) is 
induced in mice, plaques with ultrastructural com- 
ponents identical to those in the human lesion are 
found (62, 63). However, such plaques are not charac- 
teristic in sheep, the usual hosts for this disease. 
Nonetheless, the identification of an animal model for 
plaques resembling human senile plaques is an impor- 
tant development. 

Neurofibrillary degeneration. Neurofibrillary tan- 
gles, usually visible only in medium and large neurons, 
consist of changed intraneuronal fibrils that have be- 
come thickened, twisted, and distorted within the neu- 
ronal perikaryon. They are found in large numbers 
throughout the cortex in Alzheimer's disease, espe- 
cially in the amygdaloid, subiculum, and hippocampal 
gyri. 

Ultrastructural studies (58, 64, 65) have 
these tangles to consist of massive proliferation of in- 


shown 


tracvtoplasmic material, either paired helical filaments , 


or twisted tubules of predictable size and configura- 


tion. They may be the manifestation of an abnormal 


* 
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‘disorder. When dementia begins in the presenile peri- :*.- 
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protein, which has been partially characterized (66). 
Neurofibrillary tangles are also prominent in thè 

parkinsonism-dementia complex that is seen in Gua- 

manians, in progressive supranuclear palsy, and in the 


dementia seen in some boxers (45). In none of these 


disorders are senile plaques characteristic, which 
shows that the two lesions characteristic of Alzhei- 
mer's disease do not occur together invariably. There- 
fore, it is probable that they result from different 


. pathologic mechanisms. The sites of major in- 


volvement by neurofibrillary tangles are different in 
these disorders than in Alzheimer's disease, and al- 
though the tangles in the Guam parkinsonism-de- 
*nentia complex are indistinguishable morphologically 
from those in Alzheimer's disease, those in progres- 
sive supranuclear palsy are distinctly different. 

Aluminum salts (60, 61), colchicine (67), vinblas- 
tine, and vincristine (68, 69) administered intra- 
cerebrally or into CSF produce neurofibrillary tangles, 
but the resulting tubules are straight and easily distin- 
guished by electron microscopy from those of Alzhei- 
mer's disease. A few twisted tubules have been ob- 
served in cases of tetraethyl lead intoxication (70). 

Granulevacuolar degeneration and Hirano bodies 
are often more pronounced in Alzheimer's disease 
than in normal old age, but quantitative studies are less 
exact for these structures. 

Relation to vascular disease. No predictable rela- 
tionship has been demonstrated between cerebro- 
vascular disease and plaque formation or Alzheimer's 
disease (71). A type of amyloid angiopathy has been 
described (72) that 1s present to some degree not infre- 
quently in Alzheimer's disease. The vascular amyloid 
substance has been described as extending to and con- 
tinuous with the core of the plaques in some cases. 
Alzheimer's disease may be severe without these con- 
gophilic vascular changes, and amyloid deposition ap- 
pears to be a secondary event in senile plaque forma- 
tion. Most authorities agree that vascular disease 
should not be implicated etiologically in Alzheimer's 
disease (45). 

Down's syndrome and Alzheimer's disease. Patho- 
logic changes characteristic of Alzheimer's disease are 
present, usually to a striking degree, in virtually every 
patient with Down's syndrome (mongolism) who lives 


beyond 35 to 40 years of age (73, 74). The changes are 


absent in patients who die young. The morphology of 
the senile plaques and neurofibrillary tangles in these 
patients is indistinguishable by electron microscopy 
from that in Alzheimer's disease without mongol- 
ism (75, 76). The predictable occurrence of these 
changes in patients known to have chromosomal ab- 
normalities opens many investigative avenues. 

The role of aluminum. The production of neurofi- 
brillary tangles and plaques by administration of 
aluminum to experimental animals (60, 61) has result- 
ed in speculation about its possible role in human 


.Alzheimer's disease. Elevated aluminum content has 


been reported in some areas of the cortex in Alzhei- 
mer's disease (77). The increased aluminum was found 
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y ‘rapper and coworkers (77) in areas where neurofi. 
bYilary tangles but Mot senile plaques were prominent, 

the other hand / Terry and Pena (60) failed to local- . 

ize aluminum in'human neurofibrillary tangles, and 


7 Duckett (78) reported localization of aluminum in se: 


nile plaques. The best that can be said at present is that" 
the role, if any, of aluminum in human Alzheimer’ s | 
disease is uncertain. one 


. 
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Huntington's Chorea 


Recent studies on Huntington's chorea -have cen- 
tered on biochemical changes; morphologic abncrmal- 
ities have been shown to be nonspecific aside from 
their distribution. Reduced levels of GABA were 
found in the basal ganglia but not in the cortex of 
brains from patients with Huntington’s chorez (79), 
and reduced concentrations of the GABA-synthesizing 
enzyme glutamic acid decarboxylase were later dem- 
onstrated in the same areas (80). This suggests that 
GABA-mimetic drugs might alleviate the movement 
disorder in Huntington’s chorea (81), but it provides 
no explanation for the mentative changes. Terry (82) 
has also pointed out that the enzyme defect may mere- 
ly reflect—and not explain—neuronal loss. 

Stahl and Swanson (83) reported the presence of an 
abnormal protein with high molecular weight in the 
striatum in advanced cases of the disorder, and Iqbal 
and associares (84) described isolation of abnormar 
amounts of three histone-like compounds in the cy- 
toplasm of neuronal somas isolated from brains of 
patients who had Huntington’s chorea. Abnormalities 
of protein synthesis would better explain the neuronal 
loss, and confirmation of these protein changes is 
awaited with interest. 


Normal Pressure Hydrocephalus (NPH) 


A signal advance was the recognition that disorders 
of CSF absorption can produce a characteristic clinical 
triad of gait disturbance, incontinence, and dementia 
without elevation of CSF pressure. Since the descrip- 
tion of this clinical syndrome by Hakim and 
Adams (85) and associates (86) in 1965, almost a thou- 
sand cases have been reported (87), and even this 
number does not adequately reflect the attention ac- 
corded the disorder in clinical and laboratory investi- 
gations. The recognition of NPH has been especially 
important because some patients have recovered after 
neurosurgical shunting procedures performed to re- 
lieve the postulated disturbance in CSF absorption. 
The syndrome usually occurs when there is obstruc- 
tion in the flow of CSF over the convexities of the 
cerebral hemispheres, and CSF absorption through the 
usual pathwavs at the superior sagittal sinus is im- 
paired. 

Although the syndrome is usually See among 
the demertias (88), gait disturbance is often the. 
earliest and most prominent manifestation. The im- 
pairment takes many forms—spastic, ataxic, spastic- 
ataxic, or.apraxic—and may be confused with Park- 
inson’s disease. Urinary (rarely fecal) incontinence 
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and dementia, usually. mild, are common late-stage 
phenomena. To these symptoms, almost any y 


, neurological abno/malities may be Added. Patients aye 
usually slow and withdrawn, although examples.of | 


paranoid and aggressive behavior have been record- 


*ed (89, 90). Depression is frequent and sometimes se- ` 
* vere (91). 


^, NPH is divided etiologically into secondary and pri- 
mary group$. Approximately two-thirds of the report- 
ed cases (87) fall into the secondary group, i.e., secon- 
dary to identified intracranial diseases that interfere 
with spinal fluid circulation and absorption. The most 
common precursors of NPH are subarachnoid hemor- 
rhage and cerebral trauma; infections, tumors, and 
preceding intracranial surgery are seen less often. The 


. other group is identified as primary or idiopathic, i.e., 


no other disease process has been recognized. De- 
tailed clinical anc pathological study of this group 
sometimes reveals Parkinson's disease, Alzheimer's 
disease, or hypertensive disease, but the cause of the 
absorptive defect often remains obscure. Most cases 
in this primary grcup are unexplained. 

Ancillary diagnostic procedures often help in reach- 
ing the correct diagnosis but are never diagnostic in 
themselves (42). Pheumoencephalograms demonstrate 
enlarged lateral ventricles (particularly the anterior 
portions), widened basilar cisterns, and absence of air 
in the subarachnoid spaces over the hemispheres. The 
CT scan (42, 92) usually shows similar changes, al- 
though cerebral atrophic changes (not present in pri- 
mary NPH) may be demonstrated in areas where air 


. cannot pass by pneumoencephalography. Thus the CT 


scan has become the most valuable technical aid in the 
diagnosis of NPH. Isotope cisternography reveals 
stasis of radioactive materials in the ventricles and im- 


epaired CSF absorption over the convexities of the 


hemispheres. Impairment cf CSF absorption has also 
been demonstrated by the infusion manometric 
test (93) and by slowed isotope transfer from CSF to 
blood (94), although neither of these techniques is 
common in clinical practice teday. 

Although the pathogenesis of NPH is not completely 
understood, it appears likely that for a variety of rea- 
sons the normal pathways for CSF absorption over the 
hemispheres are blocked, leading to a transient in- 
crease in CSF pressure and to ventricular enlarge- 
ment. CSF is produced through a secretory process 
that is not dependent on CSF pressure, so that in cases 
of obstruction alternative routes for CSF absorption 
must develop quickly, a process that probably occurs 


- largely through the thinned ependymal walls of the 


ventricles (95-97). With the development of these al- 
ternative pathways, the CSF pressure returns to nor- 


. mal. -Ventricular stasis is believed to be a late-stage 


phenomenon,(98). Although the course of events is 
reasonably certain, just how these changes result in 


» the clinical syndrome remains uncertain. Greitz (99) 


suggested that the reversible clinical syndrome might 
result from impaired cerebral blood flow due to ven- 
tricular distention. Greitz and coworkers (100) and 
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Mathew and associates (101) have reported the reduc- 
tion of cerebral blood flow in patients with NPH. The 
Mathew group observed the greatest reduction in the 
area of brain supplied by the anterior cerebral arteries, 


an anatomical distribution that could explain both~ 


ataxia and incontinence. 

Neurosurgical shunting procedures to relieve the 
obstruction to CSF absorption are the treatment of 
choice for NPH. Unfortunately, results are far from 


predictable, and mortality and morbidity remain un- . 


comfortably high. Improvement has been reported in 
approximately 5596 of all patients treated surgically, 
with better results in the secondary group (65% im- 
2roved) than in the primary or idiopathic group (41% 
improved) (87). It is also generally agreed that results 
are better in those patients whose clinical pattern con- 
forms most closely to the classical triad. No ancillary 
diagnostic procedures have been proved to predict ac- 
curately the outcome of surgery. 

The reason for improvement after surgery remains 
unknown. Improvement does not depend on the pres- 
ence of ventricular stasis before surgery or on reduc- 
tion in ventricular size after surgery (87). Cerebral 
blood flow has been reported to increase after in- 
sertion of CSF shunts, suggesting that improvement 
results from increased perfusion of brain (100). The 
same studies suggested that the extent of clinical im- 
provement might vary directly with the extent of in- 
crease in cerebral perfusion. It has been pro- 
rosed (101) that an increase in cerebral blood flow af- 
ter removal of spinal fluid before surgery might predict 
clinical improvement after surgery, but adequate study 
in a sufficient number of patients is lacking and should 
be pursued. Changes in cerebral blood flow after 
shunting might explain the clinical improvement re- 
ported after surgery in some patients with NPH asso- 
ciated with Alzheimer’s disease (102) and hyper- 
tension (103), but results of shunting in these patients 
are usually disappointing (87). 


Dementia Due to Transmissible Agents 


Acute and subacute intracranial infectious process- 
es have long been recognized as causes of dementia. 
They usually concern the psychiatrist most when the 
disorder has an acute onset and is not accompanied by 
clinical signs to suggest cerebral inflammation. Herpes 
simplex encephalitis is a prime example of acute brain 
infection that often appears clinically as an acute psy- 
chosis and is easily confused with schizophrenia and 
other acute functional psychoses. Recently, interest 
among neuropsychiatrists has focused less on these 
acute infectious processes than on chronic, progres- 
sive neurologic disorders that result from trans- 
missible agents. 

Recognition that disorders of this type occur in hu- 
mans has resulted from animal studies. Visna is a 
chronic brain disease in sheep that is caused by a con- 


ventional virus. Subacute sclerosing panencephalitis, 


(SSPE), progressive rubella encephalitis, and progres- 
sive multifocal leukoencephalopathy (PML) have been 
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recognized as similar disorders in man. Scrapie, a 


-,¢- chronic brain disease occurring naturally in sheep, re- 


à 
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sults from an unconventional transmissible agent. 
uru and Creutzfeldt-Jakob disease have been discov- 
ed to be similar human disorders. This topic has 
been reviewed recently by Roos and Johnson (104). 
-Conventional viruses causing chronic brain disease. 
The chronic disorders described below are strikingly 
different clinically from ordinary viral infections. 
There is a considerable body of evidence attributing 
this difference either to abnormalities in the virus repli- 
cative cycle or to abnormalities in the hosts’ immune 
responses. 
e SSPE is a chronic dementing disorder with promi- 
nent myoclonic jerks common late in its course (105, 
106). It usually begins between the ages of 2 and 21, 
although later onset has been reported. There is often 
a history of measles infection before the age of 2, 
with a 2-10 year gap between the primary infection 
and the onset of SSPE. Death usually occurs 1-3 
years after onset. 

The relationship between SSPE and measles was re- 
vealed through a series of observations. Patients were 
found to have elevated CSF gamma globulin due large- 
ly to measles antibody, which was increased in both 
serum and CSF. This was demonstrated to result from 
production of antibodies within the CNS. Electron mi- 
croscopy (107) revealed inclusions similar to those 
found in measles virus, and finally measles virus was 
isolated from brains of patients with SSPE (108, 109). 

There is as yet no satisfactory explanation as to how 
an apparently common episode of measles leads to 
chronic infection, disease, and death, but there is gen- 
eral agreement that defective strains of virus are impli- 
cated. Incomplete maturation of the virus has been de- 
scribed (110) in the brains of SSPE patients and in 
SSPE-infected tissue and organ cultures (111, 112). 
Furthermore, significant differences between SSPE vi- 
rion structural proteins and those of normal measles 
virus have been described (113). The mechanism of 
transformation of measles virus into this aberrant in- 
fectious agent remains an enigma. 

Progressive rubella panencephalitis is a similar but 
seemingly rarer disorder (114, 115) that appears many 
years after apparently uncomplicated rubella infec- 
tions. This disease has been less thoroughly investi- 
gated than SSPE, but elevated rubella antibodies have 
been found in serum and CSF, and rubella virus has 
been isolated from the brain (116). Defective immune 
responses have not been implicated in either SSPE or 
progressive rubella panencephalitis. 

PML, a progressive dementing disease (117-119) 
with- multiple foci of demyelination, appears later in 
life than SSPE or progressive rubella panencephalitis 
(average age of onset is in the 50s) and occurs primari- 
ly in immunologically compromised persons. This is 
due most often to lymphoproliferative disease but also 
results from immunosuppressive drugs, sarcoid, tu- 
berculosis, and other neoplasms. Death usually occurs 
within 3-6 months after onset. 


CHARLES E. WELLS 
* : -f e 
4) 
BML is caused by cerebral-infection with viruses. 
tMt commonly infdet humans but are not known .to 


cduse disease in immunologidally competent . 
. hosts (120, 121). ‘Electron microscopy of brains cf 


patients who died of PML revealed papovavirus-liKe 


` particles (122), and a new papovavirus (JC virus) was ` 
subsequently isolated from an affected brain (123), ` 


The JC virus has now been isolated from most human 
cases studied, but at least one other virus has also 
been implicated (124). 

Unconventional agents causing chronic brain infec- 
tion. In 1957, Gajdusek and Zigas (125) described a 
subacute cerebellar disease called kuru in New Guinea 
natives, and Gajdusek thereby began a series of stud- 
ies for which he was awarded the Nobel Prize in medi- 
cine in 1976. Two years after this initial report, Had- 
low (126) noted the resemblance between kuru and 
scrapie. In the same year Klatzo and associates (127) 
described the neuropathology of kuru and remarked 
on its resemblance to Creutzfeldt-Jakob disease. 
There was then no evidence that any of these diseases 
was transmissible, and the absence of clinical signs of 
inflammation made a viral etiology appear unlikely. 
However, in 1966 Gajdusek and colleagues (128) re- 
ported the experimental transmission of kuru to chim- 
panzees (from brain of diseased patient to animal 
brain), and in 1968 this group reported experimental 
transmission cf Creutzfeldt-Jakob disease to the same” 
animal (129). Since then, both disorders have been 
transmitted on many occasions to a variety of lower 
animals. The period between inoculation and the onset 
of clinical signs 1s always many months (130). 

Creutzfeldt-Jakob disease (131, 132), which usually 
begins in the fifth and sixth decades, is marked clini- 
cally by a progressive dementia accompanied by a hos: 


of neurologic signs, commonly including myoelonic* 


jerking. Patients usually become severely demented in 
less than 6 months and survive less than a year after 
onset. As many as 10% of the cases may be familial. 
most consistent with an autosomal dominant inher- 
itance. EEGs (43) often show characteristic (bat not 
pathognomonic) recurrent high-amplitude sharp anc 
slow forms. The disease is characterized pathological- 
ly by a striking neuronal loss, astrocytosis, and cy- 
toplasmic vacuolation, but marked variation in pathol- 
ogy from case to case has been described. 

The transmissible agent that causes Creutzfeldt-Ja- 
kob disease is a replicable, filterable particle, but it dif- 
fers from conventional viruses in several re- 
spects (130). It possesses considerable resistance to 
inactivation by heat, ultraviolet and ionizing radia- 
tion, proteases, nucleases, and formalin. Recognizable 
viral particles cannot be detected by electron micro- 
scopy. The transmissible agent does not evoke virus- 
like inflammatory responses in the brain ar CSF, nor is 


any antibody response recognizable in the host..The. 


agent has not been identified in blood or other body 
fluids. Evidence for direct transmission from person to 
person is scanty, but there has been one report of 
probable transmission through a corneal graft (133) 
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and two reports of the disease occurring in husb; 
and wife (130). 

Many divergent observations converge to fuel spác- 
ulation about the, pathogenesis of Creutzfeldt-Jakob 


_ulsease. There is much evidence that genetic factors ' 
“are important in the expression of the disease, but 


. fhere can be no question that it is also transmissible. 
How is an apparently hereditary disease also trans- 
missible by injection of diseased tissue? If these dis- 


ord 


ers are due to an infectious agent, cannot a method 


of treatment be developed, as has been done with so 
many other contagious diseases? Inoculation of scrap- 
ie-infected brain into mice results in plaques in- 
distinguishable by electron microscopy from those in 
Alzheimer's disease. Is it possible, then, that Alzhei- 
mer's disease is also due to a transmissible agent? Nu- 
merous attempts to transmit Alzheimer's disease by 
inoculation of affected brain to brains of experimental 
animals have failed, but so-called familial Alzheimer's 
disease has twice been transmitted to lower ani- 
mals (130). Does this represent a different form of Alz- 
heimer's disease or a variant of Creutzfeldt-Jakob 
disease, which is so often familial? Are other chronic 
neuropsychiatric disorders cue to similar transmissible 
agents, the transmissible nature of the disorders never 
having been suspected because of the absence of clini- 


cal 


and pathological signs of inflammation? 


COMMENT 


H 


We possess more questions than answers just now, 


but 


the fact that so many questions are being asked 


proves that the chronic brain diseases are no longer 


the 


neglected backwaters of neuropsychiatry. The im- 


portance of these disorders, in both numerical and per- 


md 


son 
flec 


al terms, is being recognized increasingly and is re- 
ted in fhe advances already made. As detailed 


above, many patients with dementia have specifically 
treatable disorders, and exacting diagnostic study is 
now d necessity. Unfortunately, many, probably most, 
of these patients have disorders for which no specific 
treatment exists. So far, advances in the study of these 


disorders have been most notable in the areas of 


neu 
yet 


ropathology and neurochemistry; they have not 
led to effective treatment for the most common and 


most devastating diseases. Nevertheless, the recogni- 
tion and investigation of these disorders as diseases 
and not as inevitable concomitants of aging should be a 
harbinger of improved treatment, perhaps even of pre- 


ven 


l. 


2. 


tion or cure. 


REFERENCES 


‘Katzman R, Karasu TB: Differential diagnosis of dementia, in 
‘Neurological and Sensory Disorders in the Elderly. Edited by 
Fields WS. New York, S-ratcon Intercontinental Medical Book 
* Corp, 1975, pp 103-134 
Sweet RD, McDowell FH, Feigenson JS, et al: Mental symp- 
toms in Parkinson's disease during chronic treatment with 
levodopa, Neurology 26:305-310, 1976 


3. 


4. 


Am J Psychiatry 135:1, January 1X8 


Wolstenholme GEW, O'Connor J (eds): Alzheimer's Disease : 


and Related Conditions: A Ciba Foundation Symposium. Lon- 
don, J & A Churchill, 1970 

Pearce J, Miller E: Clinical Aspects of Dementia. London; Bat 
liere Tindall, 1973 


. Pincus JH, Tucker GJ: Behavioral Neurology. New York, 


ford University Press, 1974 


. Slaby AE, Wyatt RJ: Dementia in the Presenium. Springfield, 


Ill, Charles C Thomas, 1974 


. Benson DF, Blumer D (eds): Psychiatric Aspects of Neurologi- 


cal Disease, New York, Grune & Stratton, 1975 


. Smith WL, Kinsbourne M (eds): Aging and Dementia. New . 


York, Spectrum Publications, 1977 


. Wells CE (ed): Dementia, 2nd ed. Philadelphia, FA Davis Co, 


1977 


. Clark M, Gosnell M: The brain prober. Newsweek, Dec 2m 


1976, p 54 


. Hartocollis P: The syndrome of minimal brain dysfunction in 


young adult patients. Bull Menninger Clin 32:102-114, 1968 


. Quitkin F, Klein DF: Two behavioral syndromes in young 


adults related to possible minimal brain dysfunction. J Psychi- 
atr Res 7:131-142, 1969 


. Shelley EM, Riester A: Syndrome of minimal brain damage in 


young adults. Dis Nerv Syst 33:335-338, 1972 


. Mann HB, Greenspan SI: The identification and treatment of 


adult brain dysfunction. Am J Psychiatry 133:1013-1017, 1976 


. Wood DR, Reimherr FW, Wender PH, et al: Diagnosis and 


treatment of minimal brain dysfunction in adults. Arch Gen 
Psychiatry 33:1453-1460, 1976 


. American Psychiatric Association: Diagnostic and Statistical 


Manual of Mental Disorders, 2nd ed. Washington, DC, APA, 
1968, p 22 


. Williamson J, Stokoe IH, Gray S, et al: Old people at home: 


their unreported needs. Lancet 1:1117-1120, 1964 


. Malamud N: Organic brain disease mistaken for psychiatric 


disorder: a clinicopathological study, in Psychiatric Aspects of 
Neurologic Disease. Edited by Benson DF, Blumer D. New 
York, Grune & Stratton, 1975, pp 287-305 


. Duckworth GS, Ross H: Diagnostic differences in psycho- 


geriatric patients in Toronto, New York and London, England. 
Can Med Assoc J 112:847-851, 1975 


. Roth M: The natural history of mental disorder in old age. J 


Ment Sci 101:281-301, 1955 


. Nott PN, Fleminger JJ: Presenile dementia: the difficulties of 


early diagnosis. Acta Psychiatr Scand 51:210-217, 1975 


. Marsden CD, Harrison MJG: Outcome of investigation of 


patients with presenile dementia. Br Med J 2:249-252, 1972 


. Coblentz JM, Mattis S, Zingesser LH, et al: Presenile de- 


mentia: clinical aspects and evaluation of cerebrospinal fluid 
dynamics. Arch Neurol 29:299-308, 1973 


. Lijtmaer H, Fuld PA, Katzman R: Prevalence and malignancy 


of Alzheimer disease (Itr to ed). Arch Neurol 33:304, 1976 


. Arie T: Dementia in the elderly: diagnosis and assessment. Br 


Med J 4:540-543, 1973 


. Kiloh LG: Pseudo-dementia. Acta Psychiatr Scand 37:336- 


351, 1961 


. Post F: Dementia, depression, and pseudodementia, in Psychi- 


atric Aspects of Neurologic Disease. Edited by Benson DF, 
Blumer D. New York, Grune & Stratton, 1975, pp 99-120 


. Wells CE: Dementia, pseudodementia, and dementia praecox, 


in Phenomenology and Treatment of Schizophrenia. Edited by 
Fann WE. New York, Spectrum Publications (in press) 


. Wells CE, Buchanan DC: The clinical use of psychological 


testing in evaluation for dementia, in Dementia, 2nd ed. Edited 
by Wells CE. Philadelphia, FA Davis Co, 1977, pp 189-204 


. Wells CE, Duncan GW: Danger of overreliance on comput- 


erized cranial tomography. Am J Psychiatry 134:811-813, 1977 


. Tomlinson BE, Blessed G, Roth M: Observations on the brains 


of demented old people. J Neurol Sci 11:205-242, 1970 


. Katzman R: Personal communication, June 2, 1975 
. Freemon FR: Evaluation of patients with progressive intellec» 


tual deterioration. Arch Neurol 33:658-659, 1976 


. Fisher CM: Dementia in cerebral vascular disease, in Transac- 


. 
ov 
* 
Ld 


LJ 
Li 


- _@ «o ' . 
o An J Psychiatry 135:1, January 1978 CHARLES E. WELLS 
~ s. a : p l . E : l A ë 





49, 


50. 


51. 


52. 


53. 
54. 
85. 


56. 


3d. 


58. 


tions of the Sixth Congress on Cerebral Vascular Diseases. Ed- 
ited by Toole JF, Siekert RG, Whisnant JP. New York, Grune 
& Stratton, 1968, pp 232-236 


. Paulson GW, Perrine G Jr: Cerebral vascular disease in mental 


hospitals. Ibid, pp 237-241 


. Bickett DP: The psychiatric differentiation of senility and arte- 


ricsclerosis. Br J Psychiatry 120:321-325, 1972 


7. Hachinski VC, [hf LD, Zilhka E, et al: Cerebral blood flow in 


dementia, Arch Neurol 32:632-637, 1975 


. Wells CE: Diagnostic evaluation and treatment in dementia, in 


Dementia, 2nd ed. Edited by Wells CE. Philadelphia, FA Da- 
vis Co, 1977, pp 247-276 


. Hounsfield G, Ambrose J, Perry J, et al: Computerized trans- 


verse axial scanning. Br J Radiol 46:1016-1051, 1973 


. Pzxton R, Ambrose J: The EMI scanner: a briei review of the 


first 650 patients. Br J Radiol 47:530—565, 1974 


. Ambrose J: Computerized X-ray scanning of the brain. J 


Neurosurg 40:679-695, 1974 


. Lowry J, Bahr AL, Allen JH Jr, et al: Radiological techniques 


in the diagnostic evaluation of dementia, in Dementia, 2nd ed. 
Edited by Wells CE. Philadelphia, FA Davis Co, 1977, pp 
223-245 


. Wilson WP, Musella L, Short MJ: The electroencephalogram 


in dementia. Ibid, pp 205-221 


. Tomlinson BE, Blessed G, Roth M: Observations on the brains 


of non-demented old people. J Neurol Sci 7:331-356, 1968 


. Tomlinson BE: The pathology of dementia, in Dementia, 2nd 


ed. Edited by Wells CE. Philadelphia, FA Davis Co, 1977, pp 
1:3-153 


. Rothschild D: Pathologic changes in senile psychoses and their 


psychobiologic significance. Am J Psychiatry 93:757—784, 1937 


. Rothschild D: Neuropathologic changes in arteriosclerotic psy- 


choses and their psychiatric significance. Arch Neurol Psychi- 
atry 48:417-436, 1942 


. Chapman LF, Wolff HG: The cerebral hemispheres and the 


h:ghes: integrative functions of man. Arch Neurol 1:357-424, 
1959 

Kiev A, Chapman LF, Guthrie TC, et al: The highest inte- 
g-ative functions and diffuse cerebral atrophy. Neurology 
12:385-393, 1962 

V/illanger R, Thygesen P, Nielsen R, et al: Intellectual impair- 
ment and cerebrzl atrophy: a psychological, neurological and 
radiological investigation. Dan Med Bull 15:65-93, 1968 
Elessed G, Tomlinson BE, Roth M: The association between 
quantitative measures of dementia and of senile change in the 
cerebral grey matter of elderly subjects. Br J Psychiatry 
114:797-811, 1968 

Farmer PM, Peck A, Terry RD: Correlations among numbers 
of neuritic plaques, neurofibrillary tangles, and the severity of 
senile dementia (abstract). J Neuropathol Exp Neurol 35:367, 
1976 

Terry RD, Gona:as NK, Weiss M: Ultrastructural studies in 
Alzheimer's presenile dementia. Am J Pathol 44:269-297, 1964 
Luse SA, Smith KR: Tbe ultrastructure of senile plaques. Am J 
Pathol 44:553-563, 1964 

Kidd M: Alzheimer's disease—an electron microscopic study. 
Brain 87:307-320, 1964 

Krigman MR, Feldman RG, Bensch K: Alzheimer's presenile 
dementia: a histochemical and electron microscopic study. 
Lab Invest 14:381—396, 1965 

Gonatas NK, Anderson A, Evangelista I: The contribution of 
eltered synapses in the senile plaque: an electron microscopic 
study in Alzheimer's dementia. J Neuropathol Exp Neurol 
26:25-39, 1967 

Terry RD, Wisniewski H: The ultrastructure of the neurofibril- 
lary tangle and the senile plaque, in Alzheimer's Disease and 
Related Conditions. Edited by Wolstenholme GEW, O'Connor 
M. London, J & A Churchill, 1970, pp 145-165 


. Discussion. Ibid. p 241 
. Terry RD, Pefia C: Experimental production of neurofibrillary 


degeneration. J Neuropathol Exp Neurol 24:200-210, 1965 


. Wisniewski H, Terry RD: An experimental approach to the 


morphogenesis cf neurofibrillary degeneration and the argyro- 


* 
* 


$ 


68. 


69. 


70. 


YE. 


TA 
73. 


74. 


75. 


. Iqbal K, Wiśniewski HM, Shelanski ML, et al: 


philic plague, in Alzheimer’s Disease and Related Conditions. 


Edited by Wolstenbolme GEW, O'Connor M. London, J & A 
Churchill, 1970, p7223-240 

Fraser H, Bruse ME: Argyrophilic Sulis: in mice inoculated ° 
with scrapie from particular sources. Lancet 1:617-618, 1973 


. Wisniewski HM, Bruce ME, FraseivH: Infectious etiology of 


neuritic (senile) plaques in mice. Science 190:1108-1110, 1975 ' 


. Terry RD: The fine structure of neurofibrillary tangles in Alz- . 


heimer's disease. J Neuropathol Exp Neurol 22:629-642, 1963° 


. Kidd M: Paired helical filaments in electron microscopy in Alz- 


heimer's disease. Nature 197:192-193, 1963 
Protein 
changes in senile dementia. Brain Res 77:337-343, 1974 


. Wisniewski HM, Terry RD: Experimental colchicine encepha- 


lopathy: I. Incuction of neurofibrillary degeneration. Lab In- 
vest 17:577—587, 1967 

Schochet SS Jr, Lampert PW, Earle KM: Neuronal changes 
induced by intrathecal vincristine sulfate. J Neuropathol Exp 
Neurol 27:645-658, 1968 

Wisniewski H, Shelanski ML, Terry RD: Effects of mitotic 
spindle inhibitors on neurotubules and neurofilaments in ame- 
rior horn cells. J Cell Biol 38:224-229, 1968 

Niklowitz WJ: Neurofibrillary changes after acute experimen- 
tal lead poisoning. Neurology 25:927-934, 1975 

Arab A: Plaques séniles et artériosclérose cérébrale: absence 
de rapports de dépendance entre les deux processus. Etude 
statistique. Rev Neurol 91:22-36, 1954 

Mandybur TI: The incidence of cerebral amylcid angiopathy in 
Alzheimer's disease. Neurology 25:120-126, 1975 

Malamud N: Neuropathology of organic brain syndromes asso- 
ciated with aging. in Aging and the Brain. Edited by Gaitz CM. 
New York, Plenum Press, 1972, pp 63-87 

Olson MI, Shaw C-M: Presenile dementia and Alzheimer's S Cis- 
ease in mongolism. Brain 92:147-156, 1969 i 


Schochet 5S, Lampert PW, McCormick WF: Karoon 


tangles in patients with Down's syndrome: a light and electron 


* microscopic study. Acta Neuropathol 23:432-346, 1973 


76. 


TT. 


78. 


79. 


80. 


81. 


82. 


83. 


84. 


85. 


86. 


87. 


88. 


Ellis WG, McCulloch JR, Corley CL: Presenile dementia in 
Down's syndrome; ultrastructural identity with Alzheimer's 
disease. Neurology (Minneap) 24:101-106, 1974 

Crapper DR, Krishnan SS. Quittkat S: Aluminium, neurofibril- 
lary degeneration and Alzheimer’s disease. Brain 99:67-80, 
1976 

Duckett S: Aluminum and Alzheimer’s disease (Itr to ed). Arch " 
Neurol 33:730-731, 1976 

Perry TL. Hansen S, Kloster M: Huntington’s chorea: defi- 
ciency of y-aminobutyric acid in brain. N Engl J Med 288:337- 
342, 1973 

Bird ED, Iversen LL: Huntington's chorea: postsmortem 
measurement of glutamic acid decarboxylase, choline acetyl- 
transferase and dopamine in basal ganglia. Brain 97:457-¢72, 
1974 

Enna SJ, Bird ED, Bennett JP Jr, et al: Huntington’s chorea: 
changes in neurotransmitter receptors in the brain. N Engl J 
Med 294:1305-1309, 1976 

Terry RD: Dementia: a brief and selective review. Arch Neurol 
33:1-4, 1976 

Stahl WL, Swanson PD: Biochemical abnormalities in Hunt- 
ington's chorea brains. Neurology (Minneap) 24:813-819, 1974 
Iqbal K, Tellez-Nagel I, Grundke-Iqbal I: Frotein abnormal- 
ities in Huntington's chorea. Brain Res 76:178-184, 1974 
Hakim S, Adams RD: The special clinical problem of sym>to- 
matic hycrocephalus with normal cerebrospinal fluid pressure: 
observations on cerebrospinal fluid hydrodynamics. J Neurol 
Sci 2:307-327, 1965 

Adams RD, Fisher CM, Hakim S, et al: Syggptomatic occult 
hydrocephalus with **normal"" cerebrospinal-fluid pressure: a, 
treatable syndrome. N Engl J Med 273:117-126, 1965 

Katzman R: Normal pressure hydrocephalus, in Dementia, ` 
2nd ed. Edited by Wells CE. Philadelphia, FA Davis Co, 1377, 
pp 69-92 S 

Benson DF:'The hydrocephalic dementias, m Psychiatric As- 


: l |. [ff 


P 


* 
ú. d 


.. s 


. CHRONIC BRAIN DISEASE 


* 


^ = 
pects of Neurologic Disease. Edited by Benson DF, BlumérD. 
-~ New York, Grune & Stratton, 1975, pp 83-97 
89. Crowell RM, Tew4JM, Mark VH: Ag&essive dementia ass¥- 
ciated with normas pressure hydrocephalus: report of two u 
usual cases. Neurajogy (Minneap) 23:461-464, 1973 ' 
90. Rice E, Gendelman &: Psychiatric aspects of normal pressure 
$ hydrocephalus. JAMA 223:409-412, 1973 
. 91. Rosen H, Swigar ME: Depression and normal pressure hydro- 
cephalus: a dilemma in neuropsychiatric differential diagnosis. 
- J'Nerv Ment Dis 163:35-40, 1976 
92. Jacobs L, Kinkel W: Computerized axial transverse tomogra- 
phy in normal pressure hydrocephalus. Neurology (Minneap) 
26:501-507, 1976 
93. Katzman R, Hussey F: A simple constant-infusion manometric 
test for measurement of CSF absorption: I. Rationale and 
method. Neurology (Minneap) 20:534—544, 1970 
94. Behrman S, Cast I, O'Gorman P: Two types of curves for 
transfer of RIHSA from cerebrospinal fluid to plasma in 
patients with normal pressure hydrocephalus. J Neurosurg 
35:677-680, 1971 
95. Milhorat TH, Clark RG, Hammock MK, et al: Structural, ul- 
trastructural, and permeability changes in the ependyma and 
surrounding brain favoring equilibration in progressive hydro- 
cephalus. Arch Neurol 22:397—407, 1970 
96. Strecker E-P, Kelley JET, Merz T, et al: Transventricular al- 
bumin absorption in communicating hydrocephalus: semi- 
quantitative analysis of periventricular extracellular space uti- 
lizing autoradiography. Arch Psychiatr Nervenkr 218:369-377, 
1974 
97. James AE Jr, Burns B, Flor WF, et al: Pathophysiology of 
chronic communicating hydrocephalus in dogs (Canis familiar- 
is): Experimental studies. J Neurol Sci 24:151—178, 1975 
98. James AE Jr, Strecker E-P, Ncvak G, et al: Correlation of seri- 


: al cisternograms and cerebrospinal fluid pressure measure- 


r 


ments in experimental communicating hydrocephalus. Neurol- 
ogy (Minneap) 23:1226-1233, 1973 
reitz T: Effect of brain distention on cerebral circulation. 

Lancet 1:863-865, 1969 

100. Greitz TVB, Grepe AOL, Kalmér MSF, et al: Pre- and post- 
operative evaluation of cerebral »lood flow in low-pressure hy- 
drocephalus. J Neurosurg 31:644—651, 1969 

101. Mathew NT, Hartmann A, Meyer JS: Diagnostic evaluation of 

normal pressure hydrocephalus. Trans Am Neurol Assoc 

* 9%:227-229, 1974 

102. Shenkin HA, Greenberg J, Bouzarth WF, et al: Ventricular 
shunting for relief of senile symptoms. JAMA 225:1486-1489, 
1973 * 

103. Earnest MP, Fahn S, Karp JH, et al: Normal pressure hydro- 
cephalus and hypertensive cerebrovascular disease. Arch 
Neurol 31:262—266, 1974 

104. Roos RP, Johnson RT: Viruses and dementia, in Dementia, 
2nd ed. Edited by Wells CE. Philadelphia, FA Davis Co, 1977 
pp 93-112 

105. Freeman JM: The clinical spectrum and early diagnosis in 
Dawson’s encephalitis. J Pediatr 75:590—603, 1969 


99, 


| 106. Brody JA, Detels R: Subacute sclerosing panencephalitis: a 


zoonosis following aberrant measles. Lancet 2:500-501, 1970 

107. Bouteille M, Fontaine C, Vedrenne C, et al: Sur un cas 
d’encéphalite subaigué 4 inclusions. Etude anatomo-clinique 
et ultrastructurale. Rev Neurol 113:454—458, 1965 

108. Horta-Barbosa L, Fuccillo DA, Sever JL: Subacute sclerosing 
panencephalitis: isolation of measles virus from a brain biopsy. 
Nature 221:974, 1969 

109. Payne FE, Baublis JV, Itabashi HH: Isolation of measles virus 
from cell cultures of brain from a patient with subacute scleros- 
ing panencephalitis. N Engl J Med 281:585—-589, 1969 

110. Dubois- -Dalga M, Coblentz JM. Pleet AB: Subacute sclerosing 
panencephalitis: unusual nuclear inclusions and lengthy clini- 
cal course. Arch Neurol 31:355-363, 1974 


“* 111. Dubois-Dalcq M, Barbosa LH, Hamilton R, et al: Comparison 


between productive and latent subacute sclerosing pan- 


x 7 


112. 


113. 


114. 


115. 


116. 


117. 


118. 


EL 


122. 


123: 


124, 


125. 


130. 


131. 


132; 


133. 


Am J Psychiatry 135 d l January TOR 


encephalitis viral infection in vitro: an electron microscopic 
and immunoperoxidase study. Lab Invest 30:241-250, 1974 


Raine CS, Feldman LA, Sheppard RD, et al: Subacute scleros- . 


ing panencephalitis virus: observations on a neuroadapted and * 


non-neuroadapted strain in organotypic central nervous sj 


tem cultures. Lab Invest 31:42-53, 1974 


Miller CA, Fields BN: Measles and subacute sclerosing par 


encephalitis (SSPE) viruses: comparative characterization. of 
purified particles (abstract). J Neuropathol Exp Neurol 35:93; 
1976 

Townsend JJ, Baringer JR, Wolinsky JS, et al: Progressive ru- 
bella panencephalitis: late onset after congenital rubella. N 
Engl J Med 292:990--993, 1975 

Townsend JJ, Wolinsky JS, Baringer JR: The neuropathology 
of progressive rubella panencephalitis of late onset. Brain 
99:81-90, 1976 


Weil ML, Itabashi HH, Cremer NE, et al: Chronic progressive » 


panencephalitis due to rubella virus simulating subacute scle- 
rosing panencephalitis. N Engl J Med 292:994-998. 1975 
Astróm KE, Mancall EL, Richardson EP Jr: Progressive 
multi-focal leuko-encephalopathy: a hitherto unrecognized 
complication of chronic lymphatic leukaemia and Hodgkin’s 
disease. Brain 81:93-111, 1958 

Richardson EP Jr: Progressive multifocal leukoencephalopathy, 
in Handbook of Clinical Neurology, vol. 9. Edited by Vinken 
PJ, Bruyn GW. Amsterdam, North-Holland Publishing Co, 
1970, pp 485-499 


. Richardson EP Jr: Our evolving understanding of progressive 


multifocal leukoencephalopathy. Ann NY Acad Sci 230:358- 
364, 1974 


. Padgett BL, Walker DL: Prevalence of antibodies in human 


sera against JC virus, an isolate from a case of progressive 
multifocal leukoencepbalopathy. J Infect Dis 127:467-470, 
1973 

Shah KV, Daniel RW, Warszawski RM: High prevalence of 
antibodies to BK virus, an SV40-related papovavirus, in resi- 
dents of Maryland. J Infect Dis 128:784—787, 1973 

Zu Rhein GM, Chou SM: Particles resembling papova viruses 
in human cerebral demyelinating disease. Science 148:1477- 
1479, 1965 

Padgett BL, Walker DL, Zu Rhein GM, et al: Cultivation of 
papova-like virus from human brain with progressive multi- 
focal leukoencephalopathy. Lancet 1:1257-1260, 1971 
Narayan O, Penney JB Jr, Johnson RT, et al: Etiology of pro- 
gressive multifocal leukoencephalopathy: identification of pa- 
povavirus. N Engi J Med 289:1278-1282, 1973 

Gajdusek DC, Zigas V: Degenerative disease of the central 
nervous system in New Guinea: the endemic occurrence of 
“kuru” in the native population. N Engl J Med 257:974—978, 
1957 


26. Hadlow WJ: Scrapie and kuru. Lancet 2:289-290, 1959 
. Klatzo I, Gajdusek DC, Zigas V: Pathology of kuru. Lab In- 


vest 8:799-847, 1959 


. Gajdusek DC, Gibbs CJ Jr, Alpers M: Experimental transmis- 


sion of a kuru-like syndrome to chimpanzees. Nature 209:794— 
796, 1966 


. Gibbs CJ Jr, Gajdusek DC, Asher DM, et al: Creutzfeldt-Jakob 


disease (spongiform encephalopathy): transmission to the 
chimpanzee. Science 161:388-389, 1968 

Gajdusek DC, Gibbs CJ Jr: Slow virus infections of the ner- 
vous system and the laboratories of slow, latent, and temper- 
ate virus infections, in The Nervous System, vol 2. Edited by 
Tower DB. New York, Raven Press, 1975, pp 113-135 

Roos R, Gajdusek DC, Gibbs CJ Jr: The clinical characteristics 
of transmissible Creutzfeldt-Jakob disease. Brain 96:1-20, 
1973 

May WW: Creutzfeldt-Jakob disease. Acta Neurol Scand 44:1- 
32, 1968 

Duffy P, Wolf J, Collins G, et al: Possible person-to-person 
transmission of Creutzfeldt-Jakob disease. N Engl J Med 
290:692-693, 1974 


Am J Psychiatry 135:1, January 1978 


“Organic Brain Syndromes”: An Empirical Study and ‘Critical 


Review 


The authors found that ail but 3 of 80 randomly chosen 
Ratients in a Veterans Administration hospital who 
had been given a primary nonspecific neuropsychiatric 
diagnosis (organic brain syndrome, organic 
psychosis, chronic brain syndrome, etc.) could be 
assigned to specific diagnostic categories. Diagnosis 
was based on chart review and thorough neurological 
and clinical evaluation. Senile and alcoholic dementia 
and Korsakoff s syndrome were seen most often, and 
15% of the patients were diagnosed as having 
functional disorders of the mental state. The authors 
review the organic brain syndrome diagnosis in light 
of this and other evidence. They believe that 
fractionation into more specific diagnoses is essential 
to further understanding of this group of diseases. Use 
of the general term can result in inappropricte or no 
treatment; further, it hampers essential psychological, 
pharmacological, and biomedical research on these 
disorders. 


DISEASES OF THE BRAIN are often manifested by psy- 
chiatric symptomatology, a condition termed *'organic 
brain syndrome” in the conventional nosology (1). 
Patients diagnosed as having organic brain syndrome 
account for approximately 20% of all first admissions 
to mental hospitals (2). Over 50% of geriatric patients 
in mental hospitals fall into this category (3), and as 
much as 1096-2095 of the elderly population in the 
community may be similarly affected (4). 

Many different neuropathological processes may 
cause an organic brain syndrome, and, depending on 
the process, some clinicians distinguish between acute 
and chronic brain syndromes. Nevertheless, it is com- 
monly held that these diverse processes express them- 
selves in more or less the same way and that there ex- 
ists, regardless of etiology, a basic unitary clinical pic- 
ture called organic brain syndrome (1, p. 22). 


Dr. Seltzer is Clinical Investigator, Geriatric Researcn, Educational, 
and Clinical Center, and Dr. Sherwin is Associate Chief of Staff for 
Research and Development, Veterans Administration Hospital, 200 
Springs Rd., Bedford, Mass. 01730. Dr. Seltzer is also Instructor in 
Neurology, Harvard Medical School, Boston, Mass., where Dr. 
Sherwin is Assistant Professor of Neurology. 


The authors wish to thank the physicians and staff of the Bedford 
Veterans Administration Hospital for their interest and cooperation 
and Drs. Norman Geschwind, John Nemiah, Armand M. Nicholi, 
and Shervert Frazier for reviewing the manuscript. 


* 
-8 


& 


B eine SELTZER, M.D., AND IRA SHERWIN, M.D. 


í | 
/ | ` 


Furthermore, because the chronic conditions are con- 
sidered by definition irreversible, the distinction be- 
tween different subsyndromes has been thought to 
have little practical significance. 

Considering the complexity of the nervous system 
and the wide variety of pathological processes that 
may affect it, the alternative view—that there exist, in 
fact, a number of different and distinct organic brain 
syndromes—seems even more likely. Indeed, despite 
certain limitations, the state of present neurological 
practice makes it possible to place many patients with 
organic mental disorders into more specific diagnostic 
categories with a reasonable degree of accuracy. Each 
of these entities is based on a unique clinical pre- 
sentation with a more or less specific etiology, and 
each has its own distinctive pathology and prognosis. 
Although only a small fraction of these cases can be’ 
treated adequately at the present time, an attempt at 
more specific diagnosis is at least a first step im the 
understanding and proper management of this large 
and heterogeneous group of patients. 

Strictly speaking, organic brain syndrome is not a 
specific neurological diagnosis, although it remains a 
standard diagnostic category. At the Bedford Veterans 
Administration Hospital, a 750-bed university-affilfat- * 
ed neuropsychiatric facility, a recent survey found 238 
patients with diagnoses that implied some, sort of or- 
ganic mental impairment. Only 52 of these patients had 
received a specific neuropsychiatric diagnosis. The 
large majority (186 patients) were simply labeled as 
having organic brain syndrome. 

Organic mental disorders have received relatively 
little attention. A fundamental contradiction exists be- 
tween the classical neurological attempt to establish 
clinical-pathological correlations and the traditional 
psychiatric view that these different syndromes repre- 
sent variations on the same basic clinical theme. Be- 
cause many of these patients, particularly the most 
severely affected, are in mental hospitals, their neuro- 
logical diagnoses often remain unclear. A review of the 
literature revealed no study that rigorously defined the 
neurological composition of such a group of patients. 
This type of study might be extremely helpful. First, it 
would begin to analyze the elements of this important 
medical and social problem. Second, it would indicate - 
the possibilities and/or limitations of a neurological ap- 
proach to chrenic mental illness. Third, it might also 
reveal whether, once the more specific diagnostic cate- 
gories are considered, there will remain a single resid- ` 
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ual entity that might legitimately be called TERQUE 
organic brain syndrome.” 

¢ With this in zs the present study was begun in An 
attempt to reclasgify a group of randomly chosen 


_patients with the diagnosis of organic brain syndrome g 


according to strict but conventional neurological cri- 

^ teria. We were prompted to report the study because 
of thé relative ease with which specific diagnoses 
could be made, the apparent inadequacy of the organic 
brain syndrome label, and the potential benefits to be 
derived fróm fractionating this heterogeneous group of 
patients. 


METHOD 


As part of a more general study, the physicians at 
the Bedford VA Hospital were asked to prepare a list 
of all patients under their care in whom they suspected 
an organic impairment of the mental state. A total of 
238 names was collected: 52 of these patients had re- 
ceived a specific neurological diagnosis, e.g., Korsa- 
koff s syndrome or Alzheimer's disease, and 186 had a 
nonspecific primary neuropsychiatric diagnosis, e.g., 
organic brain syndrome, organic psychosis, chronic 
brain syndrome, organicity. 

This study focused only on the second group, i.e., 
‘those patients whose diagnoses were not congruent 
with a specific, recognized neurological disease. Since 
time constraints precluded examination of all patients, 
80 were chosen at random from the list. Patients were 

_ admitted to the study regardless of their degree of co- 
operation, accessibility to examination, availability of 
historical information, and completeness of their prior 
diagnostic evaluation. The sole reason for exclusion 

*' was Concurrent acute medicai illness. 

Charts of all patients were reviewed carefully for 
pertinent historical information, such as previous men- 
tal symptoms and hospital admissions, family history, 
significant head trauma, abuse of alcohol or drugs, and 

`- past medications. Particular emphasis was placed on 
the tempo of the disease process and the findings of 
earlier examinations. Relevant laboratory data were 
also noted, particularly neurodiagnostic procedures 
(EEG, skull films, CSF examination, brain scan, con- 
trast procedures) and blood studies (serology and By, 
folate, and T, levels). The results of psychometric test- 
ing were also considered. 

Patients then underwent a thorough neurological ex- 
amination that included as detailed an assessment of 
the mental status as was possible. (Appendix 1 pre- 
sents a description of the examination schema: the ra- 
tonale for emphasizing these aspects of the mental 
state’ is presented later in this paper). In assessing 
streàm of theught, attention was directed toward evi- 

"dence of loose associations, delusions, or hallucina- 

- tions. Major abnormalities of mood and psychomotor 
activity were also noted. 

On the basis of all available clinicaj information, 
each patient was assigned to the clinical category that 
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best described his or her current neuropsychiatric 


state according to the criteria set forth below. Diag- 


noses were made independently by two neurologists 
and were considered ‘‘uncertain’’ if they failed 
agree. Multiple diagnoses were made when it seem 
that more than one condition contributed significan?ly 
to the clinical picture. The severity of a parricularven: 
tity was not a point of focus in this study. Although 
this evaluation was purely clinical (i.e., with no patho- 


logical confirmation), the history, examination, and . 


laboratory information in many cases were so clear as 
to leave little doubt about the diagnosis. Furthermore, 
a considerable literature (5-15) firmly links most of the 
clinical neurological syndromes to specific neuropath*® 
logical changes. 


Definitions and Diagnostic Criteria 


In the list that appears later in this section, clinical 
entities are defined, as precisely as possible, according 
to the best contemporary usage. We adhere to the 
modern neurological position that equates presenile 
dementia (Alzheimer’s disease) with senile de- 
mentia (16) and limits the category of ‘‘arteriosclerotic 
dementia” to the small group of patients with multi- 
mfarct dementia (11). This particular nosology is es- 
sentially pragmatic and is based on a combined 
semeiologic and etiologic approach. It is not intended 
to serve as an exhaustive list of all possible organic 
mental disorders but rather to include all of the condi- 
tions encountered in this sample of patients. 

At this point it is important to state certain funda- 
mental assumptions that underlie this study. Empirical 
evidence shows that in alert and cooperative individ- 
uals abnormalities of such psychological functions as 
short- and long-term memory, language, calculations, 
and constructional ability are correlated with specific 
reuropathological changes. This is also true for certain 
abnormalities of behavior and personality, such as the 
frontal lobe syndrome classically seen in general pa- 
resis. On the other hand, many other behavioral dis- 
orders and mood or thought disturbances are not regu- 
larly correlated with neuropathological changes; these 
are the ‘‘functional’’ syndromes. Ordinarily, the 
symptom complexes of organic and functional syn- 
dromes do not overlap, but brain lesions occasionally 
cause symptoms that closely mimic those of the func- 
tional psychoses (e.g., the psychotic presentation of 
some patients with herpes simplex encephalitis). In 
these difficult cases other data are needed to make the 
proper diagnosis. 

Within the general class of organic syndromes, we 
distinguish two major divisions. The first is a group of 
patients whose symptoms chiefly involve one category 
of psychological function (e.g., memory) and are high- 
ly correlated with focal pathology of the brain. We 
term these ‘‘circumscribed neuropsychiatric syn- 
dromes.” The second group of patients have multiple 
neuropsychological deficits. Their symptoms are less 
easily correlated with focal disease, and the underlying 
lesions are usually multifocal or widespread. The gen- 
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eral descriptive term ‘‘dementia’’ is applied to this 


- group. Some cases of dementia have an obvious cause, 


and they are defined in terms of their etiology (e.g., 
raumatic, multi-infarct). The idiopathic cases 
enile” and ‘‘presenile’’ dementia) must be defined 
in erms of their characteristic clinical presentation 
and pathological correlation. 

In the present study, clinical evaluation was the pri- 
mary datum used in arriving at specific diagnoses. 


. Most patients could be assigned to one of the major 


pU 


« 


væ 
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categories (functional, circumscribed syndrome, de- 
mentia) on the basis of clinical evaluation alone. Of 
course, this information was not as helpful in evaluat- 
ing patients less amenable to examination; in these as 
well as other ambiguous cases, additional data such as 
the recorded historv and results of laboratory tests 
were needed to resolve the diagnostic dilemma. These 
additional facts also enabled us to make a more specif- 
ic diagnosis of those patients who had already been 
placed into one of the major diagnostic categories on 
the basis of the initial clinical evaluation. Examples of 
the application of this diagnostic process to individual 
patients are presented in the ‘‘Results’’ section. 

1. Presenile dementia (5, 6, 8) is an idiopathic, pro- 
gressive syndrome of intellectual deterioration with an 
onset before age 60. The syndrome is characterized in 
most cases by a triad of memory impairment, dys- 
nomia, and constructional difficulty. Intellectual dys- 
function predominates in the early stages, but the per- 
sonality ultimately deteriorates as well, leading to a fi- 
nal state of mute withdrawal before death. Few 
elementary neurological signs exist, and routine labo- 
ratory tests give nonspecific results. Pathologically, 
the disease is characterized by cortical atrophy, partic- 
ularly in the frontal, temporal, and parietal lobes, a 
finding that may be confirmed in life by CT scan or 
other neuroradiologic procedures (17). Previous stud- 
les have shown this clinical picture to be correlated in 
most cases with the presence of microscopic senile 
plaques and neurofibrillary tangles, the histological 
hallmarks of Alzheimer's disease (10). Whether Alz- 
heimer's disease can be distinguished clinically from 
the much rarer entity of Pick's disease is uncertain, 
although the two diseases differ histopathologi- 
cally (10). 

2. Senile dementia (9, 18), also an idiopathic syn- 
drome, is very similar and possibly identical with pre- 
senile dementia but appears after the age of 60. In most 
cases the pathology is the same as that of Alzheimer's 
disease (10, 18-20). 

3. Senile dementia supervening on schizophrenia is 
a phrase adopted to refer to a clinical picture that re- 
sembles senile dementia and occurs in patients with a 
well-documented history of schizophrenia. 

4. Multi-infarct dementia (11) refers to a state of in- 
tellectual and personality deterioration in individuals 


' with vascular disease, usually hypertension, and his- 


tories of repeated strokes. These patients often have 

bilateral pyramidal tract signs including pseudobulbar 

palsy. In this usage, the older diagnosis of cerebral ar- 
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teripsclerosis is sharply restricted to a very specific. 


group of patients. The pathology of multi-infarct de- 
mentia is encephalomalacia. 
'$. Posttraumattc encephalopathy (12) is any vari- 


able combination of relatively sta¥ie intellectual, per- 


sonality, and behavioral abnormalities resulting from ' 
major head trauma. Excluded are circumscribed syn-, ' 


dromes such as posttraumatic Korsakoff's syndrome 
and posttraumatic aphasia. ° 

6. Postanoxic encephalopathy (13) is defined in the 
same way as posttraumatic encephalopathy except for 
the difference in etiology. 

7. Postinfectious encephalopathy is similarly de- 
fined according to its etiology. Herpes simplex en- 
cephalitis is particularly apt to result in memory deficit 
and major changes of personality (21). 

8. Alcoholic dementia refers to a more or less uni- 
form syndrome of intellectual and behavioral deterio- 
ration in alcoholic patients. Unlike presenile and senile 
dementia, which are relentlessly progressive, this syn- 
drome has a relatively stable course if patients stop 
drinking. Patients differ from those with Korsakoff's 
syndrome in that they have other intellectual deficits in 
addition to disordered memory. These individuals typ- 
ically have constructional difficulty, behavioral dis- 
turbances, and moderately severe amnesia. Aphasia is 
not a feature of the syndrome. The only obvious 


pathological correlate is cortical atrophy (22, 23). (See ' 


later sections for a discussion of this diagnosis.) 

9. Korsakoff s syndrome (14) is a form of ‘“‘circum- 
scribed neuropsychiatric syndrome” characterized by 
anterograde and retrograde amnesia with relative pres- 
ervation of other intellectual abilities and of the pre- 
morbid personality structure. The syndrome usually 
results from alcoholism and vitamin deficiency but 
may also follow trauma, anoxia, stroke, and encepftdli- 
tis. Korsakoffs syndrome implies pathology in the 
diencephalon or mesial temporal structures (24). Con- 
fabulation is a common but not invariable feature. 

10. Aphasia (15) is another type of circumscribed 
deficit that refers to a large group of syndromes of lan- 
guage dysfunction resulting from lesions in more or 
less localized areas of the brain. 

Il. Abnormalities of the mental state associated 
with specific neurological diseases are found as part of 
the total clinical picture in such entities as multiple 
sclerosis, Parkinson's disease, and Huntington's 
chorea. They are defined according to the classical cri- 
teria found in standard neurology textbooks (25, 26). 

12. Schizophrenia is defined in accordance with 
DSM-II criteria as a disturbance of thinking, mood, 
and behavior not attributable to a physical condi- 
tion (1, p. 33). The complete definition can be found in 
DSM-II. 

13. Schizophreniform psychosis with tesnporal lobe 


^ 


epilepsy is a schizophrenta-like illness associated with - 


psychomotor seizures, as described by Slater and as- 
sociates (27). (For a detailed review, see reference 28.) 


14. Affective psychosis is defined in DSM-II as “‘a | 


a j \ 
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simple disorder of mood, either extreme depression or 
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‘elation, that dominates the mental life of the patient 


and is responsibl for whatever ldss of contact he has 


r with his environnjent’’ (1, p. 35). À 
15. Mental ret&dation is also defined in DSM-II às |. 
‘subnormal generM intellectual functioning which | 


« 
originates during the developmental period” (1, p. 14). 


`. 16. Personality disorder is a ‘‘deeply ingrained mal- 


adaptive pattern of behavior” (1, p. 41). 


RESULTS' 


The patient sample consisted of 80 individuals (78 
men and 2 women) with zn average age of 66 years 
(range, 37-83). Forty-one of the patients (5276) were 
older than 65. The length of hospital stay at the time of 
examination ranged from 1 day to 50 years, with an 
average of 10 years. 

The list of final clinical diagnoses is presented in 
table 1. All but 3 of the &0 individuals could be as- 
signed to a specific diagnostic category; 13 patients 
had more than one specific disorder. The coexistence 
of two disorders is indicated in the table by the use of 
the conjunction ''and" (e.g., senile dementia and 
aphasia), with the more prominent diagnosis listed 
first. Table 2 presents the number of times each of the 
diagnostic entities was encountered in the sample of 


patients. 


Despite the fact that many patients were not ideal 
cantlidates for detailed neuropsychiatric testing, per- 
sistent effort elicited a surprising amount of informa- 
tion, and examination was reasonably complete in 60 
of the 80 patients. When the neuropsychiatric testing 
was limited by the patient's condition, the general pre- 
sentation and adequate recorded history were often 


e suffftient bases for a more specific diagnosis. 


Case Examples 


Case 1. Mr. A, an 83-year-old man, worked as a janitor 
until retirement at the age of 55. At approximately 74, he was 
noted'to be forgetful and unkempt. He often became lost and 
wandered aimlessly in the streets, and was unable to remem- 
ber the major events and persons in his life. These symptoms 
progressed, and he was admitted to the hospital at the age of 
77 with the diagnosis of organic brain syndrome. No neuro- 
diagnostic procedures were pezformed, and his deterioration 
continued. When examined at the age of 83, he was alert and 
confined to a wheelchair. He smiled at the examiner occa- 
sionally but was otherwise inattentive to his surroundings. 
From time to time he muttered incomprehensible phrases. 
He gave no meaningful responses to tests of orientation, lan- 
guage, memory, constructions, etc. There were no abnormal 
neurological signs cther than considerable gegenhalten and 
bilateral palmar grasp responses. Although detailed mental 
status testing was not possible, the history of gradual in- 
tellectual and behavioral deterioration, the lack of any obvi- 
ous ‘etiologic factor, and the findings on examination were 
" considered diagnostic of advanced senile dementia. 


In certain other cases, the history or laboratory in- 


. formation was fragmentary, but the examination find- 


ings were sufficiently clear to establish a diagnosis. 
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TABLE 1 
Diagnoses in 80 “Organic Brain Syndrome" Patients 





Diagnosis 


Presenile dementia 
Senile dementia 
And aphasia 
And posttraumatic encephalopathy 
And Korsakoff's syndrome (alcoholic) 
Senile dementia supervening on schizophrenia 
Multi-infarct dementia 
Posttraumatic encephalopathy 
Postanoxic encephalopathy 
Postinfectious encephalopathy 
Herpes simplex encephalitis 
Bacterial meningitis 
Alcoholic dementia 
And posttraumatic encephalopathy 
And aphasia 
And schizophrenia 
Korsakoff's syndrome 
Alcohol and vitamin deficiency 
Posttraumatic 
Postanoxic 
And schizophrenia 
Aphasia 
Multiple sclerosis 
Schizophrenia 
And history of prefrontal lobotomy 
And Parkinson's disease (drug-induced) 
Schizophreniform psychosis with temporal lobe epilepsy 
Affective psychosis (depression) 
Mental retardation 
Personality disorder (inadequate personality) 
No apparent abnormality of the mental state 
Undetermined 
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TABLE 2 
Number of Times Each Specific Diagnosis Was Made* 


Diagnosis Number 


Senile dementia 22 
Alcoholic dementia 15 
Korsakoff s syndrome 1] 
Schizophrenia 10 
Posttraumatic encephalopathy 

Senile dementia supervening on schizophrenia 

Aphasia 

Presenile dementia 

Postanoxic encephalopathy 

Postinfectious encephalopathy 

Multi-infarct dementia 

Multiple sclerosis 

Parkinson's disease 

Schizophreniform psychosis with temporal lobe epilepsy 
Affective psychosis 

Mental retardation 

Personality disorder 
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*The total is greater than 80 because some patients had two diagnoses. 


Case 2. Mr. B, a 50-year-old man, was known to bea . 


heavy drinker of alcoholic beverages and had Laénnec's cir- 


rhosis. He was admitted to a sanatorium for the treatment of , 


tuberculosis and was noted to have an “‘organic brain syn- 


drome." Later, he was transferred to the Bedford VA Hos- 
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pital. No further history was available, and no diagnostic 
tests were performed. On examination, Mr. B was fully alert 
and attentive but disoriented to place and time. He had no 
rücollection of having had tuberculosis, and he did not know 
had been in the hospital for several years. On the other 
, he could easily recall details of his boyhood and serv- 
perience during World War II. He was unable to re- 
member the names of 5 objects for 5 minutes. There was no 
disorder of language, praxis, or constructional ability, and he 
interpreted proverbs abstractly. The neurological examina- 
. ` tion revealed slight horizontal nystagmus, diminished ankle 
jerks, distal sensory impairment, and a mildly ataxic gait. 
Although there was no recorded history of an episode of 
Wernicke's encephalopathy, these findings were typical of 
Korsakoff's disease. 






In a number of cases there were features that sug- 
gested more than one diagnosis, and some patients si- 
multaneously exhibited two distinct clinical syn- 

| dromes. 


Case 3. At approximately age 25, after his discharge from 
the army, Mr. C became increasingly fretful and withdrawn. 
He expressed paranoid delusions and made several suicide 
attempts. Mr. C was admitted to a mental hospital with the 
diagnosis of catatonic schizophrenia and received several 
courses of ECT. He continued to act abnormally after his 
discharge from the hospital, and he never worked produc- 
tively. He also began to drink to excess. He was admitted to 
our hospital in 1964 with the diagnosis of schizophrenia. In 
1967, a neurologist noted memory impairment and peripheral 
neuropathy, and the diagnosis was changed to organic brain 

E syndrome with peripheral neuropathy. When he was seen in 
1976 at the age of 54, Mr. C was neatly dressed and coopera- 
tive but disoriented to time. He could not remember the 
names of 5 objects for 5 minutes. He could recall easily de- 
tails of his youth, war experiences, and earlier hospital ad- 
missions (including the ECT), but he did not know the rea- 
son for or length of his present hospital stay. He thought that 
Eisenhower was President of the United States. Results on 
tests of language, calculations, and constructiorial ability 
were normal. His affect seemed bland. When asked the rea- 
son for his original hospital admission, he said it was a pun- 
ishment for having killed several prostitutes. Records of pre- 
vious psychiatric examinations showed that this was a 
frequent delusion. Neurological examination confirmed th 
presence of peripheral neuropathy. | 

N In terms of intellectual function, Mr. C had almost exclu- 
sively a moderate memory disorder (Korsakoff s syndrome). 
There were two possible causes: alcohol and ECT. How- 
ever, in addition to amnesia, he had a clear history of psychi- 
atric disturbance, presumably schizophrenia, that antedated 
the memory disorder. Psychotic manifestations were still 
present but were less florid. The bizarre nature of his delu- 
sions cannot be equated with the ordinary confabulation of 
Korsakoff's syndrome. Because of the coexistence of two 
different clinical pictures, Mr. C was given the diagnosis of 
Korsakoff's syndrome and schizophrenia. 


In other cases, a patient was assigned to more than 
M one category because more than one etiologic or path- 
* ophysiologic mechanism was responsible for the ob- 
served abnormality of the mental state. 
Case 4. Mr. D, a 66-year-old man, had a right-sided sub- 
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*, dural hematoma evacuated in 1951 after he was struck on the, 
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head in a brawl. He returned to his work as a gravedigger but’ 
drank excessively andzaad frequent diffiqulties with the law. 
He, also developed major motor seizured Mr. D was admit- , 


. tet to a hospital in 1961 and found to bejdemented. A pneu- 


moencephalogram showed cortical atophy. He was trans> 


‘ferred to our hospital later that year with the diagnosis of * 


organic brain syndrome and his condition remained essen- 
tially unchanged for the next 15 years. On examination in 
1976, he was slovenly, irritable, and uncooperative. He was 
disoriented to time and place and could not remember the 
names of 5 objects for 5 minutes. He could give very little 
information about his past life or current events. However, 
his language was normal and he performed calculations well. 
He was unable to copy simple geometric figures, and he de- 
clined to interpret proverbs. Neurological examination re- 
vealed bilateral burr holes and signs of a mild left hemipa- 
resis. 

Although he was difficult to examine, there were clear in- 
dications of a multifaceted deterioration of intellectual func- 
tion and behavior. His intellectual deficit involved more than 
just amnesia (Korsakoffs syndrome), and the relatively 
stable course was not compatible with a progressive, idio- 
pathic dementia. His history suggested two possible etiol- 
ogies, trauma and alcohol, and since both appeared to be 
operative, he was diagnosed as having alcoholic dementia 
and posttraumetic encephalopathy. 


Alcoholic dementia was very common in this group 
of patients. Application of this diagnostic entity pre- 
sented some difficulty because it has been so poorly : 
defined in the literature. However, we did identify a 
group of patients with a fairly distinctive clinical syn- 
drome whose symptoms cccurred in the presence of 
excessive consumption of alcohol and in the absence 
of any other apparent etiology. 


Case 5. Mr. E, a 56-vear-old former army sergeant, was a 
lifelong abuser of alcohol. His drinking became exceptianal- e 
ly heavy when he reentered civilian life, at which time a 
change in personality was noted. He was often belligerent, 
even when sober, and on several occasions assaulted mem- 
bers of his family. This disturbing behavior necessitated tem- 
porary admission in 1967 to a state hospital, where he was 
diagnosed as having a schizophrenic reaction. Evaluation at 
another hospital at about the same time resulted tn the diag- 
nosis of personality disturbance, passive-aggressive type. 

He continued to drink in spite of medical intervention and 
had numerous hospital admissions over the next few years 
for symptoms of tremulousness and hallucinations in the 
context of alcohol withdrawal. The history did not suggest 
any major head trauma. Because of his manifest inability to 
care properly cor himself, he was finally sent to a nursing 
home. His belligerent and disruptive behavior made him un- 
welcome there, and he was ultimately admitted to our hospi- 
tal in 1972 with the diagnosis of organic brain syndrome. 

On examination in 1976 he was somewhat peevish and in- 
attentive. He knew the name of the hospital but not the cor- 
rect date. Short-term memory was impaired; he could not 
retain the names of 5 objects for a brief interval. He had only 
a very vague reco-lection of his various hospital admissions, , 


and his narrative of these events was disjointed and unclear. 


He performed better when questioned about his milftary 
service and the events of World War II. His language was 
normal, but coxstructional ability was poor. He interpreted. 
the proverb “Rome wasn't built in a day” to mean that it 
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‘took more than one day tb buid the city of Rome. His stream 


of thought was coherent, and he was,got hallucinating. Neu- 
rological examinatibn showed diminished ankle jerks and a 
mild unsteadiness df gait. 


^ This alcoholic patidat had a moderate memory danve l 
of the typé seen in Korsakoff’s syndrome (see cases 2 and 3), ` 


but unlike patients with Korsakoff's syndrome (strictly de- 


fined) he also had constructional difficulty, poor manipula- 


tion of old knowledge (tested by proverb interpretation), and 
a prominent disorder of personality and behavior. Alcohol 
abuse was the only obvious cause for his deteriorated state. 
His clinical picture is representative of the patients we have 
grouped together under the rubric of alcoholic dementia. 


There were 3 patients in the sample of 80 in whom a 
careful assessment of the mental status failed to reveal 
any apparent abnormality. 


Case 6. Mr. F, an 80-year-old right-handed man and 
former laborer, had always been a heavy consumer of alco- 
hol. Nevertheless, he worked regularly until the age of 60. 
After retirement he continued to drink heavily, and he was 
admitted to a state hospital at the age of 64 for sociopathic 
personality and alcoholism. After discharge, however, he 
continued to drink excessively and became incapable of 
properly caring for himself. He was admitted to this hospital 
at the age of 69 and given the diagnosis of organic brain syn- 
drome. His hospital stay was marked by two major medical 
events: an above-the-knee amputation of the right leg be- 


> cause of arteriosclerosis obliterans in 1970 and a cerebro- 


vascular accident with left hemiparesis in 1975. The diag- 
nosis was still listed as organic brain syndrome. 
Examination revealed an alert and personable man who 
looked younger than his 80 years. He was correctly oriented 
and could remember the names of 5 objects for 5 minutes. 
He was fully conversant with current political events, gave a 
complete personal medical nistory, and performed tests of 
language, calculations, drawing, and stick design quite well. 
HiS"proverb interpretations were abstract. He showed no 
evidence of denial or neglect and realistically assessed his 
current medical and social status. Neurological examination 
confirmed the presence of ar old right-sided upper motor 
neuron lesion. Despite his advanced age, chronic alcohol- 
ism, and the CVA, Mr. F showed no significant deficit of 


intellectual ability or behavior as tested bv this protocol. The: 


only apparent reasons for his diagnosis of organic brain syn- 
drome were his age and social circumstances. 


Finally, there were 3 patients for whom no definite 
diagnosis could be made. One patient was too deaf to 
be adequately evaluated, and the details of the history 
were unclear. In another case, an acute manic episode 
precluded adequate mental status testing. In a third 
patient, the complete lack of history made a definitive 
diagnosis impossible. 


DISCUSSION 
è . e 
A random sample of 80 patients originally given the 


nonspecific diagnosis of organic brain syndrome was 
assessed in an attempt to make more specific diag- 


. noses. In the overwhelming majority (77 out of 80) this 
provers to be possible, altheugh 13 individuals required 
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more than one diagnosis. Only conventional diagnostic 
techniques were required to achieve this fractionation 
of the sample. 

We encountered three practical problems. In ut 
cases patients were not fully accessible to testing, 
in others vital historical and laboratory informagon 
was lacking. However, these difficulties were ng#nec- 
essarily insurmountable obstacles to making a more 
specific diagnosis. Some patients appeared to require 


more than one diagnosis, because 1) they simulta- : 


neously exhibited two distinct clinical syndromes or 2) 
their history suggested more than one explanation for 
the current clinical picture. Under these circum- 
stances, multiple diagnoses were made in keeping with 
the suggestion in DSM-III (1). None of these problems 
limits the validity of the various diagnostic criteria em- 
ployed. 

Senile dementia was the most frequentlv encoun- 
tered disorder (see table 2), followed by the alcohol- 
related entities of alcoholic dementia and Korsakoff's 
disease. (Two patients with Korsakoff's syndrome had 
symptoms that resulted from factors other than alco- 
hol abuse). Dementias following head trauma, anoxia, 
or intracranial infection were another major category. 
Presenile dementia and multi-infarct dementia were 
much less common. 

Psychiatric diagnoses were rather frequent. We 
diagnosed 12 individuals, 15% of the total, as having 
exclusively a functional disturbance of tbe mental 
state. These patients appeared to have been diagnosed 
as having organic brain syndrome because of associat- 
ed features, e.g., history of a prefrontal lobotomy, 
presence of seizures, or alcoholism. The remainder of 
the diagnostic entities encountered in this sample were 
classical neurological diseases such as multiple scle- 
rosis, Parkinson's disease, and aphasia secondary to 
stroke. Using rather strict criteria (29), we found no 
cases of normal pressure hydrocephalus. 

There are many other potential causes for the diag- 
nosis of organic brain syndrome, and the composition 
of our sample is, of course, a function of the popu- 
lation at our facility. The small number of women, the 
low incidence of mental retardation, and the high rate 
of alcoholism are among the features that might signifi- 
cantly influence the frequency distribution of diag- 
noses. The present study is not intended to give statis- 
tical data on the relative prevalence of the various 
diagnostic entities in a chronic disease hospital, but 
rather to assess the feasibility and utility of a particular 
diagnostic approach to this group of diseases. It is 
probable that our hospital is fairly typical of many 
large neuropsychiatric facilities, but only a com- 
parable study of other institutions can settle this issue. 

With the exception of 1 case in which a brain biopsy 
provided pathological confirmation, our diagnoses 
were based entirely on clinical and laboratory informa- 
tion. However, we believe that it is very likely that 
most of the diagnoses were correct. Almost all diag- 
nostic assessments in medicine are made in this way, 


_and physicians constantly make important diagnostic 
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, and therapeutic decisions based on the type of clinical 


'" evidence we used. This is particularly true in the func- 


. tional diseases, since no clinical-pathological correla- 
e tons are possible at the present time. Nevertheless, 
standard diagnostic criteria, the psychiatric clini- 
ds it possible and quite useful to distinguish dif- 
nctional syndromes (30). Thus there is ample 

precedent for using clinical data to make specific diag- 
noses in the absence of pathological confirmation. 
' The majority of the diagnostic categories used in this 
study are standard neurological and psychiatric en- 
tities. Most can be recognized by their characteristic 
clinical features alone. Several others are defined in 
terms of a specific. etiology (e.g., posttraumatic en- 
cephalopathy) rather than a pathognomonic clinical 
presentation. Although it might be theoretically prefer- 
able to use an entirely semeiologic nosology, the 
mixed approach to classification is the only practicable 
one at the present time. 

The clinical diagnosis of alcoholic dementia de- 
serves special mention. We use this term to refer to a 
group of patients with the clinical syndrome of de- 
mentia and a definite history of alcoholism. Excluded 
are alcoholics with clinical histories that suggest other 
possible etiologies, such as major head trauma, vascu- 
lar disease, or intracranial infection. We found that 
these patients could be grouped together not only be- 
cause of the probable etiology but also in terms of a 
clinical syndrome. They could be distinguished from 
patients with senile and presenile dementia by their 
relatively stable course and absence of language ab- 
normality and from patients with Korsakoff s disease 
by their considerable constructional difficulty and a 
prominent behavioral disturbance in addition to am- 
nesia. Whether this syndrome represents a forme 
fruste of Marchiafava-Bignami disease (22) or a sepa- 
rate entity 1s uncertain. The etiologic role of alcohol is, 
of course, presumptive. Although many clinicians rec- 
ognize such a state of severe intellectual and behavior- 
al deterioration occurring in alcoholism, the clinical 
picture and pathophysiology of the syndrome have 
never been delineated clearly (22). 

Since little is known about many such organic men- 
tal disorders, one might question the justification for 
making specific diagnoses. It might be argued that it is 
better to make no attempt at diagnosis than to force 
some cases into diagnostic categories that do not nec- 
essarily fit the clinical syndromes. However, the cur- 
rent nosology does account for the majority of patients 
in a chronic disease hospital. Furthermore, since most 
of the entities have such discrete, easily recognized 
clinical features, there seems even less justification for 
grouping them all together as “‘the organic brain syn- 
drome.” 

One possible argument for retaining the organic 
«brain syndrome label revolves around the group of 
patients whose diagnoses were etiologically defined 
sand whose clinical syndromes seemed relatively non- 
specific. However, the apparent nonspecificity of the 






*. clinical syndromes may simply reflect our inadequate 
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methods of analvzing these conditions. Indeed, the 
present study shows t#at it is possible to delineate clin- - 
ical, syndromes even with the relatively crude tools of 

a clinical evaluation. To dismiss all Af these cases as 
examples of organic brain syndrome would be to close . 


3 


the door prematurely on the possibility of future dis- - . 


tinctions. : 

Another problem in terminology concerns those’ 
patients who received more than one diagnosis. Al- 
though the coexistence of two disorders in one individ- 
ual does not detract from the validity of each entity as 
a specific disease, it is possible that the combination of 
the two processes may result in a clinical state that is 
different from the simple arithmetic sum of the two 
components. It might be held that the resulting syn- 
drome is so complex or nonspecific that only a general 
label is warranted. '*Organic brain syndrome" might 
be considered a term analogous to ''heart failure" or 
‘‘end-stage kidney failure," referring to a general clini- 
cal picture of diverse etiologies. However, just as 
heart failure and renal failure can take different forms, 
depending on the etiologic elements in a particular 
case, organic brain syndrome may differ from case to 
case depending on the combination of etiologic fac- 
tors. The conjunction of senile dementia and post- 
traumatic encephalopathy may produce a syndrome 
different from the combination of alcoholic dementia 
and posttraumatic encephalopathy. With better means 
of analysis, senile dementia supervening on schizo- 
phrenia may be found to differ from senile dementia in 
an individual without a history of psychosis. Whatever 
the inadequacies of this conjoint method of diagnosis, 
two specific diagnostic terms are preferable to a single 
term that is vegue and general. 


Fractionating the diagnosis of organic brain Aur = 
if we 


drome into more specific categories is essential 

are to learn more about this group of diseases. The use 
of this term has hampered many lines of investigation. 
Clinical trials of experimental drugs are frequently 
done with populations of patients with the nonspegific 
diagnosis of organic brain syndrome (31). Considering 
the variety of pathological processes that fall under 
this heading, it is not surprising that no one particular 
agent has proven to be of significant benefit to date. A 
drug that acts on the brain vasculature, for example, 
conceivably might be helpful in multi-infarct dementia 
but not in postinfectious encephalopathy. To group all 
of these patients together indiscriminately is to mask 
any potentiallv beneficial or harmful effect of a particu- 
lar agent on a specific subgroup of patients. 

Many experimental psychological studies also have 
made use of a group of subjects said to suffer from 
organic brain syndrome. As the present study shows, 
such a group of patients may be very heterogeneous 
and may include some individuals with 'psychiatric 
syndromes and others with no apparent abnormality of 
the mental state. The use of such a population to vadi- 
date a diagnostic test or to provide insight into the ab- 
normal neurOpsvchological mechanisms of brain dis- 


. ease may be very misleading. It is not justified to as-- _ 
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: sume that all patients with brain disease, of whatever 


~’tests. Entities a 


perform in a similar way on standard psychological 
diverse as senile dementia, Korsa- 
koffs syndrome, and aphasia have totally different 


type, have the is underlying"deficit or that all will 


` clinical features and anatomical-pathological correla- 


` tions. Studies that group all patients together will inev- 
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itably faib to detect these significant differences. In 


psychological, pharmacological, and other forms of 
biomedical research, fractionation of the organic brain 
syndrome group is essential if we are to obtain mean- 
ingful results. 

The use of specific diagnoses has an additional bene- 
ficial effect. Although mest organic mental disorders 
cannot be reversed, a small number of cases are poten- 
tially treatable. Failure to consider the specific entities 
subsumed by the diagnosis of organic brain syndrome 


may result in missing treatable causes of dementia, 


such as general paresis, hypothyroidism, normal pres- 
sure hydrocephalus, and subdural hematomas (32). 
The misdiagnosis of a patient with a functional dis- 
order as a case of organic brain syndrome is another 
serious error, since many psychiatric conditions, par- 
ticularly depressions, are amenable to treatment. Al- 
though depression may superficially mimic de- 
mentia (33), the two syndromes have vastly different 
prognoses, even in the elderly (34). Labeling a patient 
as having organic brain syndrome is often tantamount 
to, calling him hopeless and all too often consigns him 
to medical and social neglect 

Thus there appears to be little reason to retain the 
diagnostic term ‘‘organic brain syndrome.” In actual 
practice, the diagnosis is used indiscriminately to refer 
to a heterogeneous group of patients, most of whom 
haye well-delimited clinical syndromes for which more 
precise diagnostic terms exist. Even in more ambigu- 
ous cases there are strong arguments for abandoning 
the nonspecific label. Use of the nonspecific term may 
contribute to the mismanagement of patients, and it 
offers an unsound base for various forms of research. 
The diagnosis is vague and unnecessarily general. 
Nothing is gained by the common practice of append- 
ing a specific diagnosis to the general term (e.g., organ- 
ic brain syndrome associated with Alzheimer's dis- 
ease). Perhaps the one possible justification for the use 
of the term is as a kind of abbreviated phrase to refer 
to the full range of abnormal mental symptoms com- 
monly associated with definable neurological disease. 
In this sense, the recognition of certain clusters of 
symptoms as organic will alert the psychiatric clinician 
to the possibilitv of nonfunctional disease. Separation 
of organic from functional is an essential step in the 
assessment of patients, but proper management ulti- 
mately requires further refinement of diagnosis. Only a 
willingness to be specific can increase our understand- 
ing of these disorders. 

$ 


REFERENCES 
1. American Psychiatric Association: Diagnostic and Statistical 


z 
2 * 


16. 


17. 


18. 


19. 


20, 
21. 
22. 
23. 


24. 


25. 
26. 
27. 


. Patients in Mental Institutions, 1964, Part 2. Washington, pc, 
. Riley MW, Foner A: Aging and Society. New York, ^R 


. Fisch M, Goldfarb A, Shahinian S, et al: Chronic brai 


. Sherwin I: Temporal lobe epilepsy: neurological and behavioral ,: 


e .. 
Am J Psychiatry 135:1, January 1978 E 


Manual of Mental Disorders, 2nd ed. Washington, DC, Ameri- 
can Psychiatric Association, 1968 Sois 


Public Health Service, 1966, p 22 







Sage Foundation, 1968 


drome in the community aged. Arch Gen Psychia 
745, 1968 


. Sjogren T, Sjogren H, Lindgren AGH: Morbus Alzheimer and 


Morbus Pick: a genetic, clinical, and pathoanatomical study. 
Acta Psychiatr Scand Supplement 82, 1952, pp 1-152 . 


. Sim M, Turner E, Smith WT: Cerebral biopsy in the investiga- 


tion of presenile dementia. I. Clinical aspects. Br J Psychiatry 
112:119-125, 1966 


. Smith WT, Turner E, Sim M: Cerebral biopsy in the investiga- 


tion of presenile dementia. II. Pathological aspects. Ibid, pp 
127-133 


. Neumann MA, Cohn R: Incidence of Alzheimer's disease in a 


large mental hospital: relation to senile psychosis and psychosis 
with cerebral arteriosclerosis. Arch Neurol Psychiatry 69:615- 
636, 1953 


. Larson T, Sjogren T, Jacobson G: Senile dementia. Acta Psy- 


chiatr Scand Supplement 157, 1963, pp 3-259 


. Corsellis JAN: Ageing and the dementias, in Greenfield’s 


Neuropathology, 3rd ed. Edited by Blackwood W, Corsellis 
JAN. London, Arnold, 1975, pp 796-848 


. Hachinski VC, Lassen NA. Marshall J: Multi-infarct dementia: 


a cause of mental deterioration in the elderly. Lancet 2:207-209, 
1974 


. Walker AE, Caveness WF, Critchley M (eds): The Late Effects 


of Head Injury. Springfield. Ill, Charles C Thomas, 1969 


. Schneck SA: Cerebral anoxia, in Clinical Neurology. Edited by 


Baker BA, Baker LH. Hagerstown, Md, Harper & Row, 1975 


. Victor M, Adams RD, Collins GH: The Wernicke-Korsakoff 


Syndrome. Philadelphia, FA Davis, 1971 


. Benson DF, Geschwind N: The aphasias, in Clinical Neurology. 


Edited by Baker AB, Baker LH. Hagerstown, Md, Harper & 
Row, 1975 

Katzman R, Karasu TB: Differential diagnosis of dementia, in 
Neurological and Sensory Disorders of the Elderly. Edited by 
Fields WS. New York, Stratton, 1975, pp 103-134 

Fox JH, Topel JL, Huckman MS: Use of computerized tomog- 
raphy in senile dementia. J Neurol Neurosurg Psychiatry 
38:948-953, 1975 

Sourander P, Sjogren H: The concept of Alzheimer's disease 
and its clinical implications, in Alzheimer's Disease and Related 
Conditions. Edited by Wolstenholme GEW, O'Connor M. Lon- 
don, J&A Churchill, 1970, pp 11-36 

Blessed G, Tomlinson BE, Roth M: The associstion between 
quantitative measures of dementia and of senile change in the 
cerebral grey matter of elderly subjects. Br J Psychiatry 
114:797-811, 1968 

Tomlinson BE, Blessed G, Roth M: Observations on the brains 
of demented old people. J Neurol Sci 11:205-242, 1970 

Wilson LG: Viral encephalopathy mimicking functional psycho- 
sis. Am J Psychiatry 133:165-170, 1976 

Victor M: Alcoholism, in Clinical Neurology. Edited by Baker 
AB, Baker LH. Hagerstown, Md, Harper & Row, 1975 

Lynch MJH: Brain lesions in chronic alcoholism. Arch Patholo- 
gy 69:342-353, 1960 

Adams RD, Collins GH, Victor M: Troubles de la memoire et de 
l'apprentissage chez l'homme: leurs relations avec des lesions 
des lobes temporaux et du ciencephale (observations anatomo- 
cliniques), in Physiologie de l'Hippocampe. Paris, Centre Na- 
tionale de la Recherche Scientifique, 1962, pp 273-295 

Baker AB, Baker LH (eds): Clinical Neurology. PAPERONE 
Md, Harper & Row, 1975 l 
Merritt HH: A Textbook of Neurology. Philadelphia, Lea ae 
Febiger, 1973 

Slater E, Beard AW, Glithero E: The schizophrenia-like psy- 
choses of epilepsy. Br J Psychiatry 109:95-150, 1963 


Y i Am J Psychiatry 135:1, January 1978 BENJAMIN SELTZER AND IRA SHERWIN : 


° i v . ^» * 
* " . . 
a 
* 


aspects. Annu Rev Med 27:37-47, 1976 3. Attention (immediate repetition,.e.g., digit span) : 
e .29. Benson DF, LeMay M, Patten DH, et al: Diagnosis of normal- 4. Orientation 
” — pressure hydrocephalus. N Engl J Med 83:609-615, 1970 5. Short-term memory (memorization of ‘names of five un- 
Í. 30. Woodrmff RA, Goodwin DW, d ina è a PERROS: related objects) z ` 
` New York, Oxford University Press, -6. Long-term memory 28 
| ^ 3ENPrien R: Chronic Organic Brain pants a on S Personal details of hospitalization, events of past life " 
| M g VE M EE ‘Impersonal: current events, more remote events of com- . 
* 32. FrNmon FR: Evaluation of patients with progressive in- mon knowledge 
tellectual deterioration. Arch Neurol 33:658-659, 1976 1? Language (spontaneous speech, comprehension, nám-. 
33. Kiloh LG: Pseudodementia. Acta Psychiatr Scand 37:336-351, ing, repetition, reading and writing) 
1961 8. Praxis (limb and oro-buccal) 
e 34. Roth M: The natural history of mental disorders in old age. J 9. Right-left orientation, finger naming, calculatiens 
Ment Sci 101:281-301, 1955 10. Constructional ability (drawing, stick design, copying 
geometric designs) 
P 11. Stream of thought 
12. Mood 
APPENDIX 1 13. Manipulation cf old knowledge (proverb interpretation, 
Examination Schema similarities) 
14. Judgment and insight 
P MENTAL STATUS EXAMINATION 
1. Level of consciousness STANDARD AND COMPLETE NEUROLOGICAL 
2. General presentation (behavior, dress, cooperation) EXAMINATION 
xi 


Important Notice for All Readers 


Beginning with volume 135, number 1 (January 1978) of The American Journal of Psychia- 
try, the following policy has been adopted by the American Psychiatric Association for the 
copying of articles: 


The appearance of the code at the bottom of the first page of an article in The American 

Journal of Psychiatry indicates the consent of the copyright owner (the American Psychiat- 

ric Association) that copies of the article may be made for personal or internal use of s 
subscribers, or for the personal or internal use of their clients. This consent is given on the 

condition, however, that the copier pay the stated per-copy fee through the Copyright 

Clearance Center, Inc., for copying beyond that permitted by Sections 107 or 108 of the 

U.S. Copyright Law, which define ‘‘fair use." This consent does not extend to other kinds 

of copying for general distribution, for advertising or promotional purposes, for creating 

new collective works, or for resale. 


A detailed description of the new procedure and a discussion of the U.S. Copyright Law 
that became effective January 1, 1978, will appear in an early issue. 





: | E Am J Psychiatry 135:1, January 1978 


, [ 
^ 6 


i Trends in American Mental Health 


» 
= * * . 


4 
BY FRITZ REDKICH, M.D., AND STEPHEN R. KELLERT, PH.D. > x e 


a 


Using the data collected by Hollingshead and Redlich 
in 1950 and their own recent data, the authors describe 
trends in the mental health field over a 25-year period. 
They found a marked increase in admissions and 
readmissions to inpatient facilities and a significant 
decrease in the average length of stay; a considerable 
increase in outpatient treatment services; a shift in 
major diagnostic categories from schizophrenia to 
alcoholism; an unequal allocation of services to young 
versus elderly patients; discharge of many chronic 
patients to nursing homes; the increased involvement 
of psychiatrists in administrative work and decreased 
time spent in direct patient care; and an increase in 
third-party insurance as a source of patient fees. 


IN THIS paper we will report briefly on trends in Amer- 
ican mental health by comparing some of the data that 
Hollingshead and Redlich (1) collected in 1950 with 
data collected by our research team in 1975.1 Our 
study was conducted within a small northeastern in- 
dustrial region,” and no conclusive generalizations 
about trends in American mental health can be drawn 
from it. On the other hand, the mental health system in 
our region is neither radical nor conservative, and na- 
tiSttal data suggest that our data are representative 
rather than atypical (2, 3). We attempted to gather in- 
formation. on all aspects of mental health care, al- 


Presented at the 130th annual meeting of the American Psychiatric 
Association. Toronto, Ont., Canada, May 2-6, 1977. 


At the time this work was done, Dr. Redlich was Professor, Depart- 
ment of Psychiatry. Yale University School of Medicine, 103 
Whitney Ave., Suite 1, New Haven, Conn. 96510, where Dr. Kellert 
is Senior Research Associate. Dr. Redlich is now Associate Chief of 
Staff for Education, Brentwood Veterans Administration Hospital, 
Los Angeles, and Professor of Psychiatry, University of California 
at Los Angeles, Calif. Address reprint requests to Dr. Kellert. 


!Our investigations were primarily conducted by Stephen R. Kel- 
lert, Ph.D. (sociologist), and Fritz Redlich, M.D. (psvchiatrist); 
coinvestigators included Jeffrey Blum, Ph.D. (psychologist), and 
Richard F. Mollica, M.D. (psychiatrist). Additional assistance was 
provided by Silvia Zimerman, M.D. (psychiatrist), Frank Romo 
(sociologist), John Bartlett, M.D. (psychiatrist), and Augusta Ar- 
thur (administrative assistant). 

2The total area population was approximately 355,000 people, about 
12% of whom were nonwhites. The urban center numbers around 
138,000 peoye, with approximately 100,000 whites and 38,000 non- 
whites. The suburban communities have a population of about 
217,000 people with 5,000 nonwhites and the remainder whites. In 
1950 the area had a total populatton of approximately 275,000; the 
urban center had 170,000 people. nonwhites constituting approxi- 
mately 5% of the total. The urban center accounted for over 60% of 
.the region's population in 1950; the corresponding figure in 1975 
was below 40%. 


though primarily on mental health professionals, 
patients, and institutions. 

Information about the activities and social charac- 
teristics of mental health professionals (psychiatrists, 
psychologists, social workers, nurses, ‘‘new’’ menéal 
health professionals, and the clergy) were obtained 
through questionnaires and interviews with over 900 
representatives of these groups. Data on the diagnostic 
and social characteristics of patients were obtained 
through incidence and prevalence records over a 6- 
month period, as well as from state and national re- 
ports. Information concerning the area mental institu- ' 
tions was gathered from state reports, personal inter- 
views with administrators, annual reports, and staff 
and budgetary statistics. The institutional facilities 1n- 
cluded a state hospital, a state and university-affiliated 
community mental health center (CMHC), a Veterans 
Administration (VA) hospital, 2 general hospitals, 6 
private hospitals, 3 children's clinics, and 3 commu- 
nity outpatient clinics. Information concerning nursing 
home facilities, particularly those with discharged 
mental patients, constituted a separate investigation. 
This is a preliminary report, and much of our re- 
search is still being conducted. Modification of the 
findings will certainly occur by the time the study is 
completed. 


MENTAL HEALTH INSTITUTIONS AND RATES 
OF TREATED PSYCHIATRIC DISORDER 


Since 1950 remarkable changes have occurred in ad- 
mission and readmission rates to both inpatient and 
outpatient services. New inpatient admissions in- 
creased approximately 9096 during the period, with 
more people seeking help today for milder emotional 
disturbances than ever before. Inpatient readmission 
rates skyrocketed, increasing almost 600%. In 1950 
readmissions accounted for approximately 40% of all 
inpatient admissions, but by 1975 the corresponding 
figure was 65%. Colloquially, this is referred to as the 
"revolving door" phenomenon. 

Accompanying this significant increase in admis- 
sions and readmissions to inpatient facilities was a re- 
markable decline in the average length of inpatient 
treatment. In contrast to 1950, when a single inpatient 
admission was typically followed by lengthy treat- 
ment, the pattern in 1975 was for much shorter, more ' 
intensive care, fairly rapid discharge, and then read- 
mission for recurring episodes of mental disorder. The” . 
average duration of inpatient treatment in 1950 was 20 
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FIGURE 1 
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Approximate Percentage of Total Patient Population in South Central Connectictit in 1900, 1950, and 1975, by inpatient ane Outpatient Facility ` 
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years for psychoses and 9 years for neuroses. By 1975 
the average length of stay in inpatient facilities had 
dropped to 9 months, and in outpatient facilities, to 5 
months. Moreover, the average length of hospital- 
ization for new admissions to public inpatient services 
was less than 1 month; in private hospitals it was 2 
months. 

Outpatient treatment increased even more remark- 
ably, rising by about 100076 over the 25-year period. In 
1950 outpatient services accounted for less than 30% 
of all patients, but by 1975 approximately twice as 


l ) 


many patients were in outpatient as in inpatient care. 
(This does not include mentally disturbed persons 
treated in nursing homes.) Moreover, in 1975 there 
were more than 5 times as many new admissions to 
outpatient as to inpatient services. Nationally,-out- 
patient services in 1950 constituted 2096 ef all patient 
care episodes; bv 1975 this figure had increased to .. 
65% (2). Some of these changes are reflected in figure * 
i, and additional insight may be provided by a brief 
examination of the services available for the care of 
the mentally disturbed. " 


* 2 


" TRENDS IN AMERICAN MENTAL HEALTH 
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The State Mental Hospital 


No facility had changed more profoundly than the 
state mental hospítal. The resident patient census de- 


creased from approximately 3,000 in 1950 to 1,000 in ` 
` 1975. Despite this significant decrease, admission rates ' 


to the state hospital increased by about 300%, with 
new: admissions rising by 40% and readmissions by an 
astounding 650% (primarily alcoholics). The average 
length of stay declined from over 20 years to 7 months, 
with the great majority of patients treated for no longer 
than 60 days. In 1950, 66% of the area mental patients 
were treated in the state hospital; by 1975 the figure 
was closer to 25%. The average cost was less than $10 
per day in 1950, but nearly $50 per day by 1975. 


The CMHC 


The creation of this facility in the 1960s represented 


. one of the most important changes in the institutional 


care of the mentally ill during the 25-year period. In 
our area the CMHC in 1975 accounted for 11% more 
patients than were treated in the state hospital. The 


: CMHC's most outstanding characteristic was its pri- 
 marily outpatient character. There were more than 500 


inpatient admissions in 1974, with slightly more read- 


missions than new admissions; and the average length | 


of stay was 20 days. However, more than 4,500 out- 
‘patients were treated, with somewhat more than half 
constituting new admissions. Average outpatient costs 
were approximately $40 per day and inpatient costs, 


. about $100 per day. 


The Private Mental Hospital 


In 1950 private hospitals accounted for 29» of all 


e patients, and the figure remains similar today. Private 


hospitals experienced most of the changes previously 
noted, including major increases in new admissions 
and readmfssions and a decrease in length of treat- 
ment. It is of interest that readmission rates were far 
lower.for private hospitals than for state hospitals; 
readmissions accounted for only 1 out of 3 admissions 
to private hospitals. In addition, length of stay aver- 
aged twice to three times longer in private than in pub- 
lic facilities, a nearly complete reversal of the situation 
in 1950. The average cost per patient, approximatelv 
$20 per day in 1950, increased to over $125 per day by 
1975. One important change was the growth of third- 


party private insurance as a source of patient fees, 


EE ~~, 


with this sector paying as much as 85% of private hos- 
pital charges in 1975, compared with a rough estimate 
of 10% in 1950. 


Psychiatric Services in the General Hospital 


This faciliey's importance increased during the 25- 


- year period. Although there were 2 general hospitals in 
- 1973, their primary activity was short-term outpatient 


care. They treated less than 7% of the patient popu- 


lation in 1950, and by 1975 they accounted.for 10% of 


all patient contacts. It has been estimated that nation- 
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ally, general hospitals in 1974 accounted for 26% of all 
patient services (3). 


The VA Hospital 


While the local VA hospital experienced many of 
the changes previously described, its relative standing 
changed only slightly. In 1950 the VA hospit 
counted for 4% of the patient population, and the fig- 
ure is over 6% today. The most significant change has 


been a considerable increase in outpatient services. In . 


1975 inpatient costs were estimated at $100 per day 
and outpatient costs at $40. 


The Nursing Home : 


The dramatic decline of the state hospital was aided 
considerably by the discharge of many long-term 
patients to nursing homes. In 1950 chronic patients 
filled the back wards of the state hospital, but by 1975 
most of them had been discharged to nursing homes 
and other intermediate care facilities. Our preliminary 


.data suggest that the nursing home had become one of 


the most important institutions for the care of the men- 
tally disturbed, although its financing (borne largely by 
Medicare) and its bureaucratic administration had 
moved from the mental health to the welfare and gen- 
eral health care systems. 

National figures indicate that the. number of aged 
mentally disturbed patients in nursing homes in- 
creased from 196 per 100,000 in 1950 to 456 per 100,000 
in 1970 (2). In 1963 nearly half of the aged mentally 
disturbed patients were in state hospitals, but by 1975 
the figure was well under 20% (2, 4). A study by the 
National Institute of Mental Health (5) estimated that 
nursing homes were the largest single source of ex- 
penditure in the mental health field in 1975, when they 
accounted for 29% of the total. We found that in 1975 
approximately half of the aged chronically ill patients 
discharged from the state hospital were referred to 
nursing homes. Moreover, while most of the patients 
discharged in the 1960s were aged, by 1975 only 48% 
were over 65 and 2096 were under 40 years of age. Our 
limited study of area nursing homes indicated that 25% 
of the patients in these facilities had a primary psychi- 
atric diagnosis and 4096 a primary or secondary psy- 
chiatric diagnosis. In addition, more than 90% ot the 
psychiatric patients regularly received psychoactive 
drugs, and 3796 of the patients with a purely medical 
ciagnosis also received this type of medication. 

Nursing homes have been referred to (not incorrect- 
ly) as ‘‘decentralized back wards,” providing primari- 
ly custodial care to many former mental patients. The 
primary force behind the change was not an improve- 
ment in therapy—although drugs did render manage- 
ment more practical—but Medicare legislation. The 
nursing home appeared to have significantly reduced a 
major cost burden on the mental health system (at 
least 5096 of the cost of custodial care) and to have 
somewhat improved the image of the state hospital, 
although no data indicated an improvement in the ther- 
apeutic care of the chronically disturbed patient. 


: 
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Private Practice 


‘Preliminary statistics indicated that private practice 
was the least changed area of mental health care. 
Patients under private care in 1975 were still largely 
suffering from psychoneurotic disorders and treated 
for lengthy periods of time. One change was the signif- 
icant decline in the proportion of patients under pri- 
vate care. In 1950 private practice accounted for 19% 
of the mental patient population; by 1975 a rough esti- 
mate suggested that this figure was 8%. On the other 
hand, the absolute number of patients treated ‘by pri- 
vate practitioners had significantly increased since 
1950, with third-party insurance contributing to the 
greater utilization of private therapists. 


Miscellaneous Mental Health Facilities 


Two community outpatient facilities were estab- 
lished in the 25-year period; one was operated by a 
municipality, and the other was affiliated with a pre- 
paid group practice. The latter facility used social 
workers working with primary physicians to treat 
medical patients with psychological problems. Most 
patients in both facilities suffered from mild distur- 
bances and were referred to other institutions for more 
serious problems. 


THE PATIENTS 
Áge 


The average age of patients dropped dramatically in 
the 25-year period (see table 1). In 1950 the mean age 
for inpatients in state facilities was over 50; by 1975 it 
was approximately 40. This decline was primarily due 
to the discharge of elderly chronic patients to nursing 
homes, as well as to a significant increase in child and 
adolescent services. In outpatient services, CMHCs 
were particularly exemplary of the trend toward treat- 
ing a younger, less seriously disturbed population; 
60% of the patients were between the ages of 20 and 
35, and three-fifths of them were classified as only 
mildly to moderately disturbed. In the state hospital, 
however, only 32% of the patients were between 20 
and 35, and 8796 of them were moderately to severely 
disturbed. | 


Sex 


Significant changes occurred in the sexual distribu- 
tion of patients, particularly in state inpatient facilities, 
where the proportion of female patients decreased 
from 51% in 1950 to 24% in 1975. This shift was largely 
due to the discharge of many chronic female patients. 


to nursing homes and to a great increase in male alco- 


” holics treated in the state hospital. In private inpatient 
. hospitals, on the other hand, there were more female 
than male patients; and in all outpatient facilities wom- 
. en accounted for 51% of the patient population. 
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TABLE 1 i 
Estimated Percentage af Patients in 1950 and 1975, by Age 


<= Type of Facility | 
1975, Inpatient - 


1975, Outpatient. 
Age 1950, All 


Public Private Public Private. 

0-15 3 2 6 23 45 
16-24 7 20 28 26* 10 
25-34 21 22 24 24 16 
35-44 19 19 12 12 14 
4S-54 17 20 14 8 ' 11 
55+ . 34 19 16 6 Dj 
Race 


In 1950 less than 5% of the patient population was 
black; by 1975 this proportion had increased to 15%. 
In the state hospital blacks constituted 15% of all 
patients and over 30% of alcoholic patients. In the 
CMHC 23% of the patients were black. These figures 
suggest a significant equalization of public services 
provided in terms of the numbers of people treated. 
However, preliminary figures indicate that nonwhite 
patients are inordinately concentrated in particular 
service delivery units and are far more likely to be 
treated by a low-status mental health professional. In 
contrast, only 395 of private hospital patients and an 
even smaller proportion of private practice patients 
were black. Puerto Ricans constituted a negligible pro- 
portion of the mental patients in 1950, but by 1975 they 
accounted for over 426 of state hospital inpatients and 
3% of all outpatients but less than 1% of private hospi- 
tal patients. 


Social Class 


o c 

Our social class data are rather inadequate at this 
time. This deficiency is due to the large number of chil- 
dren and adolescent patients in 1975, a situation that 
makes it extremely difficult to assess socioeconomic 
status based only on the patients' occupational, educa- 
tional, and income data. In 1950, 7896 of all patients 
were from the lower socioeconomic classes. The num- 
ber of persons with mental disorders was 1,700 per 
100,000 for the lowest class (class V) and approximate- 
ly 600 per 100,000 for the top 3 classes. Our limited data 
indicate that in 1975 the relative proportion of patients 
in each of the socioeconomic classes remained roughly 
the same. More information concerning the relation- 
ship of treatment to socioeconomic class will be pre- 
sented in the next section of this paper. 


Diagnosis 


In 1950 approximately 75% of all patients were diag- 
nosed as psychotic. Patients with schizophrenia con- 
stituted about 45% of the patient population; alcohol . 
and drug psychoses, 4.7%; senile and organic psycho- 
ses, 18%; and psvchoneuroses, 24% (see table 2). The 
most significant diagnostic change in the 25-year peri- 
od was the great increase in alcoholism. Alcoholism 
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. Diagnosis 


` ‘apy (257%), group therapy (20%), 
A778 s , ; . 
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. TABLE 2 


Estimated Percentage of Patients i in 1950 and 1975, by Diaghosis* 


* 


^ Type of Facility ' 


. 1975, Inpatient 1975, Outpatient 


1950, All Public Private Public Private 
Psychoneuroses 24 l 3 16 27 
“Affective * 
disorders 8 7 35 14 15 
Psychoses 
Alcoholfdrug 5 52 9 15 
Senile/organic 18 3 2 1 1 
Schizophrenia 45 19 32 10 8 
Personality 
disorders 6 8 9 10 
Childhood 
disorders 2 8 16 25 


* Percentages for 1975 do not total 100% because small diagnostic groups were 


excluded from the aralysis. 


accounted for 46% of the state hospital inpatients, but 
only 15% of the outpatients and 8% of the private 
patients. Thus alcoholism had become the most signifi- 
cant diagnostic category by 1975, although the number 
of patients with this diagnosis varied considerably by 
type of facility. In 1975 patients with schizophrenia 
constituted 20% of the patient population and patients 
with senile and organic psychoses just 2%. Childhood 
and adolescent disorders had increased dramatically 
(especially in outpatient facilities), accounting for al- 
most 20% of all patients. In 1975 the readmission rate 
for alcoholics was over 75%; schizophrenics, 69%; neu- 
rotics, 55%; and patients with childhood disorders, 22%. 


PROFESSIONALS AND THEIR TECHNIQUES 
Treatment Practices 


In 1950 MacIver and Redlich (6) were impressed 
with the division of the psychiatric profession into di- 
recttve-organic and analytic-psychological practition- 
ers. The former used biolcgical tools (psychosurgery, 
electroconvulsive therapy, and drugs) combined with 


.persuasive-directive methods; the latter practiced one 


of the dynamic psychotherapies. In 1950 psychothera- 
py was emploved 32% of the time; organic therapy, 
32%; and custodial treatment (primarily for psychotic 
patients from lower socioeconomic classes), 36%. 

By 1975 the picture hac changed markedly. There 
had been a significant homogenization of therapeutic 
approach. The predominant treatment technique em- 
ployed a combination of individual, group, and milieu 
therapies with an extensive use of drugs. The psychia- 
trist who did not prescribe drugs in 1975 had become 
the exceptipn. In addition, psychiatrists almost rou- 


. tinely prescribed drugs for patients who were treated 


by other mental health professionals not licensed to 
administer drugs. In 1975 the principal therapies were 
individual psychotherapy (25% of the time), drug ther- 
and family therapy 
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(1596). The major emphasis was on symptom relief and 


than on achievement of personality insight or change. 

Custodial treatment had decreased dramatically, al- 
though in the ‘“‘decentralized back wards" of nursing 
homes, custodial care, facilitated by drug medication, 

Was the primary therapeutic mode. 

Our data indicate that the influence of psychoanal 
sis declined. It was regarded by many as an important 
theoretical basis for psychotherapeutic work, but its 
acceptance was not as wide or powerful as in 1950. In 
1975 only 45% of the psychiatric residents rated psy- 
choanalysis as an important tool, compared with al- 
most universal acclaim in 1950. As a treatment modali- 
ty, especially in institutional settings, psychoanalysis 
had practically disappeared. Among a sample of 1,500 
institutionalized patients, psychoanalysis was not 
once cited as the primary form of therapy. On the oth- 
er hand, the overwhelming majority of psychiatrists 
and psychologists still regarded psychoanalysis as an 
important tool in the mental health field, although most 
nurses and other mental health workers rated it as of 


limited importance. 


Psychiatrists 


We found that psychiatrists, for the most part, 
worked with middle- to upper-socioeconomic-class 
adults suffering from schizophrenia, affective dis- 
orders, and psychoneuroses. Few psychiatrists or resi- 
dents reported much contact with the aged, alcoholic, 
drug-dependent, or sociopathic patient. Almost all 
psychiatrists indicated little desire to work with alco- 
holics, despite the fact that this was the largest diag- 
nostic category. In addition, in 1975 as in 1950, there 
was almost a complete absence of interest in the men- 
tally retarded and patients with brain disease. 

We also discovered that in 1975 psychiatrists had as- 
sumed a much larger administrative, and had a dimin- 
ished direct patient care, function. This was especially 
true in public facilities. For example, in the state hos- 
pital less than half of the psychiatrists’ time was spent 
in direct patient care, while over 30% of it was devoted 
to administrative activities. In contrast, nearly 90% of 
the private psychiatrists’ time was spent in direct 
patient care. Most of the senior psychiatrists in public 
facilities had outside private practices where they per- 


formed a large percentage of their patient care, primar- 


ily for a higher socioeconomic-class patient. 
Only 10% of all psychiatrists indicated that they 


. spent more than 25% of their time in research. Even 


among full-time university psychiatrists, only 35% re- 
ported spending more than 2596 of their time in re- 
search. 


The Allied Mental Health Professions and Their 
Relationship to Psychiatry 


One of the most striking changes in the 25-year peri- 


od was the remarkable growth of the allied mental ' 


health professions. This growth was primarily a con- 


i 


restoration of responsible social functioning rather., . 
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TABLE 3 
Distribution of Mental Health Personnel in South Central Connecticut 
in 1950 and 1975 


Type of 1950 (N=690) 1975 (N-1,180) 96 Change, 
Personnel N A N % 1930-1975 
Psychiatrists 50 7.2 200 16.9 400 
Psychologists 20 2.9 140 11.9 700 
Social workers 20 2.9 140 11.9 700 

` Nurses 100 14.5 300 25.4 300 
New professionals 0 50 4.2 
Aides 500 72.5 300 25.4 —46 
Clergy 0 50 4.2 
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sequence of the rapid increase in the mental patient 
population (particularly in outpatient facilities) and of 
the unwillingness or inability of psychiatrists to treat 
certain diagnostic types, such as alcoholics. 

As indicated in table 3, all types of mental health 
personnel, with the exception of psychiatric aides, had 
increased markedly since 1950. The most pronounced 
gains were for psychologists and social workers (in- 
creases of 700%). In addition, no such phenomenon as 
the ‘‘new’’ mental health professional existed in 1950, 
although 50 such persons were identified in 1975. The 
proportion of psychiatric aides dropped from 72.5% in 
1950 to 25.426 in 1975, primarily due to the decrease in 
custodial, long-term care. The growth of the clergy as 
formal therapists in institutional mental health settings 
was particularly impressive. Most of the clergy's 
patients were of middle-socioeconomic-class status; 
two-thirds of them suffered from situational marital 
and family-related problems. 

Our data indicate that the relative distribution of the 
professionals varied considerably by facility. Nurses, 
new mental health professionals, and aides were con- 
centrated in state inpatient facilities, and there were 
only small numbers of them in outpatient clinics. One- 
third of the psychologists and most of the psychiatric 
social workers, but only 1596 of the psychiatrists, were 
located in outpatient clinics. Very few psychologists 
worked in private mental hospitals, but over 6% of the 
psychiatrists were located in such facilities. Many psy- 
chiatrists staffed public inpatient facilities, but, as pre- 
viously indicated, a large percentage of their time was 
spent in administrative activities. 

We also fcund that many mental health profession- 
als, in addition to psychiatrists, were involved in pri- 
vate practice; in 1950 psychiatrists had an almost ex- 
clusive monopoly in this area. However, the relative 
amount of time spent in private practice was unequal; 
25% of the psychiatrists reported spending a majority, 
and 6096 some, of their time in private practice, com- 
pared with 9% and 40%, respectively, of the psycholo- 
gists. Very few social workers and nurses were primari- 


ly involved in private practice, although 40% of the 


former and 12% of the latter reported some amount of 
private practice. 
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. The expansion of the activities of the allied mental, 
health professionals was as impressive as their growth. 
This was dramatically evident with regard to individ- 


_ ual psychotherapy, which was once almost exclusively ' 


practiced by psychiatrists. Our data indicate that psy- 


- chiatrists were the most involved in individual psycho-° 


therapy, although 73% of the psychologists, 85% of the 
social workers, 67% of the psychiatric nurses, and 
66% of the other mental health workers reported some 
individual psychotherapeutic work. Drug therapy was 
largely under the control of the psychiatrist, although 
it was not uncommon to find psychiatrists routinely as- 
sisting the other mental health professionals whenever 
drugs were requested. Group therapy was practiced 
most often by the other mental health workers and by 
nurses, principally in the treatment of alcoholic 
patients. Family therapy was most often employed by 
social workers, who, it is of interest to note, together 
with psychiatrists were the most frequently cited prin- 
cipal therapists. 

In 1950 the team concept prevailed, with dif- 
ferentiated roles for each of the professions, and the 
psychiatrist was clearly the head of the team. Al- 
though psychiatrists still dominated the field in 1975— 
especially in prestige, power, and financial reward— 
one barely noticed a clear separation of tasks, except 
that psychiatrists were largely responsible for physical 
examinations and prescribing drugs. This blurring of: 
professional roles was particularly evident in public in- 
patient and outpatient facilities. In these ‘‘resource- 
poor'' settings, the other mental health professionals 
provided much of the direct patient care, with psychia- 
trists often assuming a larger share of leadership and 
administrative functions. This phenomenon of over- 
lapping professional roles was less evident in private 
hospitals. These ''resource-rich'' settings typically 
maintained the traditional medical separation of the 
professions, with psychiatrists at the head of the men- 
tal health team, administering a large proportion of the 
direct patient care. 

We also found a direct correlation between the sta- 
tus of the mental health professional and the socioeco- 
nomic and clinical status of the patient. The 20- to 40- 
year-old middle- to upper-socioeconomic-class psy- 
choneurotic and schizophrenic patient was most likely 
to be treated by a psychiatrist or psychologist; the low- 
er-socioeconomic-class alcoholic and aged patient, by 
the mental health worker and nurse; and the adoles- 
cent, moderately disturbed, middle-class patient, by 
the social worker. The treatment of the alcoholic was 
particularly illustrative of this relationship. Not one 
psychiatrist was involved in the therapeutic care of al- 
coholics in the state hospital, although alcoholics (who 
were primarily frem the lower socioeconomic classes 
and 30% of whom were nonwhite) accounted for-over ` 
4596 of all diagnosed patients. In contrast, psychia-. 


 trists in private hospitals were the most frequently .. 


cited principal therapists for alcoholics (most of these 
patients were of high socioeconomic status, and nearly 
all were white). 
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Space limitatioris preclude any discussion of the po-- 
* tential implications of our research findings for organi- 

zational changes in the mental health field. However, a ' 
-number of the findings deserve special consideration in : 


this regard. These include the following (not listed in 
order of importance): 1) the expansion of services and 
changes in therapeutic practice; 2) the shift in diagnos- 
tic labels; 3) the unequal allocation of services to 
young versus elderly patients; 4) the discharge of 
chronic patients to nursing homes; 5) alcoholism in 
mental health care; 6) the relative roles of psychiatry 
and the other mental health professions in administra- 
tive and direct patient care activities; 7) role confusion 
and task substitutability among the mental health pro- 
fessions; 8) the relationship of socioeconomic and 
diagnostic status and race to quality and type of care; 
and 9) the impact of third-party insurance on mental 
health care. 
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DISCUSSION 


EUGENE B. Bropy, M.D. “Baltimore, Md.)—I read this pa- 
per with great interest since I was in New Haven in the late 
1940s when Hollingshead and Redlich conceived their pio- 
neering study and in the 1950s when it was carried out. Since 
its publication it has become a classic. Now, as then, I see 
the reported data less as an epidemiology of illness or dys- 
function than as a very important indicator of the state of our 
society. Medical practice and research, especially as they 
touch on behavior, tell us something about what the society 
regards as right, proper, or worthwhile—or, conversely, as 
bad, harmful, or unnecessary. 

Redlich and Kellert report major differences in the kinds 
of patients defined as psychologically disordered and in the 
services offered them between 1950 and 1975. Is it possible 
to identify some changes in social philosophy during this pe- 
riod that might illuminate these differences? 

Perhaps the*major change is in the nature of government 


-responsibility for the mentally ill that voters and taxpayers | 
- regard as socially appropr-ate and which they are willing to 


support. The landmark event, of course, was President Ken- 
nedy's call as the 1960s began for a bold new approach to 
‘mental illness, one embodied in a system of CMHCs. These 


Av . . 
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centers emerged at the same time in our history as several 
other significant movements. Among the more important of 
these were 1) the demand for public attention to the pre- 
viously neglected black and Spanish-speaking minorities, 2) 
the disrespect for established authority and willingness to 
break with tradition associated with the Viet Nam protests, 
3) the development of a series of new psychoactive drugs, 
and 4) the change in the status of alcoholism from a ‘‘crimé”’ 
to mental iliness. All of these developments, along with the 
CMHCs, played a substantial role in producing many of the 


changes described by Redlich and Kellert, including espe- . 


cially the increase in public outpatient psychiatry and the 
"revolving door” phenomenon, with their corollary changes 
in state hospitals and the decline in private practice. 

The centers in particular provided a means for upward mo. 
bility to paraprofessional status for people who could not 
formerly achieve it and allowed, furthermore, a rapid devel- 
opment of the concept of "indigenous therapist." The emer- 
gence of the new class of nonphysician helping persons, who 
dealt with problems often related to socioeconomic inequi- 
ties, promoted an orientation to rapid treatment, activity, 
and social functioning rather than personal insight as a val- 
ued therapeutic goal. Furthermore, it facilitated a view of 
insight, especially that achieved by the prolonged con- 
templative method of psvchoanalysis, as an elitist goal re- 
quiring an elitist method, applied by overeducated people 
with no appreciation of real life or societal needs. This view 
was reinforced by many physicians, including those formerly 
labeled by Maclver and Redlich as D-O (directive-organic) 
psychiatrists, quick to use the new drugs to effect rapid be- 
havioral change without a troublesome encounter with their 
patients' subjective state. In some respects the current 
vogue for behavior therapy—already undergoing elaboration 
to include so-called ‘‘covert’” elements—is an aspect of the 
same trend. 

Redlich and Kellert refer to nursing homes as decentral- 
ized back wards. It is clear that the games of musical chairs, 
in which elderly patients are transferred to the conveniently 
obscure solitude of nursing homes, and chronic schizophren- 
ic patients are discharged to the mercies of the streets and 
cheap hotels, help support the illusion of movement and of 
something getting done. Even the trend toward home care 
(which often produces results as good as those resulting 
from inpatient care) was pushed with little recognition of 
the effects of a disturbed adult on the development of children 
and the mental health of others in the home, or of the even- 
tual impact of community care—just now being defined—in 
an increased birthrate among schizophrenic parents. 

I have little doubt that a great deal of very worthwhile psy- 
chosocial rescue work is carried out by a variety of counsel- 
ors and physicians and that in ‘‘resource-rich’’ settings many 
people continue on worthwhile voyages of self-exploration. 
However, | think that society and the mental health profes- 
sions deceive themselves if they think that shuffling patients 
about, building new clinics, or inventing new therapies will 
hide our continuing ignorance about the causes of the psy- 
choses, the crippling psvchoneuroses, the addictions, and 
the varieties of antisocial personalities. 

The aspect of the Redlich and Kellert report on which the 
new President’s Commission on Mental Health should first 
focus is the abysmal decline in the value attributed to psychi- 
atric research both by the profession at large and those who 
might fund it. The single item to which I wish the authors 


could have devoted more attention is the proliferation of. al-, 


ternative health care systems and their role in the changing 
patterns of use of conventional svstems. 
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The Physician’s Knowledge of Psychoiropic Drugs: Preliminary 


Results 


BY RICHARD M. GOTTLIEB, 


á questionnaire about three commonly prescribed 
psychotropic drugs was administered to physicians 
and trainees in two specialties and to medical 
students. Psychiatrists and psychiatric residents had 
very low levels of knowledge about the physiology, 
pharmacology, and side effects of diazepam; their 
scores did not exceed those of medical residents or 
students. Trainees in internal medicine scored poorly 
regarding the diagnosis of depressive syndromes and 
the physiology and pharmacology of imipramine and 
amitriptyline, whereas psychiatrists performed well. 
The results of this preliminary study can provide 
guidelines for improving the teaching of 
psychepharmacology in general and the 
psychepharmacological treatment of the medically ill 
in particular. 


RECENT studies have shown that as many as 20% of 
medical inpatients are receiving psychoactive agents 
at a given time (1). Diazepam is not only the most com- 
monly prescribed psychotropic drug in the United 
States today, it is the most commonly prescribed drug 
of any class. It has been estimated that from 70 to 80 
million prescriptions for diazepam are written each 
year (2, 3). The tricyclic compounds, used to treat de- 
pression, are prescribed much less widely. However, 
prescription of tricyclics by both psychiatric and non- 
psychiatric practitioners is by no means infrequent. 
More than one-fifth of all adult Americans not con- 
fined to institutions have at least one prescription for a 
psychotropic drug written for them in the course of a 
year (4). 

Given the pattern of very widespread prescription of 
psychotropic drugs, surprisingly little attention has 
been focused in the psychiatric or other medical litera- 
ture on the prescribers' understanding of these medi- 


When :his study was done, Dr. Gottlieb was Fellow in Liaison Psy- 
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is Pharmacist and Dr. Strain is Associate Clinical Professor of Psy- 
chiatry and Director of Liaison Psychiatry. 
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cines. We are aware of only one recent attempt to ex- 
amine the physician’s level of knowledge about psy- 
chotropic drugs (5) and of no studies attempting either 
to relate levels of knowledge to progress through train- 
ing or to compare psychiatrists with physicians-in- 
training in other specialties. The need for such an as- 
sessment increases as Clinical psychopharmacology 
becomes more complex. There is a proliferation of sci- 
entific and clinical information with which physicians 
must become conversant. Recent examples might be 
drawn from the fields of drug-drug interactions, phar- 
macokinetics, or the metabolic profiles of the com- 
monly prescribed benzodiazepine and tricyclic agents. 

Psychiatrists cannot be exempted from the urgent 
need for fluency with these medicines. The consulta- 
tion-liaison setting calls for such a fluency, and those 
who teach others in medical schools, teaching hospi- 
tals, or collaborative work with nonmedical psycho- 
therapists need to be as informed as possible. 

Clearly, methods must be devised to evaluate the 
physician's knowledge of psychotropic drugs, his atti- 
tudes and misconceptions regarding their use, and, 
wherever possible, the sources of his misconceptions. 
This paper is a preliminary report of our efforts'to de-™ 
velop a method that attempts to assess and compare 
the understanding of medical and psychiatric physi- 
cians about three widely prescribed psychoactive 
drugs. 


METHOD 


A 22-item questionnaire! was constructed in order 
to test the subjects' basic knowledge of three psycho- 
tropic agents: diazepam, the most commonly pre- 
scribed benzodiazepine, and imipramine and amitrip- 
tyline, two commonly prescribed tricyclics. The ques- 
tions were directed toward the assessment of three 
specific areas of knowledge of these drugs: 1) clinical 
indications for their use, 2) basic pharmacology and 
physiology, and 3) toxicities and side effects. All ques- 
tions had a direct and immediate bearing on such clini- . 
cally relevant decisions as when to prestribe or with- 
hold a drug, choice of administration route, establish-" ' 


"The questionnaire, together with an answer key and references and 
oue citations for the answer key, is available by writing to De 
ottlieb 
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ment of a proper dosé,' administration schedule, and 
indications for discontinuation of a drug.” 
The survey questionnaire, which had a multiple- 


choice format, was administered at Montefiore Hospi- - 


„tal and Medical Center by an attending psychiatrist. 
Three groups of respondents were tested without ad- 
vance notice at the end of the academic year: 1) interns 
and residents in the department of medicine; 2) psychi- 
atric residents at all three levels, postresidency fellows 
in a consultation and liaison psychiatry training pro- 
gram, and attending psychiatrists, and 3) medical stu- 
dents during their clinical clerkships in psychiatry and 
medicine. 

Responses to individual questions were analyzed in 
an attempt to infer the nature and sources of common- 
ly held misconceptions surrounding the use of these 
psychotropic drugs. Furthermore, analysis of individ- 
ual items allowed for the refinement of the question- 
naire: several questions were eliminated because they 
appeared in retrospect to be ambiguous or confusing 
or because there was no expert consensus about cor- 
rect answers. 


RESULTS 


All 97 questionnaires, distributed to 42 members of 
‘the medical house staff, 30 psychiatrists, and 25 medi- 
cal students, were completed. The presence of the ex- 
aminer ensured this 100% response rate. 


Comparison by Category of Knowledge 


Anxiety and diazepam. The levels of performance of 
the medical house staff, psychiatric staff, and medical 


æ students were comparable in regard to correct re- 


sponses on questions pertaining to the clinical diag- 
nosis of anxiety states and the indications for the use 
of diazepam: 72%, 82%, and 76%, respectively. More- 
over, the three groups were indistinguishable with re- 
gard te issues concerning physiologv and pharmacolo- 
gy, with 38%, 33%, and 39% correct responses, 
respectively. Thus in these two categories medical 
students were as well informed as their medical and 
psychiatric teachers. Furthermore, medical students 
responded correctly on 5866 of items referring to side 
effects of diazepam, compared with medical house 
staff and psychiatric staff, who scored 48% and 49%, 
respectively. 

Depression and tricyclic antidepressants. With re- 
gard to clinical diagnosis and indications for use of tri- 
cyclic antidepressant drugs for depressive syndromes, 
psychiatrists were significantly better able to respond 
correctly than the medical house staff or medical stu- 


' dents: percentages were 81%, 62%, and 67%, respec- 


l 2The*questionnaire covered basic knowledge. Esoteric information 


was avoided. Questions were constructed from material available 
in the more popular medical, pharmacological,,and psychiatric 
* textbooks, and from more recer tly published material in widely 


read medical and psychiatric journals. 
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tively (p«.01).? The psychiatrists also performed sig- 
nificantly better than the medical house staff or medi- 
cal students on questions pertaining to the physiology 
and pharmacology of the tricyclics—79%, 49%; and 
45% correct responses, respectively (p<.01). 


Comparison by Level of Training and by Specialty 


Based on the 22 questions that comprised the final 
version of the questionnaire, the following six sub- 


scores were tabulated: 1) a score obtainable by chance ' 


alone, and scores obtainable by 2) medical students, 3) 
medical interns, 4) medical residents, 5) psychiatrists 
in residency training and those with less than 5 yearg 
of postresidency training, and 6) attending psychia- 
trists 5 or more years beyond their residency training. 

In the aggregate, all groups performed better than 
chance alone would predict. Combining all questions, 
psychiatrists as a group scored significantly higher 
than any of the other groups (p<.01), with a 70% cor- 
rect response rate. Separate analysis of the group of 
questions relating only to anxiety and diazepam 
showed that the scores of the attending psychiatrists, 
medical students, medical interns, and medical resi- 
dents ranged from 4346 to 5496 correct, and the psychi- 
atrists' scores were statistically indistinguishable from 
those of the medical students and medical house staff 
(p>.5). 

Separate analysis of the group of questions relating 
to depression and tricyclic antidepressants showed 
that the psychiatrists as a group recorded 87% correct 
responses, which was significantly higher than the 
medical groups tested (p<.01). Moreover, the older 
psychiatric attendings scored 95% correct answers. 
The scores of medical students, medical interns, and 
medical residents were similar (in the range of 60% 
correct answers), and these groups were statistically 
indistinguishable from one another (p>.5). 


Analysis of Certain Specific Items 


Where the nature of the question that was asked 
called on the respondents’ knowledge of the details of 
pharmacologic and physiologic properties of diaze- 
ram, a pattern emerged suggesting that scores im- 
proved with increasing years of training within medi- 
cine (i.e., student, intern, resident). However, psychi- 
atrists’ scores remained at or below the level of the 
medical intern. 

Further analysis of responses to questions relating 


to the clinical diagnosis and diazepam treatment of: 


anxiety yielded the following specific findings: 

1. More than 25% of the medical and more than 30% 
of the psychiatric staff tested failed to recognize that 
fatigue could be an important symptom of anxiety. 

2. Less than 3396 of all medical and psychiatric phy- 
sicians were aware of the fact that certain patient 
groups (i.e., the elderly and the hypoalbuminemic) are 


?*Values for p were calculated by comparing the number of correct 
responses with the number of incorrect responses in a two-by-two 
, table with one degree of freedom and determining the chi-square. 
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at risk for excessive central nervous system depres- 
‘sion if given diazepam. 

3. Two-thirds of the medical house staff and one- 
half of the psychiatric staff believed that diazepam has 
a ‘“high physiological addiction potential.” 

4. 'Only 52% of the medical house staff and 29% of 
the psychiatric staff were familiar with the short-term 
metabolic fate of diazepam administered intra- 
venously. Furthermore, a frequent misconception in 
all groups was that I.V. diazepam was transformed in 
the liver within minutes. 

5. Only 20% of the medical and psychiatric staff 
were able to relate their knowledge of the metabolism 
and duration of action of diazepam to the clinical task 
of devising a pharmacologically rational dosage sched- 
ule. 

6. Ten percent of the medical house staff and 23% of 
the psychiatric staff failed to recognize that diazepam 
may occassionally precipitate hostility, rage, or even 
physical violence. 

7. With regard to side effects, 20% of the medical 
house staff believed that diazepam therapy could re- 
sult in Parkinsonism and muscular dystonias (e.g., tor- 
ticollis); none of the psychiatrists held this belief. On 
the other hand, both groups recognized the wide mar- 
gin of safety from poisoning with overdoses of diaze- 
pam. 

Analysis of responses relating to the clinical diag- 
nosis and tricyclic treatment of depressive syndromes 
yielded the following: ' 

1. Only 33% of the medical house staff in contrast to 
94% of the psychiatric staff could relate their knowl- 
edge of the duration of action of the tricyclic drugs to 
the clinical task of devising a pharmacologically ratio- 
nal schedule of administration. Furthermore, of the 
medical staff who responded incorrectly, almost, 50% 
felt that **only imipramine pamoate (Tofranil-PM) can 
be given in a single dose at bedtime, because other 
forms of imipramine and amitriptyline are too rapidly 
metabolized to be effective" when given once a day. 

2. Fifty percent of the medical staff and 42% of the 
psychiatrists felt that the tricyclic dosage could be in- 
creased to 1 g/day. 

3. None of the psychiatrists and 40% of the medical 
staff believed that tricyclics caused parkinsonism re- 
quiring adjunctive antiparkinsonian medication (1.e., 
trihexyphenidyl). 

4. The potential of the tricyclic drugs for causing se- 
rious cardiovascular toxicity was widely recognized 
among all groups tested. Similarly, neither the medical 
nor the psychiatric staff felt that successful tricyclic 
therapy should be routinely discontinued at the time of 
hospital discharge. Rather, all agreed that tricyclics 
should be maintained following discharge. 


DISCUSSION 


Although the assessment of physicians' knowledge 


. of depressive syndromes and anxiety states and their 


3 
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pharmacological treatment is of 'coqsiderable impor- 
tance, we wish to stress first the preliminary nature of 
the current survev and the findings derived from it. 


The fact that the pópulation studied wás small and lim-. 


ited to the staff of a single teaching institution. clearly 


points to the need for examining a larger number of.. 


respondents from many different institutions before 
the generalizability of findings could be established. 

The questionnaire itself has certain limitations. A 
questionnaire that is designed for use in a more exten- 
sive and definitive study might be standardized on test 
populations. Any vagueness and ambiguity that exists 
in our questionnaire could be minimized by the meth- 
ods currently used in the design and analysis of the 
large-scale examinations used in medical education 
today (e.g., the National Board of Medical Examiners 
examinations). Finally, our questionnaire may not 
have been sufficiently extensive or detailed to permit 
an accurate assessment of the respondents' knowledge 
of psychopharmacology. 

Given these limitations, the data that did emerge 
support the proposition that neither the trainee in in- 
ternal medicine nor the psychiatrist (at any level of 
training) is sufficiently informed about the diagnosis 
and psychotropic drug treatment of anxiety states and 
depressive syndromes. 

With respect to anxiety and diazepam, the scores of 
psychiatrists in the areas of the diagnosis of anxiety 
and the physiology, pharmacology, and side effects of 
diazepam did not exceed those of medical house staff 
or medical students. Furthermore, in addition to these 
groups' rather low scores on questions relating to the 
diagnosis of anxiety, their responses revealed a lack of 
familiarity with the properties of diazepam. This may 
represent an imporiant area of neglect in contempo- 
rary medical education and especially in psychiatric 
education (6). 

In contrast, the psychiatrists scored significantly 
higher than the medical house staff and medical stu- 
dents with respect to depression and the tricyclics in 
all three areas (clinical diagnosis, physiology and phar- 
macology, and side effects). However, the psychia- 
trists showed significant deficits in their knowledge of 
all three categories. 

The medical students as a group performed as well 
as every other group tested—both medical and psychi- 
atric—in the series of questions relating to anxiety and 
diazepam. In the series of questions relating to depres- 
sion and the tricyclics the medical students did as well 
as medical house staff. The psychiatrists did signifi- 
cantly better and showed improvement with increased 
experience. Again, important deficits in this area, al- 
though not as great as the deficits in the scores on anx- 


iety states and diazepam, continued to exist. 
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COMMENT . 


Antidepressant and minor tranquilizing drugs are 


not the exclusive tools of the psychiatrist: most tran- , 
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_ Crime and Violence Among Mental Patients Reconsiderédsn 
” View of the New Legal Relationship Between the State and the 


Mentally ill 


BY LARRY SOSOWSKY, M.P.P. 


The author compared the arrest rates of 301 former 
state mental hospital patients with those of the local 
county population and selected U.S. cities. He found 
that the patients had a markedly higher incidence of 
arrests for criminal behavior, including violent 
offenses, than either of the comparison groups. 
Patients who were female, aged 20-30, and nonwhite 
had higher arrest rates for violent offenses than the 
rest of the study group. These findings are at variance 
with those of earlier studies but are in general 
agreement with more recent studies. The author 
suggests the need for further research in order to more 
completely identify those factors which explain the 
high crime rate among the mentally ill. 


THE SHIFT over the past two decades from total-care 
state hospitals to a variety of treatment settings in the 
community has most recently given rise to increas- 
ingly concerned reconsideration of the relationship be- 
tween the mentally ill and violence. 

There is no question that public policy has resulted 
in marked changes both in the size of state hospital 
populations and in the planning for their role in the 
future. From a peak of about 560,000 inpatients nation- 
wide in 1955, there was a decline to 427,799 inpatients 
by 1969 and to 237,692 inpatients by the end of 1974, a 
reduction of 5895, 5995 of which occurred after 1969. 


This paper is based on a policy study done by Mr. Sosowsky when 
he was a student at the Graduate School of Public Policy, University 
of California, Berkeley, and Research Assistant in the Domestic 
Studies Program at the Hoover Institution on War, Revolution and 
Peace, Stanford, Calif. He is now a student in the doctoral program 
of the School of Social Welfare, University of California, Berkeley. 
Address reprint requests to Mr. Sosowsky at 120 Haviland Hall, 
University of California. Berkeley, Calif, 94720. 
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In addition to the closing of traditional state hospitals 
(between 1970 and 1974, 12 state hospitals in 8 states 
were closed) (1, 2), both the remaining hospitals and 
the new regional facilities being projected can be ex- 
pected to shift in character to.integrate with commu- 
nity services. 

Current trends serve to sharpen a picture of relaxed 
restraints on the mentally ill. In response to the con- 
temporary legal concern with the civil rights of the 
mentally ill, 15 states to date have limited involuntary 
civil confinement to the mentally ill person who is dan- 
gerous to himself (or herself) or others or is unable to 
care for his physical needs. Fourteen other states have 
limited confinement to the mentally ill person who is 
dangerous or is in need of care and treatment, with 12 
of these requiring that the person in need lack the ca- 
pacity to make a responsible decision concerning 
treatment. Seven states have limited involuntary con- 
finement to situations in which it is necessary to pro- 
tect the welfare of the individual or of others, and 15 
others allow compulsory confinement based on mental 
illness that renders the individual in need of care and 
treatment or a fit subject for hospitalization (3). °° 

Further, the June 1975 U.S. Supreme Court decision 
in the case of O'Connor v. Donaldson (4), which held 
that ‘‘nondangerous mental patients who are not re- 
ceiving treatment cannot be confined if they can, ‘sur- 
vive safely’ outside the hospital," may well result in 
freedom in lieu of treatment, as Stone (5) predicted, 
e.g., more of the traditional state hospital population 
will be put on their own in the community. Recently 
Kopolow (6), relying on data obtained from an August 
1975 telephone survey of selected state mental health 
facilities, cautioned that early predictions about the 


number of patients likely to be affected by this deci- 


sion were overstated. On the other hand, P.R. Fried- 
man (cited by Sansweet [7]) has argued more recently 
that the impact of this decision is only beginning to be 
felt. 

The cumulative effect of these developments has 
been the creation of a new legal relationship between 
the state and those mentally ill persons wh are treated 


in the public sector. The contours of this relationship ^ 


are not yet fully manifest, but two of its dominant fga- 
tures are clearly discernible: the emphasis on a guaran- 
tee of ''equal treatment” under the law for those al- 
leged to be mentally ill, and the assurance that a volun- 
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` tary treatment asgé@ciation will be facilitated whenever 


possible. : . 


INCIDENCE OF VIOLENCE AMONG THE 


MENTALLY ILL 


-. Historically, the mentally ill have been presumed to 
be more violent than the general public (8, 9). This 
presumption has been increasingly questioned over 
the past two decades. After examining a considerable 
body of relevant research, Gulevich and Bourne (ac- 
cording to Stone [10, p. 27]) concluded in 1970, ** An in- 
dividual with a label of mental illness is quite capable 
of committing any act of violence known to man, but 
probably does not do so with any greater frequency 
than his neighbor in the general population" (9, 
p. 323). In 1975, in another, although less comprehen- 
sive, review of the relevant literature, Langsley and 
Barter concluded, ''All studies reported to date in- 
dicate that former mental patients are less likely or no 
more likely to be arrested for crimes of violence than 
the average citizen” (11, p. 272). More recently, Zitrin 
and colleagues commented in their report of findings 
consistent with the historical presumption that ''the 
literature on crime and mental illness is sparse and 


. contradictory” (12, p. 142). They acknowledged, how- 


ever, that “‘the [contemporary] presumption that the 
mentally ill commit fewer crimes than the general pop- 
ulation. . . has been invoked in support of current... 
[public] policies . . ." (12, p. 147). Durbin and asso- 
ciates (13) also observed that ‘‘previous studies con- 
cerned with the criminal behavior of hospitalized men- 
tal patients have been equivocal" in their report of 
findings, which suggest that at the very least, "persons 
hospitalized for mental disorders are not less fre- 
quently arrested for violations of the law than are per- 
sons in the general population” (pp. 80, 83). 

The present report and the findings of a 1973 study 
by the California Department of Health! offer evidence 
that confirms the recently reported findings of Zitrin 
and associates (12). Acceptance of the contemporary 
view may, then, indeed be premature. 

In 1973 investigators from the California Depart- 
ment of Health found that of the 6,623 individuals con- 
victed of and/or imprisoned for murder, manslaughter, 
or felony assault in California during 1971, 413 had 
been treated in a community menta] health program 
and an additional 347 in a state mental hospital during 
the preceding 4 years within the state. The investiga- 
tors used the total number of patients in each of the 
two lists compiled containing all of the different indi- 
viduals within the state who were treated in one or the 
other type of public mental health facility between 
1966 and 1970 as estimates of the state's mentally dis- 


e 
'The department of health study has not been reported in the litera- 
ture. While I was in the midst of my own investigation, I learned of 
it, made inquiries, and apparently received one of the few copies 


"|. distributed ¢14, 15). 
Pe is * 
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ordered population for the year 1971. Thev then con- 


structed rates of conviction and incarceration for as- ' 


sault and homicide for subjects in the treated; non- 
treated, and general populations who were 16 years of 
age and older in 1971. The researchers found that indi- 
viduals treated in state hospitals had been convictéd of 
and/or incarcerated for violent crimes at a combined 
rate of 3.49 per 1,000 persons; the rate for the general 
population was 0.47 per 1,000 persons. They also 


found that individuals treated in community mental 


health programs were convicted of and/or incarcerated 
for violent crimes less frequently than the state hospi- 
tal patients, but stili more frequently than the general 
public; these rates? were 2.88 and 0.49 per 1,000 pér- 
sons, respectively. 

In 1976 Zitrin and associates (12) reported their 
study of 867 patients admitted to the psychiatric divi- 
sion of New York's Bellevue Hospital from Bellevue's 
own catchment area during the period 1969-1971. 
They obtained arrest records that listed the criminal 
activity of their cohort within New York City for the 
period 2 years before admission and 2 years after ad- 
mission. They then constructed mean annual arrest 
rates per 1,000 persons aged 15 years and older for 
murder, rape, robbery, aggravated assault, and bur- 
glary. These arrest rates were compared with similar 
rates for the general Bellevue catchment area popu- 
lation and the populations in 4,601 U.S. cities—both in 
1972, the year with the highest arrest rates for serious 
crimes in these populations during the 4-year study pe- 
riod. Zitrin and associates found that the mentally ill 
had higher arrest rates for all serious crimes than did 
the urban U.S. population. However, when compared 
with the geographic area from which they were admit- 
ted, the mentally ill had higher arrest rates only for 
rape, aggravated assault, and burglary. Their arrest 
rates for murder and robbery were lower than those 
for the Bellevue catchment area population. 

In 1977 Durbin and associates (13) reported their 
study of arrests accumulated between 1964 and 1973 
by 461 mental patients who had been admitted to a 
Wyoming state mental hospital during 1969. They 
found that male patients were arrested as often as, or 
more often than, men in the general public. Arrest 
rates among female patients seemed to parallel those 
of women in the general public, although the sample 
was too small for definite conclusions. 


METHOD 


In this report I will present the results of a study of 
the arrest records of a cohort of patients admitted to 


"The rates for the general population in these two comparisons do 


not agree because for the comparison of the community mental * 


health patients with the general population, a partial sample of the 


community mental health patients and a corresponding portion pf . 


the state's population were used to construct the rates. This was 
done because the researchers failed to secure the necessary data 
from all of California's 60 community mental health programs. 

* + 
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TABLE 1 

Demographic Characteristics of Patients Admitted from San Mateo 
County to Napa State Hospital (N=301) and the General San Mateo 
County Population (N=566,950) in 1974, by Age, Sex, and Race 





: Patients Admitted County Population 
Item N % N % 
Sex 

Male 203 67.0 277,160 49.0 
` Female 98 31.0 289,790 51.0 
Age (years) 
0- 9 1 0.0 80,639 14.2 
10-19 47 16.0 98,478 17.4 
«0-29 113 37.0 97,339 17.2 
30—39 69 23.0 76,609 13.5 
40—49 33 11.0 70,189 12.4 
50-59 28 9.0 71,109 12.5 
60-69 8 3.0 43,459 7.7 
70-79 ] 0.0 20,339 3.6 
80 or more 1 0.0 8,789 1:5 
Race 
White 238 79.0 $15,925 91.0 
Black 39 13.0 28,347 5.0 
Other 24 8.0 22,678 4.0 


Californiz's Napa State Hospital for the mentally ill 
from San Mateo County's community mental health 
program during the period June 1972-December 1973. 
(San Mateo County is in northern California, near San 
Francisco.) The initial findings of this study were re- 
ported in 1974 during the controversy over closing 
state mental hospitals in California (16, 17). This re- 
port presents the results of the earlier one in an entire- 
ly reformulated and expanded manner so as to match 
closely the methods used by Zitrin and associates. In 
addition, in this report I present tests of statistical sig- 
nificance and extend both the analysis and discussion 
reported by Zitrin and associates and Durbin and asso- 
Clates. 

During the 19-month period, a study sample was 
compiled of all individuals admitted to Napa State 
Hospital from San Mateo County’s community mental 
health program. This sample was compiled by collect- 
ing the names of all of the individuals designated on 
the hospital admission records as having been admit- 
ted from San Mateo County. The study sample com- 
piled included the total list of individuals admitted to 
state hospitals from the county during June 1972-De- 
cember 1973. During this period, 317 individuals were 
admitted. Many of them were admitted more than 1 
time. However, it can be said with certainty that the 
317 names which comprised the initial sample repre- 
sented different individuals. From the initial sample, 
301 individuals (299 for whom demographic and diag- 
nostic data were available) were ultimately selected as 


, the study cohort.’ 


+ 


*The remaining 16 patients were excluded because insufficient iden- 
tification information was available to enable the California Depart- 
ment of Justice to determine whether they had arrest records. 
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Table | indicates that there were den differences - 


in the age, sex, and racial distributions of the study 
sample and the county's general population. There 
were twice as many men as women in the study, 
sample, while in the county there were more, women 


than men. The highest proportion of patients in the ad-, 
mission cohort was in the 20- to 40-year-old range. In . 


contrast, examination of the county's distribution’ re-, 
vealed a relatively uniform spread of ages from 0-60; 
the nonwhite population in the county was over- 
represented in the admission cohort, while the white 
population was underrepresented. 

Among the data subsequently collected were the ar- 
rest and conviction records for each patient in the ad- 
mission cohort (N=301) for the period January 1966 
through March 1974. These records listed all of the ar- 
rests and convictions incurred by the patients within 
the entire state of California during this period. The 
data pertaining to convictions will be analyzed and re- 
ported at a later date. For the purposes of this report I 
examined the arrests that occurred between 1966 and 
1973, a period of 8 years—3% years before the narrow- 
ing of California's criteria for involuntary confinement 
to state mental hospitals* and 415 years after the re- 
form. 

The types of offenses for which patients in the co- 
hort had been arrested were divided into violent and 
nonviolent offenses. Violent offenses were further sub- 
divided into those involving direct bodily harm and 
those involving the potential for harm. Under the 
former category were murder, assault, and rape. Of- 
fenses with the potential for harm included robbery, 
burglary, possession of burglar's tools, crimes against 
children, threatening violence, possession of weapons, 
kidnapping, arson, and rioting. Nonviolent offenses in- 
cluded, in order of their frequency, publie iñ- 
toxication, possession or sale of drugs or a hypoder- 
mic instrument, petty theft, resisting arrest, grand 
theft, disorderly conduct/disturbing the peace, for- 
gery, loitering, possession of stolen property, extor- 
tion, and others (exclusive of violations of the niotor 
vehicle code). 


RESULTS 


Of the 301 mental patients in the cohort, 142 (47.2%) 
had been arrested at least once during the 34% years 
before and 415 years after the liberalization of Califor- 
nia’s involuntary commitment procedures; 71 of these 


‘This reform was embodied in the Lanterman-Petris-Short Act of 
1967, which was implemented on July 1, 1969. In addition to mak- 
ing the criteria for involuntary hospitalization more stringent, the 
act increased the legal rights of the committed and localized the: 
state's mental health funding apparatus (see the Calsornia Welfare 
and Institutions Code. section 5000, 5150). Langsley and Bar- 
ter (11), Urmer (18), and Stone (10, pp 60-65) have reported on 
various aspects of California’s new mental health law. Langsley 
and Barter raised the issue of danger and then dismissed it after 
citing the major findings in the literature on violence and the mer- 


tally ill and indichting the difficulty that psychiatrists have in pre- . 


dicting dangerous beaavior. 
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. FIGURE 1 
Age Distributions of ge Total Admission sample (N=301), Patients Arrested for a Violent Offense (N=71), and Patients Arrested for a Nonvio- ] 


lent Offense (N=71) 
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e»: Total admission sample 


mna M ve c toe Patients arrested for 
a violent offense 


~m oom = — Patients arrested for 
a nonviolent offense » 


70 80 90 


AGE (Years) 


301 patients (23.6%) had been charged with a non- 
violent offense only and 71 patients (23.696) with a vio- 
lent offense. 

Age 


Figure 1 illustrates the age distributions of the 
patients who had been arrested for at least 1 violent 


offense during the 8-year study period, those arrested : 


for a nonviolent offense only, and the total sample of 
301 patients. The age distribution of the total sample 
showed a wider dispersion than the distribution of ei- 
ther the patients arrested for a violent offense or non- 
violent offense only. Each of the three age distribu- 
tions peaks :n the 20-30 age range, however. The 
group arre$ted for a nonviolent offense had more 
patients in the 30-40 age range than the group of 
patients arrested for violent offenses; this difference 
extended to the 60-70 age range. The top age range for 
the group of patients arrested for a violent offense was 
only m 60. 


- . 


36 : 


TABLE 2 


Comparison of Total Admission Cohort (N —299), Patients Arrested for 
a Violent Offense (N=69), and Patients Arrested for a Nonviolent Of- 
fense (N=71), by Diagnosis l 


Diagnosis 
Schizophrenic Nonpsychotic 

Item N % N % 
Total cohort 219 73.2 80 26.8 
Patients arrested for 

a violent offense SS 80.0 14 20.0 
Patients arrested for 

a nonviolent offense 50 70.4 21 29.6 


Diagnosis and Type of Offense 


Table 2 shows the distribution of diagnoses among, 


299 of the total admission cohort (69 of the 71 patients 


who had been arrested for a violent offense and all of .. 
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TABLE 3 


with Potential for Harm 


6 | e 


` Arrest Records and Diagnoses of 47 Patients Arrested for a Violent Offense Involving Bodily Harm and 24 Patients Arrest for a Violent Offense 








A ' Diagnosis 

Item Schizophrenic Nonpsychotic Unknown* Total _ 

Patients arrested for a violent offense involving bodily harm : 
Number of patients 34 11 2 . 4T 
Number of arrests for violent offenses involving bodily harm 55 14 2 71 
Number of arrests for a violent offense with potential for harm 8 3 5 16 
Number of arrests for a nonviolent offense 94 19 3 116 
Total number of arrests for all offenses 157 36 10 203 
Mean number of arrests for all offenses 4.6 3.3 5.0 4.3 

Patients arrested for a violent offense with potential for harm 
Number of patients 21 3 0 24 
Number of arrests for a violent offense with potential for harm 27 6 33 
Number of arrests for a nonviolent offense 46 "E. 3 
Total number of arrests for all offenses 73 13 86 
Mean number of arrests for all offenses 3.5 4.3 3.6 


* The arrest records of 2 patients for whom diagnoses were unobtainable (they were not recorded in the hospital records examined) are included here. 


the 71 patients arrested for a nonviolent offense only). 
Diagnoses are reported as either schizophrenic or non- 
psychotic; the latter classification includes patients 
diagnosed as alcoholic, drug dependent, neurotic, and 
other. The patients’ diagnoses were obtained from 
Napa State Hospital records indicating the primary 
diagnosis at the time of discharge from the hospital; 
in cases of patients who had not yet been discharged, 
the primary diagnosis assigned within the first 24 
hours after admission was used. Twenty-eight of the 
301 patients in the study had not been discharged 
by Januarv 1, 1974. Approximately three-quarters 
of the total admission cohort were diagnosed as 
schizophrenic, compared with 80% of the patients 
arrested for a violent offense and about 70% of the 
patients arrested for a nonviolent offense. 

Table 3 shows the diagnoses and arrest records over 
the 8-year period of 45 of the patients who had been 
charged with at least 1 violent offense involving bodily 
harm as well as those of the 24 patients who had been 
charged with at least 1 violent offense involving the 
potential for harm. In addition, the table shows the 8- 
year arrest records of the 2 patients who had been 
charged with a violent offense involving bodily harm 
but whose diagnoses were unknown. Thirty-four of the 
patients in the first group were schizophrenic, com- 
pared with 21 patients in the second group. The schiz- 
ophrenic patients arrested for at least 1 violent offense 
involving bodily harm had a higher mean number of 
arrests for all offenses than the nonpsychotic group 
did. However, the mean number of arrests for all of- 
fenses by schizophrenic patients for whom the most 
serious charge involved the potential for harm was 
lower than that of the nonpsychotic group. 

Table 4 details the offenses charged to the 71 
patients who had been arrested for at least 1 violent 
offense of either subtype during the 8 years; the analy- 
sis is based on the patients’ diagnoses (except for the 2 
patients whose diagnoses were unknown). Approxi- 


. * 


mately three-quarters of these patients were schizo- 
phrenic. Schizophrenic patients were charged with 
75% of the violent offenses and 80% of all offenses, 
compared with 1995 and 1796, respectively, for the 
nonpsychotic patients. Of the schizophrenic patients 
in the total cohort of 299 patients (for whom diagnosis 


was known), 25% were arrested for violent offenses, : 


compared with 1795 of the nonpsychotic patients. 


Prereform/Postreform Arrests 


Table 5 shows when the arrest for a violent offense 
occurred in relation to when California's legal reform 
went into operation. Three groups of patients are rep- 
resented in this table: those who had been arrested 
during the 315-year period before the reform but not 
during the 412-year postreform period, those who had 
been arrested during the 415 years following.the reform 
but not during the 3!4-year prereform period, and 
those who had been arrested during both of these peri- 
ods. Arrests for violent offenses involving bodily harm 
occurred approximately 312 times more often during 
the postreform period. In addition, there were 114 
times more violent crimes with the potential for harm 
and about 3 times more nonviolent crimes in the post- 
reform period. 

Table 6 presents the annual arrest rates for major 
crimes during the postreform period for the cohort of 
301 patients admitted to Napa State Hospital between 
June 1972 and December 1973, for the entire popu- 
lation of San Mateo County in 1974, and for 4,237 U.S. 
cities in 1974. 

In the preparation of this table the population data 
for the 4,237 cities were reduced by the proportion of 
children under age 15 (calculated from tabhe 3 in Statis- 


tical Abstracts of the United States: 1974 [19]), and .. 


the rates were calculated from table 40 in Crime in the 
United States, 1974 (20, p. 195), with the arrests of 
children under age 15 omitted. Using unpublished pop- 


ulation projections for San Mateo County by age and ' 
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: TABLE 4 "m 


Offenses Charged Agaiht 71 Patients Arrested for a Violent Offense, by Diagnosis 








. ES ; t. EE Number of Arrests, by Diagnosis . 

- Schizophrenic Nonpsychotic Unknown Total ° 
item i (N =55) (N=14) (N=2) (N=71) 
Violent offenses . 

* Murder . 1 l 0 2 
Aggravated or simple assault 53 13 I 67 
Rape l 0 l 2 
Robbery- 3 l 3 7 
Burglary 22 5 1 28 
Possession of burglar’s tools 1 0 0 1 
Crimes against children 1 1 0 2 
Threatening violence 1 0 0 pD.* 
Possession of weapons 5 I 0 6 
Kidnapping I 0 0 i 
Arson l 1 0 2 
Rioting 0 0 l l 
Total 90 23 7 120 

Nonviolent offenses 
Public intoxication 35 5 0 40 
Possession or sale of drugs or of hypodermic instrument 25 5 1 31 
Disorderly conduct/disturbing the peace 11 0 0 11 
Loitering 6 0 0 6 
Resisting arrest 9 3 0 12 
Possession of stolen property 4 l 0 5 
Petty theft 13 3 l 17 
Grand theft 9 l l 11 
Forgery 4 3 0 7 

^ Extortion 3 0 0 3 
Other (exclusive of vehicle code regulations) 21 7 5 0 26 
Total 140 26 3 169 

Total 230 49 10 289 

TABLE 5 


Time of Arrest in Relation to Reform of the California Civil Commitment Procedure for 71 Patients Arrested for a Violent Offense, by Type of 
Offense 


+ 
* 








Time of Arrest 
E During 315 During 41^ ; 
Years Before Years After .. DuringBoth Periods — —  — 

Item Reform Reform Before Reform After Reform Total 
Arrests for a violent offense involving bodily harm 

Number of patients 4 33 — — 10 

Number of arrests 5 44 il 11 22 
Arrests for a violent offense with potential for harm* i l 

Number of patients 6 19 — — 10 

Number of arrests 8 22 I1 8 19 
Arrests for a nonviolent offense** 

Number of patients 6 29 — — 12 

Number of arrests 12 70 18 31 49 
Arrests for all offenses 

Number of patients 9 50 — — 12 

Number of arrests 25 136 40 50 90 


“Includes some patients from the category of violent offense with bodily harm. 
** Includes some patients from the categories of violent offense with bodily harm znd violent offense with potential for harm. 


sex in 1974 121) and arrest data obtained from Criminal County arrest data for 1975 [23], which were recorded 


' Justice Profile—San Mateo County (22), I calculated by age, sex, and race.? 


. 
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arrest rates for persons over 15 years of age. (The ar- Since I was interested in the 4!4-year postreform pe- ` 
rest data for 1974 were reduced by the proportion of GP 
arrests of childr en under age 15 during 1975. This latter — — That was the first year the California Department of Justice record- 
figure was obtained from unpublished San Mateo ed San Mateo County offense data by demographic characteristics. 
38 ' 
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TABLE 6 


. Annual Arrest Rates for Postreform Period for 4,237 U.S. Cities in 


1974, San Mateo County in 1974, and San Mateo County Cohort Ad- 
mitted from June 1972 to December 1973 (N=301) 


Arrest Rates Per 1,000 Persons 


* 


à USS. San Mateo Admission 
Crime , Cities County Cohort 
Murder 0.15 0.08 1.46 

* Rape 0.18 0.09 1.46 
Robbery 1.18 0.38 253 
Aggravated assault 1.55 0.93 26.58 
Burglary 2.85 1.27 12.56 


E. a a eae 


riod, I divided the total number of arrests for each vio- 
lent crime accumulated by the cohort during these 
years to obtain a mean annual rate. This method yield- 
ed a conservative estimate. The arrest rates for the 301 
patients would have been higher had they been calcu- 
lated for the single year in which the maximum number 
of arrests were incurred by the patients under study. 
For example, in 1970 for the crimes listed in table 6, 
the patients incurred a total of 5 arrests, yielding a 
summary arrest rate for violent crime per 1,000 per- 
sons of 16.6. This same rate calculated for 1971, 1972, 
and 1973 was 33.2, 93.0, and 46.5, respectively. Table 
7 shows the frequency of arrests for the offenses listed 
in table 6, by year and offense, and corresponding ar- 
rest rates per 1,000 persons for the admission cohort 
and the general county population. 

I selected 1974 for the comparison of other urban 
populations and the San Mateo County population be- 
cause it was the year with the highest frequency of ar- 
rests for the crimes listed in table 6, in both the United 
States generally and in San Mateo County particularly, 
during the period 1969-1974 (20, pp. 13, 29; 22). Nev- 
ertheless, the frequency of arrests for each of the ma- 
jor crimes listed in table 6 was higher among the men- 
tal patients than in San Mateo County generally or in 
the urban areas of the United States as a whole. 

I used the chi-square test of statistical significance 
for the group of 301 state hospital patients, who in- 
curred a total of 60 arrests for the crimes listed in table 
6 during the 44-year postreform period, and contrast- 
ed this group with the 435,380 county residents 15 years 
old and older, who incurred 2,161 arrests for similar 
crimes in a single year (1974). Using this 1 year as the 
reference population, I found that the persons admit- 
ted to Napa State Hospital from San Mateo County 
during the period June 1972-December 1973 were ar- 
rested approximately 9 times more often, and by chi- 
square analysis of this incidence there is less than one 
chance in a million that this group of patients, given its 
observed frequency of arrests could have been drawn 
from San Mateo County’s general population, given its 


' observed frequency of arrests (x?=432.0, df=1). I also 


used the chi-square test of statistical significance, con- 


" trasting the frequency of each offense listed in table 6 


incurred by the group of 301 patients in 41 years with 
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TABLE" 7 ve ! 
Frequency of Arrests Among the Patient Groumand the County Popu- 
lation, by Year and Offense 


¥ s — EG - —— * 
in 


7 ; 
Patient Group Adjusted General 


. Frequency Arrest Rate Population* Arrest * 
Offense 


of Offense Per 1,000 Rate Per 1,000 ^ 
Murder i » 
1972 I 3.3 0.04 
1973 l 3.3 0.06 
Rape ; 
1969 J 3.3 0.12 
1970 I 3.3 0.10 
Robbery 
1967 2 6.6 0.28 
1968 1 3.4 0.27 
1970 1 3.3 0.32 
1972 2 6.6 0.45 
Aggravated assault 
1966 2 6.6 0.56 
1967 1 3.3 0.52 
1968 3 10.0 0.63 
1969 2 6.6 0.85 
1970 3 10.0 0.88 
1971 5 16.6 0.85 
1972 18 59.8 1.03 
1973 9 29.9 0.89 
Burglary 
1966 3 10.0 1.49 
1967 2 6.6 1.65 
1968 5 16.6 1.93 
1969 2 6.6 1.92 
1971 5 16.6 2.13 
1972 7 23.2 1.84 . 
1973 4 13.3 2:13 


* Adjusted general population arrest rates were derived by excluding children 
under age 15 along with offenses committed by this group. As In table 6, the 
general county offense totals by year (1966-1973) were reduced by that pro- 
portion of arrests of children under 15 vears old in San Mateo County during 
1975. 


the corresponding frequencies incurred by San Mateo 
County's general population in 1974. Again, using the 
1 year as the reference population, the following chi- 
square values were calculated (df=1): for murder, 
x?=27.5; for rape, x?=24.1; for robbery, x^-7.0; 
for aggravated assault, x?=760.0; and for burglary, 
X5 —40.3. These statistics strongly suggest that there is 
no reasonable probability that the frequencies of these 
offenses by the 301 state hospital patients could have 
been incurred by San Mateo County's general popu- 
lation. 

Table 8 presents violent crime arrest rates in 1974 
for the 301 patients in the study and San Mateo Coun- 
ty's general population, by age, sex, and race. In the 
preparation of this table the number of arrests incurred 
by the 301 patients during the 412-year postreform pe- 
riod for murder, rape, robbery, and aggravated assault 
was totaled and then a mean annual distribution by 
age, sex, and race derived. Both the rates subse- . 
quently calculated and this annual distribution are re- 
ported in table 8 under the columns titled Arrests ánd 
Rates, respectively. Using the proportion by which the 
total number of each offense (e.g., murder, rape) had ' 


. B * 


; ; 39 


e 
u 


+ 


* «CRIME AND VIOLENCE IN MENTAL PATIENTS 


E | ) 
. TABLE 8 ' 
Comparison of 1974 


General Population (N=566,950), by Age,*Sex, and Race 


B 
Pr " t 


Admission Cohort 





* Violent crimes include murder, rape, robbery, and aggravated assault. 


increased in San Mateo County during 1975 over 1974, 
I deflated the offense distributions by age, sex, and 
race for 1975 prepared bv the California Department of 
Justice (23) so that when these distributions were to- 
taled they equaled the cffense totals that occurred in 


` San Mateo County in 1974 (22). A race by sex distribu- 
: tion for the county population data was derived using 


the proportion of San Mateo County population by 
race and sex reported in table 34 in the 1970 Census of 
Population (24). With the derived offense distributions 
and the county population data, summary arrest rates 
- for violent crimes were calculated. 


As can be seen in table 8, in every age range but 15— 


19 years the mental patients had higher arrest rates for 


æ violent crimes than the general San Mateo County 


- population. Moreover, among the mentally ill, patients 


in some age ranges were more violent than others. For 
example, male patients 20-29 years of age had higher 
arrest rates than men and women in any other age 
range. When comparing male and female patients with 
the general public, the table reveals that female 
patients were more violent than the male patients, rel- 
atively speaking. For example, male patients aged 20- 
29 were arrested approximately 10 times more fre- 


. quently than their male counterparts in the. general 


public. However, female patients in this same age 


. range were arrested 13 times more frequently than 


their counterparts in the general population. The table 


. also reveals that nonwhite patients were arrested more 


frequently than either white patients or their racial 
counterparts in the general public. 


DISCUSSION 
The findings of this investigation seem to raise the 


possibility that in some absolute sense the mentally ill, 
traditionally treated in state hospitals, are more prone 


` to criminal activity than individuals in the public-at- 
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olent Crime* Arrest Rates, Per 1,000 Persons, San Mateo County Admission Cohort (N 2301) and San Mateo County , 





General Population 


- Male Female Male Female . 
. Item Arrests Rate Arrests Rate Arrests Rate Arrests Rate 
Total ° 
Ages 15 and over, all races 8.2 42.9 1.3 13.5 729 3.5 85 0.4 
Age 
15-19 0.0 0.0 234 10.1 25 1.0 
20-29 6.0 65.9 0.2 9.1 304 6.4 34 0.7 
30—39 1.1 24.4 0.2 8.3 116 3.1 7 0.2 
40—49 0.7 43.7 0.2 11.8 51 1.5 13 0.4 » 
50+ 0.4 28.6 0.7 29.2 24 0.3 6 0.1 
Race 
White $.3 35.8 0.4 5.2 393 2.0 | 40 0.2 
Black 1.5 60.0 0.9 69.2 249 24.9 40 3.8 
Other l . 1.3 74.2 0.0 87 10.0 E. 0.6 


large. The arrest records of the 301 patients admitted 
to Napa State Hospital from San Mateo County show 
that their incidence of arrest for criminal behavior, in- 
cluding violent offenses, is markedly higher than the 
corresponding incidence of arrest in their community 
(p<.001). Moreover, the records for this group of 
patients suggest that female former patients are more 
violent than their male counterparts; patients in some 
age ranges are more violent than others; and nonwhite 
former patients are more violent than their white coun- 
terparts. 

These findings do not agree with earlier reports (25- 


. 28), but they are in general agreement with the findings 


of Rappeport and Lassen (29, 30), Giovannoni and 
Gurel (31), and, more recently, the California Depart- 
ment of Health (14, 15), Zitrin and associates (12), and 
Durbin and associates (13). They are more provoca- 
tive than the recent studies, except the other one in 
California (14, 15). That these results do not agree 
with earlier reports can probably be explained by both 
the different methodologies employed and the advent 
and use of newer treatment concepts and technologies 
in the contemporary milieu—the implementation of 
which has altered traditional hospital utilization pat- 
terns$ (32-34). For instance, my county admission 
sample's age, sex, and racial distributions were mark- 
edly different from those of the state hospital popu- 
lation in California 1n the years before the state's radi- 
cal deinstitutionalization of the late 1960s and early 
1970s. 

Essentially, during the years when the community 
mental health center movement was expanding in Cali- 
fornia (1960-1975), not only was the length of stay in 
state hospitals declining (35), but California’s hospital 
population was characterized by increasing numbers 


of young, male, and racially differentiated. patients. © 


$I am indebted to the final reviewer of this paper for prodding me to 
elaborate on this point. 
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TABLE 9 g a . 
Comparison of the Patient Group with All Patients Admitted to California State Hospitals During Fiscal Years 1960, 196%, 1970, and 1975, in 
Percents* : 
MM A Mu 
Fiscal Fiscal Fiscal San Mateo Fiscal 
Year Year Year County Year | 
Item 1960** 1965 1970 Admittees 1975 "^ 
Sex : m 
Male 56 56 63 67 — 
Female 44 44 37 33 — 
Age (years) ‘ 

0-15 I 2 2 5 2 
16-20 6 6 11 15 10 
21-24 6 8 13 16 17 

© 25-34 20 20 23 33 32 
35-44 23 23 20 17 18 
45-54 20 19 17 10 1] 
55-64 11 11 9 6 6 
654 13 11 4 2 3 
Unknown 0 0 1 0 1 
Total Admissions 22,694 28,231 37,964 301 26,747 

Race 
White 87 — 84 79 63 
Black Fi — 12 13 21 
Other 6 — 4 í 8 16 
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, 


* Based on California state reports (26, 37) and California Department of Health computer work order 2088 (June 30, 1970, and 1975). 
** For fiscal year 1960 only, category 0-15 years old actually contains patients 0-14 years old and category 16-20 years old actually contains patients 15-20 years 


old. 


Table 9 compares the county admission sample with 
total admissions to California state hospitals in 1960, 
1965, 1970, and 1975, by age, sex, and race. It is the 
young mentally ill man who is most prone to criminal 
activity. My findings and those of the California De- 
partment of Health (15) and Durbin and asso- 
ciates (13, p. 82) suggest this; and the trend appears 
among the general population as well. Thus, that the 
admission sample against which I calculated the base 
rate of violence was probably demographically dif- 
ferent from those in the earlier studies, and different in 
varying degrees from those in the more recent studies 
as well, certainly seems to explain some of the dis- 
crepancy revealed. 

An additional factor that might help to explain the re- 
vealed increase in criminal activity among mental 
patients is that this study was undertaken in California 
in a period when, due especially to the 1969 legal re- 
form, more of the mentally ill were in the community 
than before. A consequence of this reform may have 
been more manifest criminal activity among the tradi- 
tional state hospital population, thus accounting for 
the higher proportion of my cohort with arrests in the 
postreform period than during the prereform period. 
Due to the limitations of my methodology, it is by no 
means absolutely clear from the data presented that 
this is the case. Nonetheless, ‘‘more liberty—more 
criminal activity" is a hypothesis that seems to suggest 
itself as a possible explanation for some of the increase 
in criminal activity. For, even acknowledging that af- 
ter 1969 fewer of the traditional nondangerous men- 
tally ill were admitted to hospitals in California, if I 


.. reduce the crime rates by half (which is the equivalent 


of doubling the sample size but holding the number of ' 


arrests consiant, to somewhat theoretically com- 
pensate for the demographic changes and more stfin- 
gent admissicn criterta), the recalculated crime rates 
are still markedly higher than the rates for the general 
county population. | 

Zitrin and associates suggested, ‘‘the increasing di- 
version of arrested persons from the criminal justice 
system to mental hospitals is . . . [a] factor that might 
be responsible for the apparent rise in criminal behav- 
ior in mental patients" (12, p. 147). Both Durbin and 
associates' findings (13, p. 83) and those I report sup- 
port this suggestion, although this point and my own 
are not mutually exclusive. It seems likely that if the 
"*more liberty—more criminal activity” hypothesis ac- 
curately explains some of the increase, then a portion 
of the arrested persons being diverted to mental hospi- 
tals currently are individuals who traditionally spent 
longer periods of time institutionalized but now with 
greater freedom engage, apparently, in more criminal 
activity. Of course, the critical question is how much 
more? 

While I generally agree with Zitrin and associates 
that confirmation of their findings (as both my findings 
and those of ihe California Department of Health have 
now done) will not stimulate major changes in public 
policy because there is currently a lack of accurate 
predictive indicators of violent behavior among mental 


patients (12, p. 147; 38), I do think that should minor - 


adjustments in current policies and procedures proye 
necessary, they could be made. Despite the difficulty 


of the task, certainly there are no philosophical objec- . 


tions to reconciling the current concern for,civil liber- 
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' ties and the expectation that public safety will be main- 


tained. And, alaf to simply suggest absorbing ‘‘a cer- 
tain amount of violent behavior" as S. J. Morse did 


«cH#€d By Sansweet [7]), without sufficient idea of the. 


factors involved, seems inappropriate. Among the 
states that have in varying degrees relaxed traditional 


- restraints on the mentally ill, research needs to be con- 


ducted in order to more completely identify those fac- 
tors which explain the increase in crime rates among 


the mentally ill. 


CONCLUSIONS 


I fully concur with Durbin and associates’ comment 
that ‘‘this type of empirical research is influenced by a 
multitude of factors . . . [and as a consequence] defi- 
nite conclusions are difficult and generalizations are 
risky” (13, p. 83). It may be true that the mentally ill, 
traditionally treated in state hospitals, are more violent 
than the general public (and that more liberty does re- 
sult in more crime and violence). If we are unwilling to 
make necessary adjustments in current admission-dis- 
charge policies, we may well be faced with the un- 
pleasant fact that the emerging new legal relationship 
between the state and the mentally ill, which guaran- 
tees them ''equal treatment” under the law and as- 


` sures a voluntary treatment situation when possible, 


may well incur a heretofore unassessed social cost— 
more crime and violence in the nation's communities. 


REFERENCES 


1. Greenblatt M, Glazier E: The phasing out of mental hospitals in 
the United States. Am J Psychiatry 132:1135-1136, 1975 
Z. US Senate, Special Committee on Aging, Subcommittee on 
Long-Term Care: Supporting Paper 7. Washington, DC, US 
Senate, March 1976, p 704 
3. Harvard Law Review Staff: Developments in the law: civil com- 
mitment of the mentally ill. Harvard Law Review 87:1203-1204, 
1974 
4. O'Connor v Donaldson, 43 USLW 4933 (1975) 
5. Stone A: Overview: the right to treatment—comments on the 
law and its impact. Am J Psychiatry 132:1125-1134, 1975 
6. Kopolow LE: A review of major implications of the O’Connor v 
Donaldson decision. Am J Psychiatry 133:379-383, 1976 
7. Sansweet SJ: Out on the street: release of mentally ill into com- 
munities stirs much debate and fear. Wall Street Journal, Aug 
19, 1976, p 16 
8. Nunnaly JC: Popular Conceptions of Mental Health. New York, 
Holt, Rinehart and Winston, 1961 
9. Gulevich GD, Bourne PG: Mental illness and violence, in Vio- 
lence and the Struggle for Existence. Edited by Daniels D, 
Gilula M, Ochberg F. Boston, Little, Brown and Co, 1970, 
pp 309-326 
. Stone A: Mental Health and Law: A System in Transition. 
Rockville, Md, National Institute of Mental Health, 1975 
. Langsley DG, Barter JT: Community mental health in Califor- 
nia. West š Med 122:271-27€, 1975 
Zitrin A, Hardesty AS, Burdock EL, et al: Crime and violence 
among mental patients. Am J Psychiatry 133:142-149, 1976 
13. Durbin JR, Pasewark RA, Albers D: Criminality and mental ill- 
ness: a study of arrest rates in a rural state. Am J Psychiatry 
134:80-83, 1977 gs 


14. 


15. 


16. 


20. 


21. 


22; 


23. 


24. 


23: 


26. 


Ži. 


28. 


29. 


30. 


Am J Psychiatry 135:1, January 1978 


State of California, Department of Health: Violent Crime Of- 


fenders Study. Sacramento, Oct 12, 1973 (interdepartmental .e , _ 


memorandum) oe 
State of California, Department of Health: Violent Crime Of- 
fenders Study. Sacramento, Nov 23, 1973 (interdepartmental 
memorandum) E 
Sosowsky LD: Violence and the mentally ill, in Putting State 
Mental Hospitals out of Business—the Community Approach to 
Treating Mental Illness in San Mateo County. Berkeley, Calif, 
University of California Graduate School of Public Policy, 1974, 
pp 17-33 (processed) 


. Weisser P: Report on San Mateo County—a blast at mental" 


care. San Francisco Chronicle, Sept 20, 1974, p 4 


. Urmer AH: Implications of California's new mental health law. 


Am J Psychiatry: 132:251-254, 1975 


. Bureau of Census: Statistical Abstracts of the United States: 


1974. Washington, DC, US Government Printing Office, 1974, p 
6 

Federal Bureau of Investigation: Crime in the United States, 
1974: Uniform Crime Rate. Washington, DC, US Government 
Printing Office, 1975 

Hollman RH: Projections of San Mateo County Population by 
Age and Sex, 1969, 1972, 1974. Sacramento, California Depart- 
ment of Finance, Population Research Unit, Aug 1976 
Criminal Justice Profile—San Mateo County, printouts 2 and 4. 
Sacramento, California Department of Justice, Nov 1975 (proc- 
essed) 

Speck DH: Offense Tables for San Mateo County by Age, Sex, 
and Race, 1975. Sacramento, California Department of Justice, 
Division of Law Enforcement, Aug 1976 

Bureau of Census: 1970 Census of Population, vol |, part 6, sec- 
tion 1. Washington, DC, US Government Printing Office, 1973 
Ashley MC: Outcome of 1000 cases paroled from the Mid- 
dletown State Hospital. New York State Hospital Quarterly 
8:64-70, 1922 

Pollock HM: Is the paroled patient a menace to the community? 
Psychiatr Q 12:236-244, 1938 

Cohen LH, Freeman H: How dangerous to the community are 
state hospital patients? Conn Med 9:697-700, 1945 

Brill H, Malzberg B: Statistical Report Based on the Arrest Rec- 
ords of 5,354 Male Ex-Patients Released from New York State 
Mental Hospitals During the Period 1946-1948, Mental Hospital 
Service Supplement 153. Washington, DC, American Psychiat- 
ric Association, Aug 1962 

Rappeport JR, Lassen G: Dangerousness-arrest rate com- 
parisons of discharged patients and the general population. Am 
J Psychiatry 121:776—783, 1965 

Rappeport JR, Lassen G: The dangerousness of female patients: 
a comparison of the arrest rate of discharged psychiatric 
patients and the general population. Am J Psychiatry 123:413- 
419, 1966 


. Giovannoni JM, Gurel L: Socially disruptive behavior of ex- 


mental patients. Arch Gen Psychiatry 17:146-153, 1967 


. Braceland FJ: A Bicentennial address: Benjamin Rush and 


those who came after him. Am J Psychiatry 133:1251-1258, 1976 


. Amhoff FN: Social consequences of policy toward mental ill- 


ness. Science 188:1277-1281, 1975 


. Musto DF: Whatever happened to ‘‘Community Mental 


Health"? Public Interest 39:53-79, Spring 1975 


. California State Senate: Select Committee on the Proposed 


Phaseout of State Hospital Services, Final Report, Appendix 
28. Sacramento, California Legislature, March 1974 


. State of California, Department of Mental Hygiene: Statistical 


Report. Sacramento, June 1960, p 103 


. State of California, Department of Mental Hygiene: Monthly 


Statistical Summary, Fiscal Year 1964-1965. Sacramento, 1965, 
p? 


. Ennis BJ, Litwack TR: Psychiatry and the presumption of ex- 


pertise, flipping coins in the courtroom. California Law Review : 


62:693—751, 1974 


. 
6 
Se 
$ 
*,. 
s 
* 


í. 





Amy Psychiatry 135:1, January 1978 


The Grieving Spouse 


BY MILTON GREENBLATT, M.D. 


Loss of a spouse presents serious risks to the 
psychological and physical health and well-being of 
the survivor. This is particularly true for women. 
Bhysical disease, hospitalization, and mortality in 
widows all exceed expected rates. The author reviews 
the phases of mourning, the factors related to 
pathological grief, and the ways in which grief is 
resolved. He describes widow-to-widow care systems, 
which seem to have substantial merit. Pastoral 
counseling and in some cases psychiatric care and 
medication can be helpful, but time is the greatest 
healer of all. 


FROM OUR own life experience and from the many poi- 
gnant stories in the professional and lay literature (1- 
6), we know that mourning is an inevitable part of the 
human condition, that it is a terrible and prolonged ex- 
perience, and that, to quote Silverman, who deait ex- 
tensively with widows, ''You really don’t get over it; 
you get used to it" (7). 

The phenomena of spousal mourning may be dis- 
cussed under the following headings: 1) significance of 
the loss, 2) the risk to health, 3) grief as process and 
the phases of mourning, 4) factors related to severe or 
pathological grief, 5) recognition of pathological grief, 
and 6) resolution of grief. 


SIGNIFICANCE OF THE LOSS 


A rough estimate of the size of the problem is that 
10% of adult Canadian women are widowed at any one 
time, and the ratio of widows to widowers is 4 to 1 (8). 
Bereavement may occur at any age, and many spousal 
losses occur in young age groups—one-fifth of all new 
widows in any one year are under the age of 45. 

Spousal mourning is a problem that mainly affects 
women because they-have greater longevity, are usual- 
ly younger than their husbands, and their marriage rate 
after bereavement is lower than that of widowers. 

Loss of a spouse is, of course, a tragedy of major 
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proportions. A widow is not only faced with loneli- 
ness, loss of companionship, and unmet sex needs but 
also lacks the comfort, information, and support of a 
partner of many years (9). If her income ts reduced, as 
is often the case, the widow may find herself poor (5). 
She may have to move to a smaller place, and this adds 
the trauma of relocation to the trauma of loss. Her 
grown children often move away from her (9). Family 
supports tend to fade after the acute period. The wid- 


ow’s place in society may become complicated (10); 


many widows, as well as their friends and relatives, 
view widowhood as something of a stigma (7). Indeed, 
some societies shun the widow physically and isolate 
her for a time. 

Often the widow is not fully accepted in her 
group (8), or her acceptance may be tentative, ambiva- 
lent, or full of pity. Friends may be unable to console 


her, or they may expect her to move through her griev- | 


ing process too rapidly. In order to avoid their own 
painful associations, they may withdraw from her at a 
time when her need for emotional support is most im- 
perative. 


RISKS TO HEALTH 


In addition to the psychological and social distress, 
bereavement constitutes a serious risk to physical 
health and even tc survival. In scales of life stresses, 
loss of a spouse is rated higher than all of the other 
stresses studied. Parkes (5) found that widows under 
65 during the first year of widowhood consulted physi- 
cians at 3 times the expected rate. Physical symptoms 
were prominent (11); the use of sedatives was 7 times 
the expected use (12), and they spent more time in bed 
and in hospitals than nonwidowed women of the same 
age (13, 5). 

It is estimated that at least 1 bereaved person in 5 
will suffer substantial health deterioration during the 
first year of berezvement (14). In one series at 13- 
month follow-up (8), 32% still showed deterioration of 
health compared with 2% of a control group. Health 
deterioration was more prominent in widowers than in 
widows. 

Widows tend to drink too much (15), lose weight, 
and often take more medication than is gcod for them. 


c 


The risk of mortality is greater than in nonwidowed - 


women (16-19), mainly due to heart disease and/or,ar- 
teriosclerosis (13, 17). Their illnesses often mirror 
those of the dead spouse. 


Even in the second year, mortality is higher than in ` 
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-controls, and mortality. in close relatives of the’ de- 
ceased also significantly exceeds expected rates (20, 8). 
Although the mechanism responsible for these seri- 


sses is nót known, it is assumed that physio- . 


. logical stresses related to loss of a life partner are very 
great indeed. One study of parents mourning the acute 
.loss of their children by leukemic disease revealed sig- 
nificantly elevated 17-hycroxycorticosteroid levels (21). 


. GRIEF AS A PROCESS AND THE PHASES OF 
MOURNING 


Grieving is not a steady state; it is a process, one 
phase fading gradually into another. Form and mani- 
festations may vary greatly as a function of education, 
personality, rituals, and culture. The time it takes to 
move from one phase to another is also highly vari- 
able. 

From his study of children separated from their par- 
ents and cared for in hospital wards by unfamiliar per- 
sons, Bowlby (1, 22) defined three phases of mourn- 
ing: protection, despair, and detachment. 

In adult mourning the situation is somewhat dif- 
ferent. The following phases can be roughly deline- 
ated: 

1. Shock, numbness, denial, disbelief (23, 5): The 
' most distressing manifestations of shock and numb- 

ness last only a short period, perhaps a few days, but 
the'process of struggling with denial and disbelief lasts 
many days or months. 

2. Pining, yearning, and depression (5, 9): This 
stage, which is most characteristic of the grief process, 
starts within a few days of the loss and reaches its 
height within 5-14 days but can continue on and on. 
This-is the phase of "learning to live with the loss." 
Weeping, sighing (23), hopeless feelings (16), unreal- 
ity feelings, feelings of emptiness, distance from 
people, lack of interest, and preoccupation with the 
image of the deceased are very common during this 
period (24, 25). 

Lindemann (25) observed that symptoms of somatic 
distress may come in waves. Parkes (9) and others 
suggested that many of the symptoms of this period 
may be interpreted as an alarm reaction resulting from 
a heightened stimulation of the sympathetic nervous 

- system and accompanying feelings of danger. The ma- 
jor symptoms that may be attributable to sympathetic 
stimulation include anger, irritability, fear, sleep- 
lessness, and weight loss. Another group of manifesta- 
tions may be related to the conscious and unconscious 
search for the dead object: wailing and calling, vivid 
dreams of the lost object, hallucinations of the pres- 
ence of the deceased, ‘‘recognition’’ of the deceased in 
the’ sounds And shapes of the world, and the “‘pull to 


> » the- graveside,” together with persistence of poignant 


memories. 
3. Emancipation fram the loved one (10) and read- 
.. justment to the new environment: In this next stage, 
calling on his or her resources and the help of all pos- 
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sible supports of family and environment, the be- 


.? 


reaved person attempts to become recathected to ʻe, 


people and activities and to seek some kind of equilib- 
rium that will allow life to go on with some degree of 
comfort. This period may take months. In the healthy 
persoü it usually begins in about 6-8 weeks (15), but’ 
the process may not be complete for years. 

4. Identity reconstruction: The final phase’ is the 
crystallization of new relationships and the develop- 


ment of a new role in life without the partner. How- - 


ever, studies (26) show that even many, many months 
after the acute loss, a significant percentage of people 
remain depressed. Although many continue to mourn, 
few are suicidal. This is an important finding in relatidh 
to the diagnosis of pathological grief. 

Parkes (9), to whom we owe a great deal of our un- 
derstanding in this field, has outlined seven major fea- 
tures that are most common in the bereavement reac- 
tions he studied. It is worthwhile to mention them 
here: 

1. A process of realization, i.e., the way in which 
the bereaved person moves from denial or avoidance 
of recognition of the loss toward acceptance. 

2. An alarm reaction manifested by anxiety, rest- 
lessness, and the physiological accompaniments of 
fear. 

3. An urge to search for and find the lost person in 
some form. 

4. Anger and guilt, including outbursts directed 
against those who press the bereaved person toward 
premature acceptance of his or her loss. 

5. Feelings of internal loss or mutilation. _ 

6. Identification phenomena, i.e., adoption of traits, 
mannerisms, or symptoms of the lost person, with or 
without a sense of presence within the self. 

7. Pathological variants of grief, in which the reac- 
tion may be excessive and prolonged or inhibited and 
tends to emerge in distorted forms. 


FACTORS RELATED TO SEVERE OR 
PATHOLOGICAL GRIEF . 


In one outpatient study (23) it was reported that 
about 1095-1596 of the clients were suffering to some 
degree from pathological grief. Factors that relate to 
intensity of grief pathology are discussed below. 


Acute Grief Versus Anticipatory Grief 


Several authors (8, 9, 28) claim that intense grief 
lasts longer in those who experience sudden loss. This 
is particularly true for young widows, who are also 
prone to suffer greater deterioration of health follow- 
ing bereavement (13, 28, 29). 

Lindemann (25) and others observed that those who 


anticipated the loss and therefore grieved before it oc- . 


curred were less acutely distressed after the loss. 


However, the literature is not altogether clear on-this . 


point, and one study found that some individuals who 
suffered anticipatory grief felt worse at 1 month (30). 


+ 


. tions (36), which are often regarded as one clue to ex- : 
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Aged persons who suffer losses after living through a 


- chronic, fatal illness of the spouse have been reported 


tó have a poor post bereavement medical adjust- 
ment (8). 


S upport Systems 


Family members and friends can help a great deal to 
mitigate the pain of grief, especially when the family is 
close-knit and communication has been good (4, 26). 


: Under these circumstances, outside help seems to be 


less necessary (31). Unfortunately, however, families 
often break up rather early and many friends and rela- 
tives move away (23), so that at times supportive indi- 
Viduals cannot even be present at the funeral, let alone 
giving generously of their time to the grieving individ- 
ual after the funeral. 


Delayed or Suppressed Grief 


There is virtual unanimity in the opinion that de- 
layed or suppressed grief indicates a poor progno- 
sis (9, 23, 25). Some of the factors that operate to 
delay or suppress grief are presented below: 

I. The loss may be socially stigmatized, as in abor- 
tion, suicide, or drug overdose. 

2. There may be uncertainty as to whether or not 
there is an actual loss, as in the case of soldiers missing 
in action. 

3. Old losses that have not been resolved may be 
reawakened (32). 

4. Multiple losses suffered in the past may over- 
whelm the individual, making normal grieving diffi- 
cult. 

5. Apparently trivial factors such as an unappeal- 
ing, overcrowded cemetery may inhibit grief 
work (23, 32). 

6. A grieving widow's great concern about the 
health and welfare of her young children may make it 
difficult for her to express her own feelings. 


Other Factors: 


Other factors that may be operative are lack of fi- 
nances, low 'socioeconomic status (33), lack of reli- 
gious support, obsessive personality, difficult relation- 
ship between the widow and her mother and/or other 
family members. As indicated previously, widowers 
are at greater risk than widows (8, 34). 


RECOGNITION OF PATHOLOGICAL GRIEF 


Volkan (35) reported that a study by Clayton stated 
that 98% of bereaved individuals do not seek outside 
help and that 8196 begin to improve in 6-10 weeks. 
However, at any one time, in a 38-bed psychiatric unit 
Volkan finds 1 or 2 individuals blocked in the grief 


. process. it is difficult to arrive at figures for the in- 


cidence of pathological grief; however, in a study of 
109- randomly selected widows and widowers it was 
found that 67% had mild or severe anniversary reac- 
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cessive stress (23, 24, 37). Faillire to grieve or delayed - 
grieving are also regarded as indications of pathologi- 
cal mourning (9, 23-25, 38). . 
Wahl's diagnostic signs of pathological oftemard * 
worth reviewing here (38). He includes excessive grief | 
that is protracted, irrational despair, severe feelings of 


hopelessness and loss of identity, feelings of personal . . 


finitude and thanatophobia, inability to deal with ‘am- 
bivalence, impaired self-esteem, self-blame for the 
death, loss of interest and planning for the future, de- 
velopment of symptoms similar to those of the de- 
ceased, and protracted apathy, irritability, or hyper- 
activity without appropriate affect. 

Freud said, ‘‘In grief the world is poor and empty; in 
melancholia, it is the ego itself ’’ (39). An obsession 
with self-deprecation and lowered self-esteem are 


- clues to pathological reactions of the bereaved. 


RESOLUTION OF GRIEF 


Shakespeare proclaimed, “‘Give sorrow words. The 
grief that does not speak knits up the o’erwrought 
heart and bids it break.” Modern writers and clinicians 
agree heartily with this statement (7, 9, 24, 25, 27, 32, 
37, 40-42). In this section I will review what can be 
done to alleviate the bereaved person’s suffering, 
whether the grief be normal or so intense and pro- ' 
longed as to be designated pathological. In the process 
of ventilation of anguished feelings, a sympathetic sup- 
port system is all-important (43-45). Unfortunately, 
well-meaning friends or relatives may have their own 
ideas of how grieving should proceed and sometimes 
become impatient and even irritated when the process 
proceeds slowly. An astute physician will be sensitive 
to this manifestation and may be able to do something 
to correct it. 

Caplan (46) stated that populations with-good sup- 
port systems have lower incidences of mental and 
physical disorders, especially under conditions of 
acute and chronic stress. He regards the family as the 
appropriate, primary support-giving agency for the be- 
reaved; unfortunately, cultural expectations, social 
values (35), and community practices sometimes pre- 
vent adequate use of this natural resource (47). Ameri- 
cans often seem to have difficulty coping with death 
and bereavement, and in England, widows who grieve 
deeply may be considered weak or lacking the ''stiff 
upper lip” (&). 

Active participation by the bereaved in funeral ar- 
rangements can help. Some mourners may have nega- 
tive feelings about cremation. Faith in God and church 
attendance may be supportive. Pastoral counseling is 
often the appropriate support, and trusted religious ad- 
visors may be more helpful than physicihns in situa- 
tions of bereavement (9). 

The widow service line (40), manned by volidteers. 
creates opportunities for growth, combats isolation 
and alienation, and may be better than a clinic, where | 
the widow tends to be defined as sick and her self- 
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- esteem may be lowered at a time when she can il] af- 
ford it (27). 
One of the most interesting developments i is the wid- 


idow program, pioneered by Silverman ahd. 


_ Cooperband (7, 27). In this program the widow care- 
giver, who has successfully weathered the vicissitudes 


. of her own loss, reaches out to new widows. Silver- 


mari’s report (7) covers a 3-year period in which 400 
new widows were contacted and treated. The widow 
caregivers, who receive no direct supervision, seem to 
have a special ability to understand what the newly 
bereaved are going through. They are available during 
the lonely hours and help the recent widow to make 
new contacts, handle decisions, and establish a new 
identity. Reports of this program suggest considerable 
success, and one interesting aspect is that the new 
widow, after negotiating her many problems may in 
turn become a widow caregiver. However, Blau, com- 
menting on Silverman (27), has warned that the non- 
professional caregiver may be unable to recognize pa- 
thology and at times may be inclined to use the rela- 
tionship for her own purposes, not appreciating fully 
how her needs may be intruding on the situation. 
Some physicians recommend tranquilizers if anx- 
lety, restlessness, and insomnia become se- 
vere (32, 37). At least one report (32) recommended 
ECT if the mourner presents significant suicidal 


' trends. Fortunately, both suicidal trends and psycho- 


ses are rare. 

Silverman (7) warned that the final adjustment, even 
in normal grieving, requires about 2 years, which is 
rather longer than was indicated by the research of 
earlier pioneers such as Lindemann (25). 

Identity reconstruction apparently takes a long time. 
The scars of the loss heal slowlv and may remain 
throughout life. Systematic research on grief of wid- 
owers, long-term effects of loss, and efficacy of specif- 
ic interventions, among other studies, are very much 
needed in this field. 
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vocation at the APA Annual Meeting in Atlanta, Ga., May 8, 1973. The deadline for sub- 

mitting applications is February 15, 1978. Any entry received after that date will automati- 
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There has been considerable controversy-concerning 
adaptive versus pathogenic effects of sex-role 
stereotypes on individual development. The author 
evaluates both the positive and negative consequences 
of sex-role stereotypes without regard for any 
particular sociocultural definition of masculinity or 
femininity. She hypothesizes that the degree to which 
sex-role stereotypes are adaptive and facilitative (as . 
opposed to restrictive and pathogenic) is inversely 
related to the degree to which an individual has 
consolidated a comfortable and stable gender identity. 
Implications for parenting and treatment are 
elaborated. | 


IT ıs fortunate that the current feminist movement has 
brought issues regarding masculinity and femininity to 
public and professional attention. A careful reading of 


the psychiatric literature indicates that there is con-. 


ceptual confusion about the meaning of the terms 

"masculine" and ''feminine," as well as a confused 
rationale as to why specific traits, behaviors, or quali- 
ties are considered appropriate and healthy for one sex 
but maladaptive or less appropriate for the other (1). 
Further, there is considerable controversy related to 
the impact of our bipolar concepts of masculinity and 
femininity, i.e., whether sex-role stereotypes have an 
adaptive or pathogenic effect on an individual’s devel- 
opment. 

The first task of this paper is to evaluate the positive 
and negative effects of sex-role stereotypes, dis- 
regarding any particular definitions of masculinity and 
femininity that exist in this culture at present. Second, 
I will present my viewpoint that the degree to which 


‘dichotomous concepts of masculinity and femininity ^ 


are adaptive and facilitative (as opposed to restrictive 


and pathogenic) for a particular individual is inversely 
related to the degree to which that individual has con- 


Dr. Lerner is Staff Psychologist, the Menninger Foundation, To- 
peka, Kan. 66601. 


This paper was presented at the 13Cth annual meeting of the Ameri- 
can Psychiatric Association, Toronto, Ont., Canada, May 2-6, 1977. 


This paper grew out of an inspiring exchange of letters with Dr. 
Marie R. Badaracco, to whom the author expresses her gratitude. 
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solidated a stable and clear sense of gender identity. 
Finally, implications for parenting and psychotheraßy © 
will be discussed. I will not attempt to present an ex- 
haustive and definitive account of the issues at hand; 
rather, my goal is to add balance and conceptual clari- 
ty to an important area that has remained clouded by 


. prejudice, cultural mythology, and a counter-produc- 


tive battle of the sexes. 


PATHOGENIC AND ADAPTIVE CONSEQUENCES 


The pathogenic consequences of sex-role stereo- 
types have been discussed at length in the feminist and 
psychiatric literature. There is little question that ste- 
reotyped notions of masculinity and femininity have a 
constricting and inhibiting effect on development. 
Children are encouraged to conform to idealized gen- 
eralizations of what males and females "should be" 
rather than being allowed to develop their own unique 
potentials, interests, and skills (2, 3). The inevitable 
pathogenic consequence of any masculine-feminine di- 
chotomy is that the child will be made to feel that some 
valued and desired aspect of herself or himself is gen- 
der-inappropriate and must be denied or relin- 
quished (4). The question of biological or constitution- 
al sex differences is not relevant in this regard. Rather, 
the question is whether one respects the temperament 
and biological predisposition of each unique child, 
which may or may not conform to statistical group dif- 
ferences between the sexes. 

In recent years there has been a growing apprecia- 
tion of the deep guilt, anxiety, and inhibition that re- 
sult when a child is told that his or her interests, skills, 
or behaviors are gender-inappropriate (4). No little 
boy can tolerate being called ‘‘feminine,’’ and no little 
girl can tolerate being called ‘‘masculine.’’ It is hardly 
surprising, then, that early in a girl's life she experi- 
ences anxiety and guilt about strivings in directions 
that are: not domestic (3). Numerous publications in 
the psychoanalytic literature suggest that many wom- 
en who seemingly ‘‘choose’’ to relinquish self-seeking 
ambitious strivings do so because they cannot freely 


and without guilt fulfill themselves through personal, 
. achievement. This guilt is linked to the fact that pro- 


fessional capability and competence are unconsciously , 
experienced as ''masculine" (5, 6). Clinical and life’ 


. # 


experience demonstrate that few women are resilient |. 
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enough to tolerate internal and external threats to their 
femininity. As one psychoanalyst put it, “No woman 
will treasure any fame or glory she can achieve at the 
price of being called unfeminine. This below-the-belt 
Ulow sends most women into despair" (3, p. 143). 
Préssures on men to relinquish so-called feminine as- 
pécts of themselves are equally if not more intense. 

In áddition to having pathogenic consequences, it 
may be argued that sex-role stereotypes, irrespective 


' of their content, are conceptually unsound. Dichoto- 


mous notions of masculinity and femininitv implicitly 
embrace a dichotomous concept of mental health for 
the two sexes that is difficult to justify on theoretical 
frounds. Research findings demonstrating statistically 
significant differences between the sexes cannot be in- 
terpreted to mean that a trait or quality is healthy for 
one sex and less adaptive or important for the other. 
Rather, it is more likely that a trait, quality, or behav- 
ior is either healthy or unhealthy for a particular indi- 
vidual, irrespective of sex. Both sexes, for example, 
should be able to express a healthy degree of aggres- 
sion, competition, and self-assertion that allows one to 
persist and work for what one believes in, even in the 
face of anger or disapproval from others. However, for 
both sexes aggression, competition, and self-assertion 
may have pathological underpinnings; competing, win- 
ning, or "measuring up" can become ends in them- 
selves, perhaps to compensate for an individual's un- 
derlying feelings of narcissistic inadequacy. 

Let us turn now to the positive or adaptive aspects 
of sex-role stereotypes. First, we should pay due re- 
spect to the fact that in all places and times there has 
existed some masculine-feminine dichotomy that has 
included a clear division of labor based on sex, as well 
as a sharp division in the attributes, traits, and quali- 
ties valued for each sex. The universality of sex-role 
stereotypes does not necessarily prove them to be vir- 
tuous (scapegoating, prejudice, and war have also 
achieved such universal status), but it does suggest 
that a masculine-feminine polarization serves signifi- 
cant adaptive functions. 

It is important to note that the defenses of splitting 
and projective identification that are involved in a mas- 
culine-feminine polarization are not just pathogenic 
defenses—they also facilitate personality organization 
for the growing organism (7). As Klein noted, the or- 
dering of experiences into bipolarities orders the uni- 
verse and ''allows the ego to emerge out of chaos and 
to order its experience” (8, p. 22). She suggested that 
splitting might be a precondition for the later, more 
complicated, although internally more whole, experi- 
ence of integrating bipolarities within one's self (e.g., 
good-bad, active-passive, dependent-independent). 

One adaptive function of bipolar concepts of mas- 
culinity and femininity is to make the consolidation of 
gender identity a simpler task for the child. The child's 
cognitive labeling of herself/himself as girl/boy is the 
basic organizer for subsequent gender experience (9), 
and dissimilarities or bipolarities in socialization may 


. facilitate this labeling process. In addition, establish-. 


/ 


ing and reinforcing clear-cut erences between the 
two sexes may hejp the child to manage certain anx- 
ieties regarding sexual differences, e.g., the boy’s fear, 


fear that she has lost a penis and is thus a. castrated, 
male. ES 

It is likely thet dichotomous notions of masculinity. 
and femininity are of greater psychological value fo the 
male child, in part because of the intensity of castra- 
tion anxiety. In addition, an exaggeration or polariza- 
tion of the differences between the sexes (whether real 
or imagined) may help the boy child in the task of 
achieving autonomy and separation from the mother. 
This has characteristically been a more difficult devel- 
opmental task for the girl child, who is anatomically 
similar to the mother and cannot rely on a sense of 
masculinity to bolster differences from or defiance of 
her mother. At the same time, however, the boy is in 
the uniquely dificult situation of identifying with and 
learning from a primary caretaker whose qualities he is 
taught to repudiate within himself. 

Although the exaggeration or polarization of sex dif- 
ferences, whether real or contrived, may simplify the 
establishment of gender identity, it does not follow 
that a similar sex-role socialization for both sexes 
would lead to a disturbance in gender identity. Psychi- 
atric writings often suggest or imply that adherence to 
dichotomous concepts of masculinity and femininity,’ 
however culturally defined, is essential for the devel- 
opment of normal gender identity (9, 10). This theo- 
retical viewpoint is put forth without acknowledging or 
studying those healthy children who are being raised in 
normal families wherein sex-role stereotypes are nei- 
ther adhered to by the parents nor especially encour- 
aged in the children. I am speaking of families in which 
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. that he will lose¢his penis and become a-girif the ginis ~ 


parents have a deep sense of gender identity that tran- ® 


scends and is independent of societally prescribed role 
behaviors and culturally defined notions of masculinity 
and femininity. 


IMPLICATIONS FOR PARENTING 


The viewpoint that sex-role stereotypes have a con- 
solidating and facilitating effect as well as restrictive 
and pathogenic consequences raises the question of 
the optimum degree to which sex-role stereotypes 
should be adhered to for the growing child. Should 
parents try to free themselves entirely from thinking in 
terms of a masculine-feminine dichotomy? Should ste- 
reotypes be adhered to rigidly, at least while the child 
is young? Or is there some middle ground in which we 
can retain our cultural definitions of masculinity and 


femininity, while broadening them and making them . 


more flexible, thus providing a wide range. of choice 
for both sexes? 

This question, so long as it is posed as a search for 
general rules and guidelines, cannot be answered. Sex- 
role stereotypes and bipolar concepts of masculinity. 
and femininity provide a structure for the child. The 
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extent to which this sthucture i is necessary and ‘valu- 
able—or restrictive and inhibiting—depends on the 
child's unique qualities and the family constellation. 


- A "My elinisal v work: suggests that the&degree to which | 


sex-role stereotypes are adaptive and facilitating (as 
"opposed to restrictive and inhibiting) is inversely re- 
lated to the extent to which an individual has estab- 
lished a stable and integrated sense of self and has con- 
solidated a solid gender identity. 

It may be helpful to define the concept of gender 
identity as it appears in i paper. Stoller (10) defines 

"core gender identity" “the sense we have of our 

sex—of maleness in de: and of femaleness in fe- 
males” (10, p.61). “Gender identity" is a broader 
concept involving ‘‘a conviction about one's self and 
one's role," or a sense of masculinity and femininity. 
The concepts of ‘‘masculine’’ and ‘‘feminine’’ are elu- 
sive, since they refer to subjective experiences that 
can achieve a multiplicity of behavioral expressions. I 
define gender identity (i.e., masculinity and feminin- 
ity) as a stable, subjective sense of comfort and liking 
for one's sex and for those functions which are sex- 
specific. In women, this means comfort and liking for 
female genitals and reproductive capacities without 
undue envy or fear of men and the penis. In men, this 
means a comfort and liking for male genitals without 
undue envy or fear of women and female genitals and 
- reproductive capacities. 

Consider first the child who is being reared by two 
mature parents, each of whom has established a sense 
of autonomy and self-worth and a stable, non- 
conflictual gender identity. That is, the mother has a 
secure and comfortable sense of being female and 
feminine, and the father of being male and masculine. 
If such parents are not split along traditional mascu- 
line-feminine lines, their child may receive consid- 
erable psychological benefits with few costs. If the 
mother and father are both nurturant and intellectual, 
if they cook together, clean together, and share au- 
thority in a spontaneous collaborative way that defies 
traditional stereotypes, the child does not become con- 
fused or anxious. Rather, such parenting allows the 
girl (or boy) to incorporate a definition of femininity 
(or masculinity) that permits or sanctions acknowledg- 
ment, appreciation, and enioyment of a wide range of 
behaviors, feelings, and experiences. 

In contrast, consider the child reared in a family 
where self-other boundaries between parents are poor- 
ly maintained and where the father and/or mother has 
an unstable or conflict-laden gender identity. For such 
children, who may be developing unassimilated, con- 
fused maternal and paterna! imagoes, the parents' ad- 
herence to traditionally defined masculine-feminine 
roles can have a clarifying-consolidating effect. In 
^ such families culturally defined bipolar concepts of 
, masculinity and femininity may be reassuring not only 

to the child but also to the parents. As Kleeman (9) 

nofed, the parents' cognitive awareness of the child's 

sex—''my baby is a girl''—organizes and directs a 
“whole set of cues, rewards, and sanctions. Sex-role 
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stereotypes simplify the task of parenting by providing 
explicit rules and guidelines for child rearing. This is 
essential for parents who themselves lack stable and 
clear inner directives. 


IMPLICATIONS FOR PSYCHOTHERAPY 

The viewpoint that sex-role stereotypes have a con- 
solidating, supportive function for certain individuals 
and restrictive, inhibiting consequences for others has 
important implications for treatment. For example, it 
is not therapeutic to attempt to ‘‘liberate’’ a patient 
from cultucal sex-role stereotypes if that patient relies 
on them to shore up and maintain a shaky sense of 
gender identity. The following brief vignette is illus- 
trative. 


Case 1. V/hen Ms. A came to her first therapy hour, she 
had an “‘ultrafeminine’’ appearance and manner that had an 
imitative or ‘‘tacked-on’’ quality. There was a striking ab- 
sence of so-called masculine strivings in her history. She had 
never gone through a tomboy stage and had always avoided 
rough or aggressive play. In many ways she had always been 
a model if not a caricature of domesticity and femininity. 

Ms. A had managed to maintain a somewhat stable exis- 
tence until sae began to feel pressure from the feminist sub- 
culture in California and from a man with whom she was 
involved to become more *'liberated." As she yielded to 


‘such pressure, the potentially disorganizing effects were 


cuickly apparent. For example, on a camping trip she 
cressed in her first pair of blue jeans and a work shirt and 
suddenly felt '*unfeminine'' and unattractive, and the 
t3ought crossed her mind that perhaps she was not ‘“‘totally 
female.” Subsequently, she noted that when she was 
dressed in '*men's clothing” (in this category she included 
women’s jeans with a fly front) she ‘‘talked differently," 
took *'bigger strides,” and began to have mild episodic feel- 
ings of depe-sonalization and unreality. In the face of this 
anxiety and confusion, Ms. A, at the age of 25, sought psy- 
chotherapy. 

Early in the course of treatment, which by practical neces- 
sity was once-a-week therapy, it became evident that Ms. A 
was a severely disturbed individual who maintained her 
tenuous sexual identity primarily through strict conformity 
to behaviors ascribed to her sex that were clearly dif- 
ferentiated from those ascribed to men. Given the practical 
limitations on the extensiveness of treatment and the very 
precarious neture of the patient's ego functioning, I chose a 
supportive approach and helped her to reestablish the sense 
of femininity -hat in the past she had been able to consolidate 
through her strict adherence and even caricature of tradition- 
al feminine behaviors. Part of this therapeutic approach was 
actively helping Ms. A to resist surrounding cultural pres- 
sures toward androgyny. A strict feminist therapist might 
heve failed to appreciate the consolidating, supportive effect 
of sex-role stereotypes for this woman. 


While the severity of Ms. A's disturbance is atypi- 
cal, the phenomenon illustrated by this vignette is 
w:despread. One neurotic female patient, for example, 
was unable to assume the top, more active position in 
intercourse because it made her feel like she ‘had the 


penis," a conflicted wish for her. A neurotic male 
. 
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patient was unable to comfortably let his wife drive 


* while he was in the car because this made him fee! 


"feminine." Some conflicts and anxieties about gen- 
der identity may be ubiquitous. To the degree that a 
párticular individual experiences such conflicts or anx- 
ietiés, sex-role stereotypes or the "rules of the game" 
may be helpful. The therapist's decision to analyze or 
to support defensive conformity to sex-role stereo- 
types should be made not on the basis of personal ide- 


‘ology but rather on a careful assessment of the func- 


tion that sex-role stereotypes may serve for a particu- 
lar individual. 

In treating relatively healthy patients who have es- 
tablished a stable gender identity, the most common 
therapeutic error is failure to question conformity to 
sex-role stereotypes. This happens frequently when 
the patient is seemingly comfortable in complying with 
her or his culturally defined role. The following vi- 
gnette is illustrative. 


Case 2. Ms. B, a 28-year-old woman in intensive psycho- 
therapy, announced to her therapist that she would be mov- 
ing to a new city at the end of the year because of her hus- 
band's professional advancement. Although she was sad 
about leaving psychotherapy as well as her friends and her 
teaching job in a Montessori school, she expressed excite- 
ment about the challenges that the move would bring and 
pride in her husband's success. Initial inquiry by the thera- 


pist as to any less enthusiastic feelings she might have met. 


with a restatement of her positive reaction to the anticipated 
change. Certainly, it entailed losses for her, but these were 
well overshadowed by the gains. Further, Ms. B was think- 
ing about starting a family soon and thought she might stop 
work entirely for several years. She communicated clearly 
that she would like the issue dropped, and it was dropped for 
some time. 

Months later when Ms. B was discussing some pains and 
pleasures of her work, the therapist once again commented 
that he was struck by how easily she made her own Job unim- 
portant in regard to the planned move, and how adept she 
was at convincing him that this was the case. He also specu- 
lated as to why she might need to avoid taking her own pro- 
fessional life seriously, and commented that it was difficult 
for her to be in competition with her husband or to ask him to 
make professional sacrifices for her, although she had done 
so earlier for him. His questioning, which occurred in the 
face of her initial insistence that there were no further issues 
to discuss, led to her increased understanding of the neurotic 
anxieties that caused her to devalue her work, to treat it as 
less important than her husband's, and even to be ready to 
drop it entirely. The therapist's persistence in this line of 
questioning also had significant transference implications, 
since it communicated to the patient that he took her work 
seriously. The fact that he had dropped the issue, even 
though she had more than invited him to do so, had for her 
the unconscious meaning that he, like her mother, did not 
really want her to be a fulfilled individual. Ms. B and her 
husband did not move, and she has continued to advance 
professionally and now has a challenging position with con- 
siderable authority. 


. This therapist's skillful handling of Ms. B's treat- 
ment may be more the exception than the rule. Many 


therapists fail to analyze defensive and maladaptive , 
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aspects of the life choices of patfents who conform to 


predominant culturgl stereotypes, especially when the 
patient is seemingly content (e.g., the ''feminine" 


- woman who opt#for full-time motherhoodvécause of 


4 


"man 


neurotic anxieties regarding intellectual achievement, , 


competition, and success). This is an especially impor- 


tant issue for women patients who so often begin treat- - - 


ment with intense unconscious guilt and anxiety about 
acknowledging wishes or longings that are not in keep- 
ing with the feminine role. Even therapists who are 
deeply committed to facilitating women's struggles for 
self-realization may unwittingly contribute to their in- 
hibitions by an implicit acceptance or approval of a 
patient's neurotic compliance with culturally defined 
notions of ‘‘femininity.”’ 


CONCLUSIONS 


It is to be hoped that mental health professionals will 
continue to reexamine and clarify their thinking re- 
garding sex-role stereotypes and bipolar concepts of 
masculinity and femininity. While radical feminist 
writings are sometimes naive in their global damnation 
of sex-role stereotypes, the traditional psychiatric lit- 
erature has more frequently erred in the direction of 
blanket condemnation of the current trend toward de- 


polarization of the sexes. Some of this literature warns ' 


of impending pathology for children who are not raised 
in conformity to traditional masculine-feminine stereo- 
types and suggests that nonsexist child rearing will 
lead to identity problems, sexual confusion, and to 
gray, affectless, *'neuter"' children (11). Terms such as 
"role-blurring," ''role-confusion," and ‘‘role-rever- 
sal’’ are appliec to parents in a pejorative manner, of- 
ten without discriminating between healthy parents 
who, for adaptive reasons, do not choose to organize 
their lives along traditional masculine-feminine lines 
and those chaotic, unstable parents who may make a 
similar ‘‘choice’’ for pathogenic reasons. 

In addition to being theoretically unsound, such 
writing has the consequence of discouraging certain 
people from seeking our services and has led individ- 
uals to turn to more progressive nonestablishment 
therapists who may be less qualified to offer help. 
There is unquestionably a powerful trend in this coun- 
try away from dichotomous concepts of masculinity 
and femininity; many young couples today choose not 
to live like Jack Spratt and his wife. In fact, a recent 
GAP report quoted a study finding that 50% of college 
students expressed a belief in equal and shared parent- 
ing (12). Whether recent trends toward androgyny are 
healthy or pathogenic is a not a question to be an- 


swered simply cr to be considered out of the context .. 


of the unique individual at hand. Perhaps it is because 


issues related to the topic of masculinity and femimin- - 


ity are anxiety-producing and emotionally laden that 
so much of our writing on this topic fails to do justice 


to either the: precision of scientific thinking or the, 


complexity of human experience. 


s 
* * 


Un 


* 
* * d e a 
* > 


I 


* 


L4 un b T, 
f — SEX-ROLE STERBOTYPES ^ 


QN 


MRÜEESENCES n 


. Lerner HE: Early origins of envy and devaluation of women: 


impli 


ions for.sex role stereotypes. Gull Menninger Clinic 
38:538- 


; 1974 


. Lerner HE: Women's liberation. Menninger Perspective 4:11- 


13, 20-21, 1975 


. Seidemberg R: Marriage in Life and Literature. New York, 


Philosophical Library, 1970 


. Badaraceo MR: Recent trends towards unisex: a panel. Am J 


Psychoanal 34:17-23, 1974 


. Chasseguet-Smirgel J: Female Sexuality. Ann Arbor, Univer- 


sity of-Michigan Press, 1970 


. Moulton R: The myth of femininity: a panel. Am J Psychoanal 


33:45-49, 1973 


11. 


12. 


$ 
Am J Psychiatry 135:1, January 1978 


. Cooper L: Cotherapy relationship in groups. Small Group Be- 


havior 7:473-498, 1976 


. Segal H: Introduction to the Work of Melanie Klein. New York, 


Basic Books, 1967 


. Kleeman JA: Freud's views on early female sexuality in the 


light of direct child observation. J Am Psychoanal Assoc 24:3- 
27, 1976 


. Stoller R: Primary femininity. J Am Psychoanal Assoc 24:59-78, 


1976 


Landman L: Recent trends toward unisex: a panel. Am J Psy- 


choanal 34:27-31, 1974 


Group for the Advancement of Psychiatry, Committee on the 
College Student: The Educated Woman: Prospects and Prob- 
lems. GAP Report 92. New York, GAP, 1975 


` 


4» 


a 
Am J Psychiatry 135:1, January 1978 


'* | OPINION AND COMMENT 


i. 





The Process of Criminal Commitment for Pretrial Psychiatric 


Examination: An Evaluation 


BY JEFFREY L. GELLER, M.D., AND ERIC D. LISTER, M.D. 


The authors examined the records for 1975 of 87 
pretrial commitments to Worcester State Hospital 
under a 1971 revision of the Massachusetts law 
regarding such commitments. They also compiled 
statistics on all admissions to the hospital for 1966— 
1975. They found that only 2 of the 87 pretrial 
commitments resulted in a final court disposition of 
commitment and that pretrial commitments increased 
during 1972-1975 in contrast to a decrease in other 
kinds of admissions. On the basis of these findings the 
authors suggest that serious attention be paid to 
arguments that pretrial commitment serves to control 
and sequester deviants. Dr. Alan A. Stone comments 
on the authors’ presentation. 


THE LITERATURE is replete with articles indicating that 
the involuntary commitment of an individual to a psy- 
chiatric institution often occurs for reasons indepen- 
dent of that individual's mental status. Commitment, 
particularly pretrial commitment, is used as a means of 
controlling social deviance (1-12) or curbing antici- 
pated violent behavior (7, 13-15); as a form of “‘pre- 
ventive detention" (16) or legal strategy (17); and, fi- 
nally, as a way of dealing with individuals when there 
seems to be no other legal recourse (7, 10, 18-25). 
The literature also indicates that the overuse of pre- 
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Brookline Ave., Boston, Mass. 02215, and Clinical Fellows in Psy- 
chiatry, Harvard Medical School, Boston, Mass. 


This study was conducted during a clinical rotation at Worcester 
State Hospital, Worcester, Mass. The authors would like to thank 


* Dr. David J. Myerson, Superintendent, and his staff for their coop- 


eration. 


trial commitment may have a detrimental effect on the 
committed individual and on society in general. Hal- 
leck (26) pointed out that psvchiatry does a disservice 
by removing ''irritating people" from society. 
McGarry and Bendt (27), in a 7-year follow-up of indi- 


viduals committed indefinitely under pretrial status, | 


concluded that pretrial commitment is antitherapeutic 
in comparison with civil commitment. Several authors 
bave suggested that a pretrial commitment, which 
postpones the accused individual's day in court, may 
be a greater injustice than allowing the trial to pro- 
ceed (13, 16, 28-30). Finally, the committed individ- 
ual becomes an ex-mental patient on discharge, a sta- 
tus with considerable liability (3, 29, 31-36). 

In an attempt to rectify the misuse of civil and crimi- 
nal commitment, to safeguard the civil rights of the in- 
dividual, and to avoid the potentially destructive ef- 
fects of commitment, in 1971 the legislature of the 
Commonwealth of Massachusetts passed an act revis- 
ing the laws regarding the admission, treatment, and 
discharge of mentally ill and mentally retarded individ- 
uals. 

This study addresses one facet of the revised com- 
mitment procedure—criminal commitment for pretrial 
psychiatric evaluation. Before enactment of the 1971 
revision, such commitments were ordered without 
clear, consistent legal or medical guidelines. Further- 
more, these commitments were not time-limited, and 
the nature of the requested psychiatric intervention 
was ill-defined. By examining the current procedure, 
the patients affected, and their journev through the le- 
gal-psychiatric svstem, we hope to highlight the work- 
ings of the new law and provide a basis of hard data for 


answering questions about the ways in which it has. 
been used. We are concerned with the interface'be- ` 


tween the court and the hospital, the balance between 
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' the psychiatric need of patients and their legal rights, 


and the distinction between a response to social pres- 
sure and a response to individual needs. 
“ee ° S. 


METHOD 


. This study was based on data gathered at Worcester 
State Hospital, a psychiatric hospital located in south- 
central Massachusetts that is responsible for deliv- 
ering services to a population of 500,000 people and 
has an average daily inpatient census of 500 patients. 
We examined the records of all individuals committed 
to Worcester State Hospital under pretrial status in 
1975. The study group was composed of 80 patients 
with 87 commitments (4 patients had been committed 
twice, and I patient had been committed four times). 
The data examined included psychiatric data—the 
evaluation of the court psychiatrist as well as the re- 
port of the hospital psychiatrist—and legal data— 
charges against the individual and the disposition of 
the case when the individual was returned to the court. 
We also examined hospital records to compile statis- 
tics for the years 1966-1975 so that the use of pretrial 
commitment could be studied over a 10-year period. 
At the discretion of the court, alleged offenders are 
first examined by a forensically qualified psychiatrist 


` at the jail or courthouse. This examination (done ac- 


m. 


cording to section 15a of the revised law) may be re- 
quested by the judge, by either attorney, or by the ac- 
cused. The purpose of this examination is ‘‘to aid the 
court in the determination of the defendant's com- 
petency to stand trial and/or in the determination of 
criminal responsibility" (37). On the basis of this ex- 
amination the alleged offender is either brought to trial 
or cómmitted to an inpatient facility for further exami- 
nation (according to section 15b). The alleged offender 
Is committed to a public facility (unless he requires 
strict security, in which case he is sent to Bridgewater 
State. Hospital) for a peziod not to exceed 20 days, with 
the possibility of one 20-day extension. 

During the commitment period the psychiatric facili- 
ty 1s requested to examine the patient in depth and 
comment on the following: 1) the presence of mental 
illness (defined by the law as ‘‘a substantial disorder of 
thought, mood, perception, orientation, or memory, 
which grossly impairs judgment, behaviors, capacity 
to recognize reality or ability to meet the ordinary de- 
mands of life, but shall not include alcoholism’’), 2) 
whether or not the defendant is competent to stand tri- 
al, 3) whether or not the defendant is criminally re- 
sponsible (e.g., whether the evaluator feels the defend- 
ant was responsible fer his or her actions at the time 
the crime was committed), and 4) recommendations to 


the court regarding treatment. Recommendations to 


the: court include no further treatment, outpatient 
treatment, voluntary inpatient treatment, or com- 
mitment. The report of the psychiatric fagility is to be 


. returned to the court on a standard forni. The court's 
questions,.e.g., questions regarding mental illness, 
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competency, criminal responsibility, and recommen- 
dations, are explicitly stated on this form. 


RESULTS 
Demographic Data 


Of the 80 individuals committed to Worcestér State 
Hospital under pretrial status in 1975, 65 (8196) were 


men and 15 were women. The average age of the: 


patients was 30.5 years, with a range of 14—67. 

Of the 19 patients 21 years old and younger, 8 were 
from single-parent families, 3 were from foster homes, 
1 was adopted and living with both adoptive parents,"1 
was living with both natural parents, and the status of 
6 was unknown. Of the 61 patients over age 21, 27 
were single, 14 were divorced, 8 were separated, 7 
were married, and the marital status of 5 was un- 
known. 

The mean number of previous psychiatric hospital- 
izations for the 80 patients was 2.7. Twenty-four 
patients had no history of previous psychiatric hospi- 
talizations, and 6 patients had more than 10 admissions 
each. Of the 56 patients who had been hospitalized 
previously, 37 had been in Worcester State Hospital at 
least once. 

The cost of hospitalization is worth noting. The per 
diem cost at Worcester State Hospital in 1975 was 
$68.36. Patients are billed for services rendered while 
they are committed, but the state ultimately pays this 
bill because these disenfranchised individuals rarely 
have funds or insurance. This cost, born by the state, 
compares with a per diem cost in the county jail of 
approximately $17.00. The latter, according to Richard 
C. Stratton, M.S.W., Director of Clinical Social Work 
at Worcester State Hospital, is paid by the county. 


Charges 


As the law is written, there is only one method of 
entry into this system: an individual is taken into cus- 
tody by the police and charges are formally filed 
against him or her. In our sample, 4 minors and 4 
adults arrived at the state hospital with no formal 
charges filed against them. In other words, in 8 of 87 
commitment procedures (9%), patients were sent for 
pretrial commitment with no criminal charges pending. 
One hundred seven counts were filed in the 79 remain- 
ing commitment procedures. Seventy-four of these 
counts (69%) were for misdemeanors, and 33 (31%) 
were for felonies. In 57 commitments, misdemeanors 
were the only charges filed; in 14, felonies were the 
only charges filed; and in 8 commitments. both misde- 
meanors and felonies were filed. ‘‘Disturbing the 
peace” was the onlv charge filed in 26 commitments 
(30% of the total number of commitments). 


Precommitment Evaluation 


The arrested individual is first evaluated by a fe- 
rensically qualified psychiatrist, as described above. 


. Of those who undergo a precommitment evaluation at 
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FIGURE 1 e. m 
Results of 69 Precommitment Evaluations of 87 Cases of Pretrial Commitment to Worcester State Hospital 
f ? 
Positive response 
N — 
ES Negetive response 
70 E Equivocal response 
C] No response . 
60 
NI 
a 40 \ 
= EX 
U 
< S 
e 
O 
Oo 
~ 30 \ 
ui 
te» 
= N 
z 
= 
20 N 
S Miete ite. NS 
0 NS i: ae we .. N mu N. — 
Mental HIness Competency Criminal Dangerousness Treatment 
Responsibility 


ITEM EVALUATED 


the courts in the geographic area of this study, approx- 
imately 25% are brought to trial, 25% are sent to 
Bridgewater State Hospital, and 50% are sent to a 
state hospital other than Bridgewater. 

The results of the precommitment evaluations of 
patients sent to Worcester State Hospital in 1975 are 
shown in figure 1. Of the 87 commitments, 18 (20%) 
involved patients who arrived at the state hospital with 
no written report from the court psychiatrist. This oc- 
curred when either the court psychiatrist communicat- 
ed verbally with the judge or a report was to follow (it 
rarely did). 

Although questions of competency and criminal re- 
sponsibility are specifically posed, 45 of the reports 
(65%) made no mention of competency, and 64 (93%) 
made no mention of criminal responsibility. Although 
questions regarding dangerousness and the need for 
treatment are not asked, 38 reports (55%) labeled the 
individual as dangerous, and 16 (23%) stated that the 
individual needed treatment. 


Hospital Data 


On admission, 56 of the 87 committed persons (64%) 
were diagnosed as psychotic, 24 (28%) were diagnosed 
as nonpsychotic, and 7 (8%) received no diagnosis. 


Patients are committed for 20 days, with the possi-, 


TABLE 1 . 
Number of Consecutive Days in the Hospital Following 87 Cases of 
Pretrial Commitment to Worcester State Hospital as of January 31, 
1976 


Number of Days Number of Cases 


1-5 
6-10 
11-15 
16-20 
21-25 
26-30 
31-35 
36-40 
41-50 
51-60 
61-70 
71-80 
81-100 
101-200 
More than 200 
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bility of one 20-day extension. However, a patient may 
be returned to the court earlier if the facility's report is 
written and 
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e court is willing to hear the case. Six-. 


teen reports were written within 10 days of the 
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Results of Commitment Evaluations of 84 Cases of Pretrial Commitment to Worcester State Hospital 
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ITEM EVALUATED 


*Commitment was recommended in 19 reports, voluntary inpatient treatment in 20, and outpatient treatment in 13. 


patient’s hospitalization, and 42 more were written be- 
fore the 20-day limit. 

Once hospitalized, individuals may remain in the 
hospital beyond the period of commitment if the 
patient signs himself or herself into the hospital as a 
voluntary admission, charges are dropped and a civil 
commitment is issued by the court, or the patient is 
judged either incompetent to stand trial or not guilty 
by reason of mental illness and subsequently com- 
mitted. 

Table 1 summarizes the length of hospital stay fol- 
lowing each of the 87 pretrial commitments as of Janu- 
ary 31, 1976. Although 58 reports were written within 
tHe requisite 20 days, only 31 cases were discharged 


‘from the hospital in that period of time. 


Commitment Evaluation 
The report to the court written by the psychiatrist in 


charge of a particular patient's case is meant to ad- 
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TABLE 2 


Disposition by the Court of 83 Cases of Pretrial Commitment 


Disposition 


Case dismissed 
Case continued 
Case filed 
Found not guilty 
Found guilty 
Suspended sentence 
Probation 
Jail sentence 
Fine 
Monetary restitution 
Sentence unknown 
Total : 
Committed to a mental hospital after a finding of 
"incompetency to stand trial or not guilty by 
reason of insanity" 
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TABLE 3 . 
Admission Statistics for Worcester State Hospital, 1966-1975 , 
l ^ Ratios tT 
Total Number of Number of Civil Number of Pretrial Total Commitments: Pretrial Commitments: Pretrial Commitments: . 

Year Admissions* Commitments** | Commitments*** Total Admissions Total Admissions Civil Commitments. 

1966 7 1,012 712 54 757 .053 _-076 

1967 1,094 648 59 .646 .054 .091 

1968 1,403 611 85 .567 .061 .139 

1969 1,309 607 95 .536 .073 .157 

1970 949 434 89 .551 .094 .205 

1971 1,062 370 92 .435 .087 .249 

1972 779 104 53 .202 .068 .510 
«1973 827 104 45 .180 .054 .433 

1974 730 95 62 215 .085 .653 

1975 916 106 87 ;211 .095 .821 


*The number of total admissions per year in 1966-1971 was significantly higher than that in 1972-1975 (p « .01 by two-tailed t test). 
**The number of civil commitments per year in 1966-1971 was significantly higher than that in 1972-1975 (p « 001 by two-tailed t test). 
***There was no significant difference between the number of pretrial commitments per year in 1956-1971 and that in 1972-1975. 


dress the four questions listed above (mental illness, 
competency, criminal responsibility, and recommen- 
dations for treatment). 

These replies to the court are shown in figure 2, 
which is based on 34 reports (3 patients never had a 
written report: during the evaluation period, 1 was 
transferred to Bridgewater State Hospital, 1 minor was 
placed in a foster home, and 1 patient died). Although 
54 patients were judged competent when they were re- 
turned to the court, only 19 (2396) were found to be 
criminally responsible. 


Disposition by the Court 


The 84 commitment reports were returned to the 16 
courts that had initiated legal proceedings. The 1 urban 
district court was responsible for 42 commitments, and 
the remaining 42 came from 15 outlying courts. As of 
November 1, 1976, we were able to obtain a record of 
the courts' rulings in 83 cases. The disposition of each 
case is shown in table 2. When there was more than 
one count against the individual and therefore more 
than one judicial finding, the disposition charted is the 
most severe. It is striking that 60 of the 83 cases (72%) 
were dismissed by the court. 


Trends in Pretrial Commitment 


As we mentioned earlier, one reason Massachusetts 
laws were revised was to define more stringently the 
criteria for civil and criminal commitments. In an ef- 
fort to determine what effect these changes might have 
had, we compiled admissions statistics for Worcester 
State Hospital during the 10-year period of 1966-1975. 
These data are shown in table 3. 

The table shows a significant decline in the number 
of civil commitments over this period, with an espe- 
cially noticeable decrease between 1971 and 1972. The 
numbder’of pretrial commitments did not decline 
significantly, although there was a drop between 
1971 and 1972. The total number of commitments 


represents a declining percentage of the total num- , 


ber of admissions. In contrast, pretrial commitments 
did not follow this pattern. The percentage of com- 
mitted patients committed for pretrial evaluation 
increased over the years. It can thus be seen that 
the pretrial commitment for evaluation of competency 
and criminal responsibility is becoming increasingly 


adir 


responsible for the involuntarily incarcerated state 


hospital populauon. 


DISCUSSION 


The revision of Massachusetts law that took effect in 
1971 was designed to control and make explicit the 
process of pretrial commitment. According to the data 
presented above, it seems that the effects of this law 
have fallen short of its intentions. Clearly, several 
problems, such as indeterminate commitment, have 
been effectively addressed (see table 1), but others 
have come more sharply into focus. 

The individuals in our study who were committed 
for pretrial evaluation were usually isolated, resource- 
less, and disenfranchised. Most of them had been 
charged with minor crimes. Although these patients 
were sent to the state hospital for evaluation of com- 
petency and/or criminal responsibility, only 2 of the - 
cases resulted in commitment after a finding of *' 
competency to stand trial or not guilty by reason ‘of 
insanity'' (see table 2). In the light of these facts we 
must pay serious attention to arguments that pretrial 
commitment—regardless of intent—serves to control 
and sequester deviants. 

The first step of the commitment process is an evalu- 
ation of competency and/or criminal responsibility 
done at the court by a psychiatrist designated to he 


forensically qualified. At the central district court in: 


Worcester, the following instructions appear at the 
desk eis a examining psychiatrist writes his re- 
port: “Attė 
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on Psychiatrists: There is a question of. 
his competency to stand trial, and his criminal respon- 
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sibility at the time of the alleged crimes. (The above 


must be put in your statement upon examination of 
patients.)"' In spite of the forensic qualifications of the 


examining psychiatrists and in spite df the explicit di- : 


‘rections supplied, 65% of the reports made no mention 
of competency, and 93% of the reports made no men- 


' tion of criminal responsibility (see figure 1). 


However, the examining psychiatrists did address 
the issue of dangerousness in 45 commitments (see fig- 
ure 1). In 38 of these commitments, the patient was 
thought to be dangerous. These comments are not ex- 
plicitly requested and must be taken under advise- 
ment, considering the fact that there is no clear corre- 
lation between psychiatric status and dan- 
gerousness (22, 25, 26, 38-50), and the fact that 
psychiatrists have been shown to be poor predictors of 
dangerousness (15, 22, 26, 50-58). 

These observations on the precommitment evalua- 
tion highlight persistent difficulties that have been de- 
scribed in the literature. There is often little relation- 
ship between the questions posed by the court and the 
replies made by psychiatrists (59, 60). This condition 
prevails because the relationship between psychiatry 
and the court is misperceived by both (7, 13). The is- 
sue of competency serves as a glaring example. Psy- 
chiatrists generally fail to understand both the legal 


.meaning of competency (13, 19, 29, 61, 62) and the 


fact that mental illness does not preclude com- 
petency (10, 29, 60, 63-68). The absence of replies to 
the question of competencv as well as the presence of 
inconsistent and confusing replies (see figure 1) dem- 
onstrates the difficulty that psychiatrists have trans- 
lating their observations and clinical conclusions into 
legal vernacular. Often they seem to forget that the 
burden of a final determination falls on the court; the 
job of the psychiatrist stops with his or her most co- 
gent observations, opinions, and recommendations. 
In an attémpt to address this problem, competency 
screening protocols have been developed by several 
investigators (29, 60, 69, 70). One group, working in 
Massachusetts under NIMH sponsorship, suggested 
ihe following among its conclusions: ''Serious abuses 
of due process in the use of competency procedures in 


. the Massachusetts criminal justice system have been 


found and largely corrected'' (29, p. 5). Our data sug- 


. gest that this conclusion is premature. The tools for 


” s 


more precise competency evaluations have become 
available, but they have not been adequately used. 
Following hospitalization, 54 of the cases of pretrial 
commitment in our study group were judged com- 
petent (see figure 2). This group is composed of the 6 
individuals who were reported to be competent before 
admission (see figure 1), a number who were com- 
petent before, admission but not reported as such, and 
afnumber who became competent through treatment 
` durihg hospitalization. Some of the patients accepted 
treatment willingly, even requested it. Others resisted 
and were cajoled or threatened. Threats were some- 
-times explicit (e.g., you will be committed if you 
don't accept treatment’’), but they could also be quite 


AM 


. to their legal rights. 
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subtle. They were often used. Although sometimes un- 
solicited or unwanted, treatment often did ‘‘help’’ 
these patients in that they became more organized and 
less thought-disordered. 

In contrast to the hospital psychiatrist's relative 
willingness to find the patient competent, there wds a 
clear resistance to declaring the patient criminally re- 
sponsible (see figure 2). This occurred in spite of the 
observed correlation between competency and crimi- 


nal responsibility (66). It reflects, at least in part, the * 


bias of health care professionals who spend most of 
their time caring for the ill. The more general difficulty 
illustrated here relates to the dual role of the forensic 
psychiatrist. On the one hand lies the physician's re- 
sponsibility to care for his or her patient and to respect 
the patient's rights as an individual. On the other hand 
lies the psychiatrist's responsibility as a highly trained 
professional working in the legal system to serve and 
protect society. Although tasks are defined, a chasm 
emerges between these two roles that is too wide and 
has not comfortably been bridged. 

As the data in table 3 indicate, the number of pretrial 
commitments has remained relatively fixed in the face 
of steadily decreasing total admissions and civil com- 
mitments. Thus, an increasing proportion of the total 
admissions (as well as an increasing proportion of 
total commitments) came to Worcester State Hospital 
via pretrial commitment. One might argue from these 
facts alone that pretrial commitment serves a chronic 
population that is constantly being readmitted or 
that it has been directed toward the set of **criminal- 
ly inclined mentally ill." However, neither pos- 
tulate can be substantiated. The 80 patients evalu- 
ated present a pattern of previous hospitalization no 
different from that of the state hospital population at 
large (71). In addition, they were often picked up on 
minor charges that were usually dismissed on the 
patient’s return to court (see table 2). Clearly, the use 
of pretrial commitment at Worcester State Hospital 
has not sequestered a hardcore criminal element. 
These statistics call to mind the recent experience in 
California: when criteria for civil commitment were 
made more stringent (according to the Lanterman-Pet- 
ris-Short Act), there was an increase in the use of hos- 
pitalization for competency evaluation (18, 72). 

What has come into sharper focus in our examina- 
tion of the state hospital system is that a social policy 
has been put into effect without ever having been ex- 
plicitly defined. This unspoken policy involves con- 
finement of social deviants for sequestration and/or 
treatment under subtle and not-so-subtle coercion. 
Certainly, many of these individuals need treatment. 
What we question is not the need for or effectiveness 
of treatment per se, but the process by which it now 
takes place. This process makes open debate unlikely; 
it makes referendum clearly impossible. Perhaps it is 
time to separate those who are merely deviant from 
those who need treatment. The latter group should be 
treated under explicit statutes that pay close attention 
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'* AT THE END of World War II the American poet Ezra 


Pound was brought back to the United States from 
Italy to face charges of treason. He had been indicted 
in 1943 for making radio broadcasts giving aid and 
fomfort to the enemy: Hitler's Germany and Mus- 
solini’s Italy. However, a treason trial never took 
place; instead, Pound was found incompetent to stand 
trial and was confined for 13 years in St. Elizabeths 
Hospital in Washington, D.C. Pound's case is perhaps 
the most notorious example of alleged abuse of in- 
compeiency to stand trial. The law of the United 
States guarantees every defendant the right to a 
speedy trial and, in most circumstances, the right to go 
free on bail until that trial occurs. However, Ezra 
Pound, like hundreds of thousands of other Ameri- 
cans, was deprived of these rights because he was 
judged mentally ill and therefore incompetent to stand 
trial. Despite the great attention given in the legal and 
psychiatric literature to the defense of insanity, it is 
incompetency to stand trial that has played the crucial 
and dominant role in the real interface between crimi- 
nal law and psychiatry. 

Pound's case, because of his literary stature, his bla- 
tant anti-Semitism, his alleged fascism, and his arcane 
political and economic theories, provoked consid- 
erable commentary (1). A recurrent theme of the criti- 
cal commentary implied that the medical model as ap- 
plied by myopic psychiatrists is incapable of distin- 
guishing between the deviance of genius and the 
deviance of madness—as if genius and madness were 
mutually exclusive categories. This is not the appro- 
priate place to reconsider either the diagnosis or the 
fate of Ezra Pound, or the fate that would have been 
his had he not been found incompetent. Rather, 
Pound's case is presented as a paradigm of alleged 
abuse of civil rights, with psychiatry and the medical 
model indicted as culpable. 


EFFORTS AT LEGAL REFORM 


During the decades since Pound's confinement, a 
variety of reforms have been initiated to remedy such 
poteniial abuses of civil liberties. Efforts at legal re- 
form culminated in a Supreme Court decision, Jackson 
v. Indiana (2), that set reasonable limits on the dura- 
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tion of confinement for those considered incompetent 
to stand trial. State law in many instances has gone 
much further in limiting confinement than the Supreme 
Court required (3). Psychiatric efforts at reform pro- 
duced a variety of helpful reports (4); seminars and 
conferences were convened to heighten the awareness 
of psychiatrists asked to evaluate allegedly incompetent 
defendants. Empirical research by interdisciplinary 
teams produced useful screening protocols to exclude 
as expeditiously as possible al] defendants who might 
be unnecessarily confined as incompetent (5). 

Now that these reforms and developments have tak- 
en place, Geller and Lister give us an interesting ac- 
count of what happens in the real world. They con- 
clude that despite all of the intervening legal anc psy- 
chiatric reforms, in which Massachusetts has played a 
leading role, abuse—although substantially reduced— 
still continues at the state institution they studied. 


Why should that be? Who is responsible now? It 


seems to me that these questions are quite legitimate, 
given the history of antipsychiatric criticism that has 
attended reform of this and other law/mental health 
procedures. Furthermore, the explanation of these 
seemingly intractable abuses may reveal something 
about the nature of past abuses that has been obscured 
by other more manifest elements. Nr 


PROBLEMS IN THE COURTS 


Although it is rarely discussed in public fora, law- 
yers will concede in private that some judges do not 
understand cr may even be unfamiliar with the recent 
explosion of constitutional law and legislative reform 
in the mental health area. Judges are not omniscient 
about law. For some, not only is psychiatry arcane but 
so is the law applicable to the mentally disabled. 

Compounding the problem of judicial ignorance is 
the gap between the law in the books and the law in the 
courts; much of the latter is the product of expedience. 
If every citizen were to demand all procedural rights 
guaranteed by law, our system of justice would be 
overwhelmed. Nowhere is this more apparent than in 
courts that deal with juveniles and the less serious 
criminal offenders. The vast majority of such cases are 
disposed of not by rigorous legal procedures but By 


plea bargaining and other ad hoc administrative prac- ` 


tices. The lawyer who comes to court expecting the 
full panoply.of due process for his or her client will 
often feel the judge’s wrath. The judges in these courts 
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must function in a system in which correctional facil- | 
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‘ities are overcrowded, ‘rehabilitation is an acknow- 
edged failure, and judicial incentiye is to find a dis- 


position—any disposition. The wise lawyer who praç- 


tices in these courts is apt to be an expert in arranging - 


„access to-community mental health services, thus pro- 

viding judges with dispositions acceptable to the court 
‘and least onerous to the defendant. 

It is within the context of this intense demand for 
dispositions that the issue of competency arises. Al- 
though there has been considerable legal reform, the 
threshold *question—Is this a defendant who might be 
incompetent to stand trial?—is still largely a matter of 
judicial discretion. A judge who exercises this dis- 
cretion may find a disposition that in many of the less 
serious cases fully satisfies the court’s administrative 
role. This is the likely explanation of Geller and Lis- 
ter’s finding that 72% of 83 cases were dismissed when 
returned to court. I have no doubt that defense and 
prosecution attorneys concurred in most of these ad- 
ministrative solutions. 

When the defendant is caught red-handed and 
charged with serious crimes that are both shocking and 
threatening to the public, the bail provisions of Ameri- 
can law and the presumption of innocence strain even 
the credulity of some judges. If the issue of com- 
petency to stand trial is raised, the possibility of bail 

_can at least be postponed until the crime is no longer in 
the forefront of public awareness. Geller and Lister’s 
data do not reflect this practice because notorious de- 
fendants are customarily committed to a more secure 
facility than the one they studied. 

It is my thesis, then, that the major element in the 
continuing abuse of competency to stand trial is the 
discretionary practices of the judiciary. I have no 
doubt that they bear as much responsibility for past 
abusés as do psychiatrists. Evidence suggesting that 
particular judges abuse their discretion in the com- 
petency arta more than others is to be found in one 
Massachusetts study that documented the number of 
cases.attributable to each judge (4). The wide varia- 
tions cannot be explained by the presence of mental 
illness in the defendants. 


PROBLEMS IN THE HOSPITALS 


Geller and Lister document the fact that in Massa- 
chusetts legal reform has produced a drastic reduction 
in the number of involuntary civil commitments, 
while, despite legal reform, pretrial competency com- 
mitment assumes an ever more substantial role in in- 
voluntary confinement at the hospital they studied. 
They note a similar, even more drastic pattern in Cali- 
fornia, where legal reform of civil commitment was not 
atcompanied by legal reform of competency. These 


* findings tend to substantiate the thesis advanced by 


Penrose in 1939 (6) and more recently described in a 
personal communication from Dershowitz as the bal- 


. loon theory. Essentially, the idea is that ffiére is a rela- 


_ tively stable volume of persons who will be confined in 
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any industrial society. If one form of confinement is 


* 


reduced, another expands. One corollary of thig genef- ^. + | 


al thesis is that, since civil commitment has^been ré- 
duced, commitment by the criminal courts will in- 
crease. , 
Whether or not the balloon theory is generally valid, 
there is evidence to suggest that the drastic reduction 
in the state hospital census in the United Sertes has 
been paralleled by an even greater expansion of the 


. census of nursing homes, intermediate care facilities, - 


prisons, jails, and other total institutions (7). 

Thus the trend in incompetency described by Geller 
and Lister is one part of a vast transformation of insti- 
tutional dispositions. Its particular importance is that 
it highlights the legal issues that have been largely ig- 
nored elsewhere in the newer forms of confinement of 
the chronic patient population. It also demonstrates 
the potential overlap between the system of criminal 
justice and the mental health system. Geller and Lister 
note that in 30% of the cases they studied the only 
criminal charge brought against the allegedly in- 
competent individual was disturbing the peace. When 
police learn that bizarre persons not imminently dan- 
gerous will not be involuntarily confined in the mental 
health system, they press criminal charges instead, 
which forces the judiciary to find still more dis- 
positions like competency. However, despite the 
abuses reported by Geller and Lister and their com- 
plaint about the lack of openness of the ‘‘process,”’ 
there have been substantial reductions in numbers of 
commitments in Massachusetts, and the statutes do re- 
flect the efforts of the legislature to define social policy 
on the basis of open hearings and transform it into law. 

Geller and Listers data on the increasing per- 
centage of competency confinements at the state hos- 
pital they studied can be misleading unless other con- 
siderations are taken into account. When Massachu- 
setts changed its laws on competency, it decided as a 
progressive measure to expand the right of allegedly 
incompetent individuals to be confined at their local 
mental health facility rather than at the central maxi- 
mum security facility. Thus, the authors' new data 
»robably reflect the impact of decentralization, not 
iust an uncomplicated base rate. Other states have 
adopted statutory reforms similar to those of Massa- 
chusetts that reduce the base rate; the rest of the states 
will eventually follow and close the loophole of com- 
petency. When that happens, the police and the 
courts, the major agents of social control in our so- 
ciety, will be forced to provide so-called deviants with 
a speedy trial and bail, allow them to continue their 
deviant ways, or find still other dispositions in or out- 
side the mental health system. 


PROBLEMS IN PSYCHIATRY 


I do not mean to suggest that psychiatrists played no ` 
role in past abuses of both competency commitment 


and civil commitment. It seems clear in retrospect that ,. 
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many of us failed to consider the full implications of 

T plicity in relegating patients to grossly sub- 
standard *end overcrowded institutions where little or 
no treatment was available. Our most strident critics 
have attributed all this to our reliance on the medical 
model. I suggest that our medical training has nothing 
whatsoever to do with it. Rather, we behaved then just 
as the carts behave now. The behavior of judges that 
I have described has no more to do with the legal mod- 


. el than our behavior had to do with the medical model. 


Rather, both professions are asked to function in a set 
of social institutions that lack the resources to do what 
society demands of them. Constrained by inadequate 
résources, grappling with a responsibility that cannot 
be fulfilled, judges are harassed administrators desper- 
ate for acceptable dispositions in a system that does 
not provide them. Their decisions are as unjustifiable 
in law as ours were in medicine. 

Geller and Lister want still more legal reform of pre- 
trial commitment. I think at least in Massachusetts, 
the state they studied, there has been enough. The 
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cdntinued abuses they describe are largely attributable’ 
not to the law on the books but to the chaos of the 


system of crimina] justice. The futupe must bring not * 


. further reform of the law in this area but court reform 


and correctional reform and all that goes with them. . 
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Man or Machine in Psychiatric Diagnosis 


BY GEOFFREY S. DUCKWORTH, M.D., AND HENRY B. KEDWARD, M.D. 


The authors describe the previous studies of the 
stability of psychiatric diagnoses over time that have 
found such diagnoses to be unreliable, stating that the 
assumptions underlying these studies have been tested 
and disproved. On the otner hand, the use of 

, Standardized interview techniques and categorization 
by computer yield reliable symptom ratings and 
precise diagnoses. The authors discuss the importance 
of these findings to the selection of the most 


` appropriate treatment modality for individual 


patients. 


NOTABLE STUDIES purporting to measure the reliabili- 
ty of psychiatric diagnosis over time have found it to 
be lamentably deficient (1-3). In 1938 Masserman and 
Carmichael compared diagnoses of psychiatric 
patients at the time of their hospital admission and at 
one year follow-up (1). They found that “‘the prognos- 
tic and heuristic value of the present system of psychi- 
atric nosology . . . is challenged by . . . the observa- 
tion'that during only a year of follow-up study a major 
revision in the ‘diagnosis’ had to be made in more than 
40% of the patients.” Thirty years later, Cooper traced 
a group of 200 mental patients who were admitted to a 
hospital in England or Wales four times in two 


years (4). Using /CDA-8 categories (5), Cooper found - 


that only 37% of these patients retained the same 
three-digit diagnoses. These findings paint a somber 
picture of the validity and even the usefulness of diag- 
nosis in psychiatry. Is this pessimism warranted? 


Dr. Duckworth is Assistant Professor, University of Toronto, To- 
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MST 1R8, Ont., Canada. Dr. Xedward is Professor and Head of the 


, ^ Psychiatric Epidemiology Section, Clarke Institute of Psychiatry. 


All of the studies cited used the same methodologi- 
cal approach, i.e., they compared a diagnosis made on 
a patient at one point in time with that made at a later 
time. The hidden assumption is that psychiatric 
patients never get better and never lose their symp- 
toms. If one were to discredit medical diagnoses by 
showing that patients who were admitted to a hospital 
one year with peptic ulcer were readmitted the follow- 
ing year with such diverse problems as pancreatitis or 
diarrhea the internist would rightly object that with the 
passage of time patients frequently recover from one 
illness only to fall prey to a different one. Such acquisi- 
tion of new illnesses may also be the case in psychia- 
try. Clearly, this possibility underlines an important 
difference between studies of interrater reliability at 
one time and studies of diagnoses at different times. In 
this paper we will examine the stability of psychiatric 
diagnoses over time. 

Kreitman and associates identified five variables of 
the diagnostic process that must be controlled before 
different studies can be compared (6). These variables 
are 1) the patient, 2) the psychiatric examination, or 
interview, 3) the psychiatrist, 4) the analysis, and 5) 
the diagnosis. The studies cited (1-4) suggested that 
the main sources of unreliability pertain to the psychi- 
atrist and his or her methods. This supposition can 
best be tested by attempting to isolate each variable in 
turn and test its contribution to the total unreliability. 
This procedure is made possible by the recent devel- 
opment of standardized psychiatric interviews, such 
as those of Goldberg and associates (7, 8), Spitzer and 


` associates (9), and Wing and associates (10). 


All of these instruments have demonstrated their 
ability to control for the second of Kreitman and asso- 
ciates' variables, the psychiatric examination. The de- 
velopment by Wing and associates of a computer pro- 
gram for the classification of patients into diagnostic 
groups by analyzing the rated symptoms using a logi- 
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cal tree design (Catego) (11) makes it possible to dis- 
he diagnostic process and delineate the anatomy 
riable. 


METHOD 


We have taken part in a collaborative study in two 
provinciàNmental hospitals and a university psychiat- 
ric hospital in Toronto. During the study 155 chroni- 

“cally hospitalized psychiatric patients were inter- 

viewed by the project psychiatrist using Wing and as- 
sociates’ Present State Examination (PSE) (10). The 
patients were later reinterviewed on three occasions 
using the PSE; the last interview was conducted one 
year after the first. 

Before the main study was initiated the interrater re- 
liability of the project psychiatrists was determined. 
Three research psychiatrists simultaneously rated in- 
terviews with 10 patients. In rotation, one psychiatrist 
would conduct the interview and the other two were 
observers, all three rating the patient’s responses inde- 
pendently. Later, the interviewer presented to the ob- 
servers a summary of the patient’s past symptoms but 
gave no information on previous diagnoses. Each psy- 
chiatrist then independently made a project diagnosis. 
The fact that the initial interviews were recorded on 
videotape made it possible for two other psychiatrists 
who joined the team one month later to view the video- 
tapes and rate the symptoms independently. Two 
years after the initial interviews, one psychiatrist who 
had rated a live interview (G.S.D.) and one who had 
rated the videotape reviewed the videotapes and re- 
‘rated the PSE stems. 


RESULTS 


The reliability of the rated symptoms was examined 
first. The percentage agreement of the raters of live 


interviews averaged 92.696; that of the raters of video- 


taped interviews was 95.0%. When all of the ratings 
were compared in pairs, the mean percentage of agree- 
ment was 92% and the error, 8%. However, because a 
certain amount of agreement may be expected by 
chance, the kappa coefficient was calculated. Agree- 
ment at chance level produces a kappa of 0, and per- 
fect agreement scores 1. The observed kappa of 0.762 
indicates that the agreement is far higher than chance 
level and confirms a genuine correlation. These results 
demonstrate the ability of standard interview tech- 
niques to control the second of Kreitman and asso- 
ciates' variables. 

However, reliability in rating symptoms does not 
necessarily imply reliability of diagnosis. The mean 
concordance of the diagnoses of the five raters for 10 
‘patients was 98% (using ICDA-8 three-digit cate- 
gories). One could object that these figures were spu- 


, « *riously high because chronic patients may be a more 


homogeneous group than acute patients and therefore 
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easier’ to diagnose. This objection can-be tested by . 


coniparing with the present study the corresponding 
figures from a sample of 100 acutely illlpsychogeriatric 
patients studied by one of us (G.S.IX) and Ross (12). 
In the latter project the concordance on diagnoses was 


9495, slightly lower than that for the chronic sample. ' 


Thus, chronic patients may be somewhat easier to  . 


diagnose than acutely ill patients, but both agreements 
exceed 90% and thus confirm the high reliability of the 
project diagnoses. 

Comparing the diagnoses made using these stand- 
ardized techniques with the routine diagnoses made by 
the treating physicians for the same patients, we found 
a concordance between project and hospital of 83.2%. 
Although this agreement is quite acceptable. it is con- 
siderably lower than the project diagnoses obtained by 
standardized techniques. 

One could also object that the diagnoses of the proj- 
ect team could have been influenced by zn uncon- 
scious bias because knowledge of the patient's history 
could be gleaned secondhand from his or her chart. 
This objection can be tested by comparing the project 
diagnoses with those of the computer, which proceeds 
from rated symptoms to diagnostic class in a fixed logi- 
cal tree design based entirely on the current phenome- 
nology. Patients with dementia were excluded because 
the Catego program was not designed to handle organ- 


- [ 


ic brain damage. The resulting comparison yields a - 


concordance between project and Catego diagnoses of 
75%, an independent confirmation of the reliability of 
the project diagnoses (see table 1). 

The fact that the original interviews were video- 
taped makes it possible to test the stability of the proj- 
ect ratings over time with the first variable, change in 
the patient's symptoms, held constant. This com- 
parison was not available technologically to the, au- 
thors cited (1—4). Two of the original raters reviewed 
the videotapes two years after the initial ipterviews. 
The mean concordance on symptom ratings was 925€ 
and the error 896, an impressive demonstration of the 
ability of standardized techniques to control obsérver 
error. 


CHANGE IN CATEGO DIAGNOSIS 


We are now in a position to examine the change in 
patients’ symptoms over time, since one full year 
elapsed between the initial and final interviews. Start- 
ing from the rated symptoms there are two paths that 


lead to diagnosis: that of the psychiatrist’s clinical 


judgment on the one hand and that of the computer on 
the other. Conceptually, the Catego path is simpler be- 
cause the program is fixed: from a given pattern of 
symptoms the computer will always assign the san 
diagnostic class, with a reliability of 100%. This fixity 
of program: makes it possible to measure changes ‘in 
symptoms of patients over time, since only the first 


Step, the symptom rating, is subject to error. There- 


fore, if we could measure the error of that step, the 
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Catego Diagnoses 





*Concordance—-34/72—47.290; discordance = 52.8% 


total error of the Caiego categorization would be 


- known. However, we have just demonstrated that the 


error between one rater and another or between one 
time and another is 8%. Therefore, change in diag- 
noses of 8% would be within the limits of experimental 
error, but figures substantially i in excess of that would 


suggest a genuine change in the patient's symptoms. 


To allow comparison of statistically significant num- 
bers in the subgroups, the Catego classes were 
grouped into three diagnostic categories: schizophre- 
nia, affective disorders (including both neurotic and 
psychotic depression), and a miscellaneous group that 
comprised such diverse illnesses as alcoholism and 
personality disorders. A change from one of these 


. groups to anoiher would indicate a major diagnostic 


shift. Comparison of computer diagnoses of the initial 
interviews and the final interviews one year later re- 
veals a major revision of the diagnostic class in 52.8% 
of cases (see table 2). This figure exceeds by more than 
1076 the changes in Masserman and Carmichael's 
study (1). These authors attributed change in diag- 
noses to the unreliability of psychiatrists. However, 
the psychiatrist has ncthing to do with computer diag- 
nosis. Therefore, the underlying assumption made in 
the classic studies (1.e., that the disease did not change 
but the psychiatrist's opinion did) is false. The capac- 
ity of even chronic psychiatric patients to change has 
been underestimated. 

/The seeming limitation of the computer program, 


[. "that it uses only current symptoms, allows for an inter- 


esting new twist to “diagnosis” as provided by the 
cómputer—to measure global change over time. The 
psychiatric diagnoses may be grouped intå a hierarchy 


" based on severity of illness. The most severely im- 


66 — : - 


. Project Diagnoses Schizophrenia A-Tective Disorder Miscellaneous Total - 
. Schizophrenia 53 12 1] 76 
Affective disorder 0 14 0 14 
Miscellaneoys 0 1 6 oP" 7 
Total 53 27 17 97 
*Concordance= 73/97 =75.3%; y*—66.59, df=4; p<.0005. 
TABLE 2 " 
Concordance and Discordance of Catego Categories T, and T, (N—72)* 
Catego T, Categories 
Catego T, Categories Schizophrenia Affective Disorder Miscellaneous 
Schizophrenia i 17 8 9 
Affective Disorder 8 5 8 
Miscellaneous 3 2 12 


paired category is that of patients with organic brain 
damage, who are excluded because the Catego pro- 
gram was not designed to deal with dementia. The re- 
maining three are, in order of decreasing severity, 
schizophrenia, affective disorder, and miscellaneous 
disorders. A change of Catego diagnoses in this direc- 
tion would indicate global improvement, but a change 
in the opposite direction would imply deterioration. 
By this criterion, the majority of patients in this study 
showed improvement. Of course, much more precise 
measures of outcome can be obtained by comparing 
the individual symptom scores on the initial examina- 
tion with those at follow-up. 


DISCUSSION 


Psychiatric diagnosis has recently come under fire 
from two flanks. On the antiscientific side, Laing has 
attacked psychiatry with withering scorn, calling the 
psychiatric examination a ‘‘degradation ceremonial’ 
(13, p. 84). Instead, he says, ‘“The person who has en- 
tered this inner realm . . . will find himself going . . . 
on a journey” (13, p. 87). Szasz goes one step further 
by labeling the whole concept of mental illness a 
myth (14). However, to repudiate centuries of hard- 
won data for the dubious gain of a mystical journey is a 
step backward to the Middle Ages, when mystical vi- 
sions and mythical devils confounded rational at- 
tempts to relieve the suffering of the sick. 

On the other side, psychiatry is under fire for not 
being scientific or precise. Frank attacked the diagnos- 
fic process as inconsistent and pointed to the dif- 


ferences between the data of psychiatry and those of 
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physics (15). However, the scientific status of a dis- 

ire les not so much in the minuteness of its subject 
matter an its techniques of objective observation 
and reproducible measurement. It is just as possible to 
measure scientifically the quirks of people as the 
quarks of atoms. 

Attacks on psychiatric diagnosis are nothing new. In 
1859 Neumann said, ‘“We shall never believe that psy- 
chiatry will make a step forward until we decide to 
. throw overboard the whole business of classifications. 
There is but one type of mental disturbance, and we 
call it insanity” (16, p. 167). To Neumann it made little 
difference what diagnostic label was attached to a 
patient because no specific treatment for any psychiat- 
ric disease existed in his time. Even the great Kraepe- 
lin was forced to treat schizophrenic patients with 
hyoscine and wet packs. 

In contrast, the modern psychiatrist is armed with a 
formidable cornucopia of potent and increasingly spe- 
cific drugs. An example of this was provided by the 
comparative study of patients in the United States and 
the United Kingdom, which found that 91% of those 
diagnosed by project standards as having mania were 
labeled schizophrenic by the hospital and would pre- 
sumablv have been denied lithium had it been avail- 
able (17). Lithium is a potent treatment for mania but 
has no value in schizophrenia. Of even greater import 
is the fact that 80% of the elderly patients in this study 
were labeled senile by the hospital, but the project 
team found the majority of them to be suffering from 
functional illnesses (18). Thus, some older patients 
may be deprived of treatment for their curable illness- 
es because they are considered to be suffering from 
irremedial dementia (12). These two examples illus- 
trate the crucial importance of accurate diagnosis as 
the basis for selection of the correct treatment modali- 


ty. 


BEYOND DIAGNOSIS 


Essential as is precision of diagnosis, other factors 
may prove more critical for the outcome of illness. 
Feinstein demonstrated that when the symptoms of 
rheumatic fever are recast as Venn diagrams, more 
precise prediction of prognosis is achieved by assign- 
ing a given patient to the appropriate area of over- 
Jap (19). Such an approach has not yet been attempted 
in psychiatry, but it seems to offer glittering prospects 
in this specialty in which complexity of symptoms is 
the rule rather than the exception. A hypothetical ex- 
ample of this approach is provided in figure 1, in which 
three important symptoms of schizophrenia overlap to 
form seven combinations, each of which may possess 
a different prognosis. The real situation is more com- 

. plex. The ninth edition of the PSE contains 140 dif- 
ferent variables of the mental state alone (11). When 
sqcial variables such as the presence of critical rela- 
tives and biological factors such as genetic loading are 
added, the variables number legion. Fortunately, the 
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availability of computer programs for multifactorial 
analysis allows the prospect of coping with the vast 
array of variables involved. 


Correlation of the chemistry of twisted molecules ` 


with the realm of twisted thoughts awaits elucidation 
by the biochemist, the neurophysiologist, and, ulti- 
mately, the geneticist. However, work is in progress 
attempting to correlate specific symptom clusters with 
therapeutic response to specific drugs. If this work is 
successful, it may be easier for the clinician to select 
the right drug without the current necessity for a proc- 
ess of trial and error, which will become less and less 
practical in the future as the number of available chem- 
ical agents increases exponentially. Heinz Lehmann 
may well have been right when he prophetically pre- 
dicted a renaissance of psychiatric diagnosis. 


CONCLUSIONS 


Well-known papers purporting to study the reliabili- 
ty of psychiatric diagnosis over time now appear to 
have documented profound changes in patients’ symp- 
toms. The development of standardized psychiatric in- 
terviews and computer programs for diagnostic classi- 
fication according to a fixed logical tree allows the 
process of diagnosis to be dissected and the error of 
each of its five components to be delineated. 

Analysis of the results of our two Toronto studies 
suggests the following conclusions: - 


1. The implicit assumption underlying the earlier. 


studies cited (1-4), i.e., that the symptoms of psychi- 
atric patients never change and these patients never 
get better, is false. Computer categories of chronic 


patients initially and after one year show a major . 


change in the pattern of symptoms in 52.7% of the 
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sample, the majority in the direction of decreased psy- 
chotic symptoms. The capacity of even chronic psy- 
chiatric patients Xo improve has been underestimated 
2. When change in symptom ratings over time W&s 
measured by videotape recordings of the initial inter- 
views that were viewed and rerated two years later, 


the unreliability of symptom ratings in the PSE pro- 


duced by time alone proved to be less than 7%. 

3. Because the error observed among five research 
psychiatrists in rating symptoms was 8%, we can con- 
clude that the use of standardized techniques by 
trained raters can minimize the interrater unreliability 
of psychiatric interviews. 

4, Diagnostic precision can be achieved by the 
standardized approach. The disagreement on diag- 
noses of the research team was very low. Dis- 
agreement between research diagnoses and routine 
hospital diagnoses was 1796, and disagreement be- 


tween research diagnoses and computer classification 


(Catego) was 25%. 

5. Beyond the diagnostic label, work is in progress 
attempting to predict, from symptom clusters derived 
from multifactorial analyses, favorable responses of 
given symptom clusters io specific psychoactive 
drugs. This endeavor predicates the development of 
new instruments to measure change in a patient's 
symptoms over time because without such measures it 


' is extremely difficult to judge whether or not the 


patient's treatment has been successful. 
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RICHARD J. MCPARTLAND, M.E.E., AND RICHARD F. ULRICH, 


T 


Qn the basis of two EEG sleep criteria, REM Duns 
and REM activity, the authors achieved 81% accuracy 
in distinguishing between 47 patients with primary 
depression and 48 patients with secondary depression 
using discriminant analysis. Sleep efficiency, the 
percentage of delta sleep, and the percentage of REM 
sleep discriminated between psychotic and 
nonpsychotic subgroups in the group with primary 
depression with 7596 accuracy. REM activity and 
intermittent nocturnal awakening accurately 
discriminated two subtypes of patients with secondary 
depression at a level of 81%. These results suggest 
that EEG sleep measurements can yield significant 
data to aid in differential diagnosis in psychiatry. 


THE PROBLEM Of developing a classification schema 
for affective disorders has intrigued clinicians and re- 
searchers for decades. Although relationships between 
a particular subtype of depression and a specific phar- 
macological intervention (e.g., the use of lithium car- 
bonate in bipolar depression) exist, most treatment de- 
cisions continue to be based on the vagaries of psycho- 
logical symptoms and psychosocial events. 

As the search for objective indicators has in- 
tensified, investigators have rediscovered something 
clinical psychiatrists have written about for centuries, 
i.e., that depression is almost always accompanied by 
marked changes in sleep. The substantial 1946 study of 
Diaz-Guerrero and associates documenting qualitative 
and quantitative sleep changes in depression using all- 
night sleep EEG studies (1) was followed by many oth- 
ers (2-9). The results of these early studies showed 
that most depressed patients have a disturbance in 
sleep efficiency and sleep continuity that is related to 
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the severity of the depression as well as to the pres- 
ence or absence of psychosis (10-14). 

A critical review of these early studies suggests that 
although there may be an increased amount of stage 1 
(nonREM) sleep in depressed patients, the most con- 
sistent change in sleep architecture in depression is the 
marked reduction in delta sleep (15-16). However, de- 
creases in delta sleep are nonspecific because they are 
often found in other nonpsychiatric and medical dis- 
ease states. 

Quantitative changes in REM sleep during depres- 
sion have also been described, but the initial view that 
REM sleep is reduced in depression was not borne out 
in later studies (6). The current view is that REM sleep 
shows great variability in depression and that this vari- 
ability is largely related to the course of the illness. 

Overall, the initial efforts to study EEG sleep in de- 
pression suffered from major methodological short- 
comings. Sleep EEG procedures varied from one labo- 
ratory to the next, and interpretations of results were 
also subject to the idiosyncrasies of the investigators. 
Furthermore, at the time sleep EEG studies became 
fashionable, depression was considered a more or less 
homogeneous disorder consisting of two subtypes at 
the most (such as endogenous/reactive or psychotic/ 
nonpsychotic). It was against this background that our 
laboratory began to examine the relationship of EEG 
sleep and affective disorders by adopting a number of 
standardized technical and clinical procedures devel- 
oped in other laboratories (17). Because of idiosyn- 
cratic labels used by American and European investi- 
gators, the terms used in this report and a description 
of the various sleep variables are listed in appendix 1. 

The current state of the art can best be summed up 
by stating that the existence of a sleep disorder in de- 
pression is no longer in question. The real question is 
to what extent sleep measurements can help to sepa- 
rate various subtypes of depression that represent 
meaningful clinical entities and provide guidelines for 
rational management of patients. If we assume that the 
current classidcation of depression and descriptions in 
the Research Diagnostic Criteria (RDC) (18) are cor- 
rect, the following problems need to be solved: ` 

1. How can one differentiate a depressed individual" 
from a nondepressed individual? 

2. If the patient is depressed, does he or she have a 
primary depression, in the sense that he or she is suf- 
fering from an affective disorder with no previos psy 
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‘chiatric history other.than a previous episode of .de- 
pression or manja? Or does he or she have a secondary 
depression, whikh in turn may be of several subtypes 
(a secondary depression superimposed on a pre- 


_ existing psychiatric illness; a secondary depression 


following the chronic use of or withdrawal from alco- 


-hol or other CNS depressants, narcotics, analgesics, 


_or stimulants; a secondary depression associated with 
concurrent medical disease; or a secondary depression 
following major surgical procedures or other life- 
threatening conditions)? . 

3. Whether the patient has a primary or secondary 
depression, are there any EEG sleep criteria that may 
be helpful in distinguishing between psychotic and 
nonpsychotic depression? 

It was our good fortune that very early in the course 
of these extensive investigations we confirmed and ex- 
tended the observation that REM latency was short- 
ened in depression (12). We have called shortened 
REM latency a “‘psychobiologic marker” (19) for the 
following reasons: 1) it is present in virtually all drug- 
free patients suffering from primary depression regard- 
less of whether it is unipolar or bipolar depression (20- 
21), 2) it has been observed in patients suffering from 
mania and schizo-affective disease as well as in certain 
schizophrenic patients whose illness has a marked af- 
fective component requiring the use of tricyclic antide- 
pressants in its management (22), 3) it is a persistent 
rather than a transient phenomenon and is present un- 
til the patient’s condition is improved, either in re- 
sponse to clinical intervention or as a result of spon- 
taneous remission (23), 4) it appears to be independent 
of age, drug use, and changes in other sleep measure- 
ments (24), 5) it has been confirmed by other investiga- 
tors not only in severely ill psychiatric patients requir- 
ing hospitalization but in depressed outpatients (25- 
27), and 6) it seems refractory to adaptation to the 
sleep laboratory (28). 

Our studies to date have provided information use- 
ful for the classification of primary and secondary de- 
pression, psychotic and nonpsychotic depression, and 
schizo-affective illness, but we have not yet succeeded 
in defining sleep EEG criteria for the differentiation of 
certain secondary depression. We will in the course of 
this report make occasional references to studies con- 
ducted in our laboratory over the past five years. How- 
ever, the results we report here are based on an inves- 


tigation we began in 1973 involving 95 patients. 


PATIENT SAMPLE 


Our study group of 95 patients (66 inpatients and 29 
outpatients) were all admitted to the EEG sleep labo- 
rftory of Western Psychiatric Institute and Clinic at 


“the. University of Pittsburgh School of Medicine. The 


mean age of the 95 patients was 41.32.0 years, and 
the majority were assigned to social class III of the 
Hollingshead two-factor index of socioeconomic 
status (29). Thus they occupied positions in the skilled 
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labor or white collar strata of Pittsburgh's middle . 
class. A medical and neurological evaluation, ui. 
ere. pet- 


logical testing, and psychiatric assessmen 
formed on all patients. 

A diagnosis of a major depressive episode was made 
according to the Research Diagnostic Criteria (RDC) 
developed collaboratively by the National Institute of 
Mental Health and Washington University (48). Such 
episodes require the presence of at least two weeks of 


a dysphoric mood, five of eight classical depressive - 


symptoms, a decrease in social or work functioning, 
and none of the classical features of schizophrenia or 
schizo-affective disorder. 

All EEG sleep records were scored independently 
and without knowledge of the patient’s clinical diag- 
nosis. The sleep values for each of the 95 patients rep- 
resent the means for two consecutive nights of record- 
ing after a drug-free interval of two weeks. Only 38% 
of the patients were free of psychotropic drugs during 
the eight weeks before inclusion in our sample; of the 
remaining 62%, 20 had used CNS depressants or alco- 
hol; 9% had used CNS depressants with other drugs; 
26% had used antidepressants with phenothiazines, 
stimulants, or CNS depressants; 4% had used pheno- 
thiazines alone; and 3% had used proprietary hypnot- 
Ics, 

The 47 patients assigned the diagnosis of primary 
depression had a mean age of 45.7+1.9 years and con- 
sisted of 18 men and 29 women. These 47 patients with 
primary depression were subdivided on the basis of 
clinical and psychopathological data into psychotic 
and nonpsychotic subgroups. “‘Psychosis’* was de- 
fined as either the presence of bizarre or idiosyncratic 
thinking, delusions, or hallucinations as well as evi- 
dence of a marked impairment in social or work func- 
tioning. The mean age of the 17 patients in the psy- 
chotic subgroup (56.6+1.3 years) was greater than the 
mean age of the 30 patients in the nonpsychotic sub- 
group (39.6+2.3 years). The psychotic subgroup in- 
cluded 5 men and 12 women; the nonpsychotic sub- 
group included 13 men and 17 women. The remaining 
48 patients received a diagnosis of secondary depres- 
sion, representing a heterogeneous collection of sub- 
types. Not surprisingly, the prevalence of CNS de- 
pressant use and/or alcohol abuse was nearly six times 
as great in patients with secondary depression as in 
patients with primary depression. 

The group of 48 patients with secondary depression 
was also divided inte two subgroups. One consisted of 
18 patients with severe, previously undiagnosed con- 
current medical disease (such as thyroid disease, tem- 
poral lobe epilepsy, myasthenia gravis, hypoglycemia, 


and intracerebral aneurysm). The mean age of these 18. 


patients was 44.2+4.0 years; 4 of these patients were 
men and 14 were women. The other subgroup of 


patients with secondary depression consisted of 30. 


patients with no significant medical disease whose de- 


pression was associated with chronic alcoholism, ob- 


sessive/compulsive disorders, phobias, Briquet's syn- 
drome, or antisocial personality. The mean age of 


P 


* 
V 
s w 


Am J Psychiatry 135:1, January 1978 


these 30 patients was 32.8+1.9 years; there were 7 


f + even tmd 23 women in this group. 
EN * : = 


EEG SLEEP DATA 


Two-tailed Student’s t tests were carried out in the 
analysis af the EEG sleep data in less specificity in 
comparison with normative values available for 


- middle-aged subjects (28). We found that our 95 de- 


pressed patients had a significantly longer sleep la- 
tency, less time spent asleep, and less ''sleep efficien- 
cy’ (p«.001). With regard to sleep architecture, the 
depressed patients had significantly more stage 1 sleep 
and almost no delta sleep (p<.001). Both the REM la- 
tency (55.7 minutes versus 79.6 minutes for 41 normal 
subjects aged 30-39 years, p<.001) and the per- 
centages of REM sleep (19.8% versus 24.5% for the 
normal subjects, p<.001) were significantly lower in 
the depressed group. 

The distinguishing EEG sleep characterisiics of our 


: 95 patients with primary and secondary depression 


* 





were ccnsistent with our previous reports (14, 19). As 
shown in table 1, patients with primary depression had 
significantly more early morning awakening, inter- 
mittent wakefulness. less time spent asleep, and lower 
sleep efficiency than patients with secondary depres- 
sion. 

Patients with primary depression had significantly 
shorter REM latencies, higher REM activity, and high- 
er indices of REM density than patients with secon- 
dary depressive illness. Furthermore, patients with 
primary depression had a significantly higher per- 
centage of REM sleep than patients with secondary 
depression. Since the primary depressive group had 
less time spent asleep and on the average only 6 more 
minutes of REM time than the secondary depressive 
group, the higher REM activity and REM density 
measures cannot be explained on the basis of more 
available total sleep or REM sleep time. In summary, 
then, we could easily categorize primary and secon- 
dary depression using measures of sleep continuity, 
REM latency, REM time, and REM activity. In fact, 
on the basis of just two criteria, REM latency and 
REM activity, 81% accuracy was achieved in distin- 
guishing between the two groups using discriminant 
analysis (y?—43.6, p.001, kappa=.64). 

As shown in table 2, when the primary depressive 
group was divided into psychotic and nonpsychotic 
patients, psychotically depressed patients, as might 
have been expected from clinical observations, 
showed more early morning awakening and a much 
lower efficiency than  nonpsychotic depressive 
patients. Furthermore, psychotically depressed 
patients spent a significantly smaller percentage of 
their sleep time in delta and REM sleep stages than 
nonpsychotic patients. Interestingly, however, there 
were no significant differences in such REM measures 
as REM latency or REM density between the two 
groups. Using sleep efficiency, percentage of delta 


x 


i 


sleep, and.percentage of REM: sleep, a discriminant’ 


analysis procedure.successfully discriminated 75% of 
the 47 cases G7 —21.0, p«.001, kappg= 
breakdown of the nonpsychotic patients into agitated 


and anergic subgroups showed that sleep efficiency. 


arid wakefulness measures separated 80% of the 30 


patients (3?— 13.7, p<.001, kappa=.59). It should be: : 


emphasized that the REM sleep measures of REM la- 
tency and REM activity were similar in the primary 
depressive patients regardless of psychotic thinking Or 
level of agitation. 

The EEG sleep characteristics of the 48 patients 
with secondary depression divided into subgroups 
with and without concurrent medical disease were also 
compared (see table 3). These subgroups were similar 
on most measures of sleep continuity as well as meas- 
ures of nonREM sleep architecture. However, the 


subgroup with concurrent medical disease showed in- 


creased intermittent wakefulness in comparison with 
the subgroup without medical disease. Patients with- 
out medical disease had a significantly higher per- 
centage of REM sleep, more REM activity, a higher 
average REM activity, and a higher REM density than 
patients with concurrent medical illness. REM activity 
and intermittent nocturnal awakening successfully dis- 
criminated the two subtypes of secondary depression 
at a level of 81% (4?— 14.2, p<.001, kappa=.60). 
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.47). A further . 


The sleep of depressive patients with concurrent - 
medical disease was also significantly different from - 


the sleep of patients with primary depression, particu- 
larly with regard to REM density (30). In fact, these 
differences in REM density could be noted even by the 
end of the first REM period in a sample of 12 patients 
with concurrent medical illness and 12 patients with 
primary depression matched for sex, age, and severity 
of illness. The matched subgroups were remarkably 
similar on EEG measures of sleep continuity: their 
sleep latencies were 44 minutes, their fime spent 
asleep was approximately 320 minutes, their early 
morning awakening time was between 12 and 18 min- 
utes, their intermittent wakefulness was approximate- 
ly 13% of the night, and their sleep efficiency was be- 
tween 75% and 80%. However, depressed patients 
with concurrent medical illness spent significantly less 
time in REM sleep in stage 1 sleep (13.4%) than 
patients with primary depression (23.3%) or age- 
matched normal subjects (p«.001). A comparison of 
particular REM sleep measures revealed significant 
differences in REM latency (42.2 minutes versus 71.8 
minutes; p«.05), total REM activity (150.5 units ver- 
sus 46.8 units: p<.001), and REM density (2.0 versus 
1.1; p<.001). 

Stepwise linear regression and discriminant function 


analysis were performed in order to determine which . 
EEG measures would maximally discriminate between, 


the depressive subtypes. This EEG-sleep-generated 
schema significantly dichotomizes each clinical cate- 
gory using only two or three EEG sleep measures (see 
figure 1). REM latency and REM density are sufficient 


"4 


. to separate out primary from secondary -depressed 


oa e 
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`” TABLE 1 S. : pos : à 
EEG Sleep in of 95 Patients with Primary (N=47) or Secondary (N —48) Depression a Neots e 
TES 4 = d 
‘ Patients with Patients with 
R Primary Depression Secondary Depression ; 
Sleep Characteristic Mean’ . SEM Mean SEM Significante 
. Sleep continuity d 
* Sleep latency (in minutes) 49.0 6.8 45.0 5.9 * ns. 
Early morning awakening (in minutes) 19.7 4.2 6.1 2:3 p<.01 
Awake (in minutes) 37.1 53 22.5 4.6 p«.05 
Time spent asleep (TSA) (in minutes) |. 304.4 8.8 336.2 8.3 p«.0l : 
Awake/TSA (in percents) 14.3 2.6 8.1 2.0 p<.05 
TSA/total recording time (sleep efficiency) 
(in percents) 74.7 2.3 82.2 1.9 p<.01 
Sleep architecture z 
Percentage of stage 1 sleep 11.0 1.03 9.3 0.70 n.s 
Percentage of stage 2 sleep l 63.7 3.2 67.5 2.9 n.s. 
Percentage of delta sleep 2.8 0.53 4.4 0.98 n.s. 
Percentage of REM sleep 21:7 0.77 17.8 0.82 p<.01 
Percentage of REM sleep in stage 2 sleep 1.0 0.20 1.0 0.24 n.s 
REM measures : 
REM latency (in minutes) «38.6 2. 32 72.3 4.3 p<.001 
REM activity (RA) (in units) 126.3 7.9 83.8 8.0 p«.001 
RA/TSA 0.43 0.03 0.24 0.02 p<.001 
RA/REM time (REM density) 1.95 0.09 1.31 0.08 p<.001 
TABLE 2 
EEG Sleep Characteristics of 47 Patients with Psychotic (N=17) or Nonpsychotic (N=30) Primary Depression 
Patients with Patients with 
Psychotic Depression. Nonpsychotic Depression 
Sleep Characteristic — - Mean SEM Mean SEM Significance 
Sleep continuity 
Sleep latency (in minutes) 64.82 14.5 40.00 6.4 n.s. 
» * Early morning awakening (in minutes) 31.11 8.1 13.20 4.5 p<.05 
Awake (in minutes) 54.18 11.0 27.40 5.1 n.s. 
Time spent asleep (TS A) (in minutes) 278.59 14.6 319.07 10.2 p«.05 
Awake/TSA (in percents) 21.51 5.5 10.19 2.5 n.s. 
TSA/total recording period (sleep efficiency) 
(in percents) 64.87 35 — 80.28 2.6 p<.001 
Sleep ‘architecture 
Percentage of stage 1 sleep 13.64 2.4 9.48 0.8 n.s. 
Percentage of stage 2 sleep 63.70 2.8 63.70 2.0 n.s. 
Percentage of delta sleep 1.68 0.39 2.93 0.8 p<.05 
Percentage of REM sleep 19.61 1.4 22.95 0.9 p<.05 
Percentage of REM sleep in stage 2 sleep 1.38 0.40 , 0.82 0.2 - n.s. 
REM measures 
REM latency (in minutes) 36.29 5.3 39.97 4.1 n.s. 
REM activity (RA) (in units) 113.76 13.4 133.40 9.7 n.s. 
RA/TSA © 0.42 0.04 0.44 0.3 n.s. 
RA/REM time (REM density) 2.18 0.20 1.87 0.1 n.s. 


patients. Sleep efficiency, percentage of REM sleep, sion without medical disease is highly desirable in 
and percentage of delta sleep discriminate between the terms of nosology and classification, as mentioned 
psychotic and nonpsychotic subgroups in the primary above we currently do not have a sufficient number of 
, depressive group. The division of secondary depres- patients with reliable diagnoses within this subgroup to 
sion into subgroups of secondary depression with or classify them according to EEG sleep measurements...  . 
. without medical disease can be accomplished using Furthermore, there is considerable ambiguity in label- M 
REM activity and intermittent nocturnal.awakening as ing patients as suffering from a secondary depression, . 
* the requisite variables of discrimination. because once a patient receives such a diagnosis (for 
©- Although further breakdown of secondary depres- . example, obsessive neurosis), subsequent affective . 
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EEG Sleep Characteristics of 48 Patients with Secondary Depression Without Concurrent Medical Disease (N= 30) or With Concurrent Medical 


“Disease (N=18) 


. , 
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Patients Without Patients With 
um Medical Disease* Medical Disease ° 
Sleep Characteristic Mean SEM : Mean SEM Significance 
SONNERIE e EM m e 
Sleep continuity 
Sleep latency (in minutes) 43.97 73 46.67 10.2 n.s 
Early morning awakening (in minutes) 4.17 ed 9.28 4.9 n.s 
Awake (in minutes) 14.23 4.3 36.33 9.2 p<.05 
Time spen: asleep (TSA) (in minutes) 349.13 9.7 314.56 14.2 n.s 
Awake/TSA (in percents) 4.31 1.4 14.39 4.5 p<.05 
TSA/total recording period (sleep efficiency) 
(in percents) 84.71 2.0 77.91 3.8 n.s 
Sleep architecture 
Percentage of stage 1 sleep 9.04 1.1 9.69 0.8 n.s 
Percentage of stage 2 sleep 66.79 1.7 70.00 27 n.s 
Percentage of delta sleep 4.12 1.1 4.79 1.9 ns. 
Percentage of REM sleep 19.70 1,0 14.71 1.1 p«.01 
Percentage of REM sleep in stage 2 sleep 0.91 0.3 1.24 0.39 n.s 
REM measures 
REM latency {in minutes) 69.77 4.0 76.61 9.4 n.s. 
REM activity (RA) (in units) 103.30 10.7 $128 . 6.4 p«.001 
RA/TSA 0.29 0.0 0.16 0.0 p<.001 
RA/REM time (REM density) 1.42 0.1 1.11 0.1 p<.05 


«This group includes patients who chronically abused alcohol and/or drugs. 


FIGURE 1 


EEG Sleep Measures That Discriminated Between Depressive Diagnoses 


Depressive Syndrome 


Primary REM latency Secondary 
Depression REM density Depression : 
Sleep efficiency - 
Psychotic Nonpsvchotic With REM activity Without 
dala o el ned) id Medical Wakefulness Medical 


Percentage of delta sleep 


episodes are classified as secondary even if there has 
been a period of several years between episodes and it 
is clear that the patient is no longer suffering from an- 
other condition (i.e., he or she is no longer *'neurot- 
ic"). Furthermore, it is at this point not yet known 
whether and how many of the patients diagnosed as 
having secondary depression had a proclivity for de- 
pressive symptoms in the past, whether the occur- 
rence of secondary depression means that such epi- 
sodes will arise in the future only when provoked by 
similar causes, and whether the treatment response to 
tricvclics, monoamine oxidase inhibitors, lithium car- 
bonate, or other drugs is in any way different in secon- 
darv depression from treatment response observed 
with such drugs in primary depression. 

. Changes in REM sleep measures, particularly REM 
density, support the idea of a defect in the regulation 


of REM sleep in patients with primary depression. , 


A * 





Disease Disease 


However, it can be argued that the basic abnormality 
of sleep in depressive states is, in fact, a nonREM 
sleep cycle disturbance involving delta waveform and 
delta sleep (31), since REM sleep cycles may also be 
thought of as representing slow-wave-sleep cycles, es- 
pecially during the first half of the night. Although our 
preliminary findings suggest a correlation between 
REM latency and delta sleep in patients with secon- 
dary depression but not in patients with primary de- 
pression, more sophisticated analysis of delta sleep 
waves mav uncover a set of significant relationships in 
primary depression as well (32). 

Whatever the mechanism affecting sleep changes i in 
patients with depressive disorders, it is now clear that 
EEG sleep measurements represent an important ' 
source of objective data that can aid the clinician in 
making bcth differential diagnoses and treatment deci4 
sions. The delineation of homogeneous clinical syp- 
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groups using these measures may in turn aid in the dis- 
covery of other, objective indicators for the devel- 
. opment of pes E robioloe ical profiles of affective 
disorders. — ' 
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APPENDIX 1 
EEG Sleep Variables 


Sleep latency: time from lights out until the appearance of 
stage 2 sleep. 

Early morning awakening: time spent awake from the final 
a'wakening until the subject gets out of bed. 

Awake: time spent awake after sleep onset and before the 
final awakening in the morning. 

Time spent asleep (TSA): time spent asleep less any awake 
time during the night after sleep onset. 

Awake/TSA. the percentage of awake time over time spent 
asleep. 

TSA/total recording period: sleep efficiency, the ratio of 
time spent asleep to total recording period. 

Sleep architecture: the various percentages of each stage 
of sleep: stage 1, stage 2, stage 3, and stage 4 are combined 
as delta sleep; stage I-REM percent and stage 2-REM per- 
cent refer to the portion of the night when REMs are present 
during stage | and stage 2 sleep, respectively. 

REM latency: number of minutes of sleep until the onset 
of the first REM period. 

REM activity (RA): each minute of REM sleep is scored 
on a 9-point scale (0-8) for REM patterns; the sum for the 
whole night provides the REM activity. 

RA/TSA: average REM activity, the ratio of REM activity 
to time spent asleep. 

RA/REM time: REM density, the ratio of REM activity to 
REM time. 
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BY NICHOLAS G. WARD, M.D., DAVID B. ROWLETT, M.P., AND PATRICK BURKE, M.B., CH.B., PH.D. a 


The authors describe the use of intravenous sodium 
amylobarbitone to differentiate between functional 
and organic confusion. Four psychiatric patients with 
functional confusion developed a clear sensorium on 
this drug. Since previous studies have demonstrated 
that organic confusion is increased by sodium 
amylobarbitone, the authors conclude that the drug 
can be an aid in the differential diagnosis of confusion. 
They discuss possible applications. 


IN THE EARLY stages of hospitalization, it can be very 
difficult to distinguish between functional and organic 
disorientation in psychotic patients. Disorientation is 
more common in organic conditions, but it also occurs 
in several psychiatric conditions. It may be *'caused 
by acute conflicts, intense affective factors, dis- 
tractibility or lack of interest or attention" (1). Dis- 
orientation is observed in severe manic excitement, 
1096 of depressions of the aged, severe agitated de- 
pression (2), schizophreniform psychosis (3), and acute 
reactive psychoses (4), and it may be a feature of 
pseudcdementia (5). 

Observauon, history, and specific tests can be help- 
ful in differentiating organic and functional confusion. 
Patients who are oriented in behavior (e.g., can find 
their rooms and know who their doctors are) but give 
bizarre responses to questions are likely to be func- 
tionally confused. Those who respond with ‘‘near 
miss" answers are more likely to be organically im- 
paired (6), and those who give **don't know” answers 
are usually just uncooperative. There are also reports 
of delusional-like disorientation in psychotics, in 
which cases the patient stubbornly maintains the 
wrong date or place although he or she is fully aware 
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-‘ferentiate them from organically 


that others have different conclusions, and of *'*double 
orientation” in which cases the patient may sometimes 
know the place, date, etc., but will at other times give 
inaccurate answers, maintaining that the accurate ori- 
entation is an illusion (7). Other clues to a functional 
etiology include a history of psychotic episodes with 
confusion or a rapid onset with a normal EEG and no 
evidence of toxicity (5). 

All of these features suggest but do not confirm a 
particular diagnosis and differentiation becomes espe- 
cially difficult when the psychotic patient for whom a 
good history is unavailable manifests neurologic defi- 
cits or shows some superficial head trauma. How, 


then, can functional confusion be more certainly dis- 


tinguished from organic confusion? 

Sodium amylobarbitone appears to be a promising 
diagnostic agent for this purpose. First, in patients 
with brain disease, it not only increases preexisting 
confusion but can induce confusion. Weinstein and as- 
sociates (8, 9) found that sodium amylobarbitone 
brought aboui previously unmanifested disorientation 
in 65% of patients who had underlying brain disease. 
This change was not seen in a control group with no 
brain disease. | 

Second, in patients with functional psychiatric dis- 
turbances, sodium amylobarbitone appears to improve 
symptoms. In psychotics, attention defects and, con- 
tact with the environment were found to improve con- 
siderably after administration of the drug, out of pro- 
portion to other factors (10). Similarly, schizophrenics 
under the influence of sodium amylobarbitone have 
shown improvement in memory, attention, compre- 
hension, thought organization, and goal orienta- 
tion (11), and it has been reported that sodium amylo- 
berbitone can reverse psychogenic states and thus dif- 
induced 
amnesia (12, 13). 

These findings suggest that confusion or dis- 
orientation in psychiatric patients might be cleared by 
sodium amylobarbitone, but an extensive literature 
search has revealed no reports of this. In fact, there is 
one report of a confused psychiatric patient whose 
confusion persisted under this medication (14).  . 

In spite òf this one negative finding and with the sup- 
port. of the data already described we hypothesized 
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that functional confusion in psychotic patients would , 


clear under the influence of sodium CRO Oe es 
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J: buf no evidence of epileptic activity. 
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- METHOD , 
All subjects signed statements of informed consent. 
Subjects were confused. psychotic patients admitted 
_ to a locked psychiatric unit in a general hospital. With- 
' in 48 hours of admission, sodium amylobarbitone was 
. administered to each subject in a procedure similar to 
that'reported by Weinstein's group (8, 9), modified by 
injection of a lower concentration (75 mg/ml) at a slow- 
er rate (1 ml/minute for the first 2 minutes, with each 
additional 1 ml delivered over 1 minute, followed by a 
1 minute wait to assess effect). Throughout the proce- 
dure, attempts were made to keep the patient talking. 
When yawning, slurring of speech, or nystagmus ap- 
peared, drug administration was stopped and the 
patient's orientation was tested. In some cases, we 
performed a full Weinstein-Kahn interview, which in- 
cludes questions to asses not only orientation but also 
intermediate memory and anosognosia (denial of ill- 
ness). The following four case reports describe 
patients diagnosed as having functional confusion. 


CASE REPORTS 


Case 1. Mr. A, è 63-year-old man with a 30-year-plus his- 
tory of periodic psychotic depressive episodes characterized 
. by vegetative signs, crying, and delusions of worthlessness, 
was admitted after he developed marked confusion and dis- 
orientation over a period of 1-2 weeks. His chief complaint 
was that he felt he should be dead. He was unable to give the 
month, year, or place accurately, spoke incoherently, and 
did not respond to most questions. During the previous 3 
years, he had had two similar psychotic episodes with con- 
fusion. Diagnoses assigned 1n recent admissions included di- 
abetes insipidus, a seizure disorder, hypertension, and de- 
mentia, with the remote possibility of a recurrent eosinophil- 
ic granuloma that had been treated previously by rib 
resection. On one admissioa, 8 months before this admis- 
sion, he was found to have a bromide level of 2 mEg/liter. 
Four years before this admission, Mr. A had shot himself in 
the face. His wife reported that he experienced memory and 
cognítive deficits after the shooting, but no formal documen- 
tation of these difficulties was obtained. 

Because his behavior was inconsistent with the verbalized 
degree of memory deficit and seemed goal-directed and ma- 
nipulative at times, we elected to use sodium amylobarbi- 
tone diagnostically. A total of 325 mg was administered in- 
travenously, and he immediately became oriented to person, 
place, and year, and knew where he lived, how far away his 
‘home was, that he had been in this hospital before, and how 
he got here. After interview, he relapsed into confusion and 
was started on thiothixene, 5 mg t.i.d. Within 3 days he 
showed no evidence of disorientation or psychosis. A full 
Weinstein-Kahn interview done 3 days later revealed no 
deficits, and further psychological tests showed no memory 
or cognitive impairment. Results of all neurological studies 
were within normal limits, except for an EEG that revealed 
. diffuse slowing (possibly secondary to treatment medication) 
e " 

Case 2. Mr. B, a 36-year-old man with a history of chronic 
; Schizophrenia and both grand mel and petit' mal epilepsy 
nce an illness (or injury) at age 344, was admitted after he 
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exhibited bizarre, agitated behavior. He had been found run- 
ning around an apartment building, screaming and pounding 
on walls, and had been hit on the nose by the apartment maa- 
ager. He was brought to the hospital by the police. The ra- 
pidity of onset could not be determined because of the lack 
of an objective historical source. The patient was uninfortha- 
tive, talking loudly and incoherently with loose associations 
and affect that varied from elation to anger to calm (leading 
one evaluator to suggest an affective disorder). He exhibited 
paranoid ideation and was not oriented to place; he refused 
to answer other questions regarding orientation. Over the 
next 2 days, we learned that the patient had been treated for 
a seizure disorder with primidone (50 mg h.s.) for approxi- 
mately 1 year; previous treatment had been with phenobarbi- 
tol and diphenylhydantoin. No toxicity or overdose symp- 
toms had been noted. 

On the day after admission, he was disoriented to date, 
time, and person but criented to place. Because of the diag- 
nostic question of functional versus organic confusion, his- 
torical information that was compatible with both, and some 
inconsistency in memory impairment, we elected to adminis- 


ter sodium amylobarbitone. He was given 250 mg I.V. and 


immediately became fully oriented and could give his full 
name, the exact date, and time of day. Following the inter- 
view and throughout his hospital stay, he maintained orien- 
tation to place, time, and person, although he frequently 
misidentified patients and staff. A history was obtained of at 
least seven prior state hospital psychiatric admissions over 
approximately 10 years. Further investigation revealed mild 
retardation and marked diffuse EEG abnormalities with a 
left-sided predominance and no focal abnormalities. 

A diagnosis of schizophrenia was made because of his af- 
fective constriction, inappropriateness, disorganized and id- 
iosyncratic thought processes, delusions, hallucinations, and 
the above history. Psychosis secondary to epilepsy was 
ruled out, because psychosis of this duration has been re- 
ported only in psychomotor epilepsy, and in such cases 
"there is never a continuous spike and wave dis- 
charge” (15), as was seen in this patient. 

He was given thiothixene in dosages that reached 80 mg 
h.s. by the time of discharge. In addition, from the time of 
admission the seizure disorder was treated with phenobarbi- 
tal in doses up to 30 mg t.i.d. No seizures were noted during 
his hospitalization and after 2 weeks the misidentification, 
delusions, hallucinations, and agitation had diminished 
markedly. 


Case 3. Mr. C, a 20-year-old man with a history of schizo- 
phrenia since at least age 18, was admitted with extreme la- 
tency, disorganization of speech, auditory hallucinations, 
and thought broadcasting. His history was sparse, and it was 
difficult to obtain information from him throughout his stay. 
He had moved from one halfway house to another, had nev- 
er worked, and had received antipsychotic medications and 
sporadic psychiatric care since the age of 18. In the past, 
after someone around him pointed out that he was behaving 
abnormally, he would go to a hospital appearing quiet and 
uncommunicative and was usually diagnosed as schizo- 
phrenic. One year before this admission, his manifest con- 
fusion led to a neurologic evaluation, which revealed no or- 
ganic basis. 

On this admission he was disoriented to person, place, and 
time. The next day, while still disoriented in three spheres, 
he was given a full Weinstein-Kahn interview using 300 mg 
of sodium amylobarbitone, and he immediately gave the cor- 
rect time of day and place but missed the date by months. 


* * 
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This,errom(which had the quality of a fixed delusion), com- 
bined with the more complete description of his psychotic 
thought processes obtained during the interview, led to con- 
tinuation of antipsychotic medications. He remained fully 
oriented throughout his hospital stay, with moderately im- 
proved latency and thought organization, but then signed out 
against medical advice. 


Case 4. Ms. D, a 35-year-old woman with no previous psy- 
chiatric history, was admitted after the rapid onset 2 days 
previously of bizarre behavior, delusional verbalizations, af- 
fective lability, and periodic withdrawal, followed by as- 
saults on her parents. She had incoherent speech, agitation 
alternating with negativism that was characterized by silence 
agd an unresponsive appearance, and disorientation to 
place; she refused to answer other questions regarding orien- 
tation. On the day after admission she was oriented to per- 
son but not to place, date, or time, and she did not know why 
she was in the hospital. Because of the inconsistency in pre- 
sentation, the motor behavior that suggested more aware- 
ness than was verbalized, and the acute onset of her symp- 
toms, 250 mg of sodium amylobarbitone was administered, 
and the patient fell asleep without any changes in orienta- 
tion. Reports in the literature have indicated that patients 
sedated with sodium amylobarbitone often have lucid inter- 
vals upon awakening (15-17), so Ms. D was awakened 2 
hours later and reinterviewed. At that time she was able to 
state the date, time, and place, and she knew why she was in 
the hospital. She remained oriented during her hospita) stay; 
and her symptoms disappeared within 2 weeks, during which 
time she received haloperidol, 20 mg q.i.d. 


Two other patients participated in the study. One, a 
woman with a hysterical personality disorder with pos- 
sible psychosis, did not show improvement in her con- 
fusion. The other, a mute man with Huntington's 
chorea, spoke under sodium amylobarbitone and re- 
vealed a severe dementia. 


DISCUSSION 


We have presented four cases in which intravenous 
sodium amylobarbitone served as an aid in making a 
correct differential diagnosis between organic and 
functional confusion. In case 1, an earlier, inaccurate 
diagnosis of dementia was changed to pseudodementia 


with depression because the patient was oriented un- - 


der sodium amylobarbitone; the change of diagnosis 
was later justified by the clinical course and testing in- 
formation. These and other cases have led us to con- 
clude that confusion which clears with the use of so- 
dium amylobarbitone probably has a functional etiol- 
Ogy. 

So far we have observed only two false positives, 
i.e., organic confusion clearing under the use of so- 
dium amylobarbitone, both in cases of suspected alco- 
hol withdrawal syndromes. In those cases it might be 


, assumed that the sodium amylobarbitone temporarily 


treated the withdrawal syndrome. False negatives, 
1.¢., functional confusion not clearing under the use of 
sodium amylobarbitone, have also been seen. When 


. faulty technique (injection too fast or too slow) was. 
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not the cause, false negatives occurred in cases with a * 


substantial component of hysteria or malingering. One 
such case was seen during the study, and we saw two 
others during the preceding year. Rapidly changing re- 
sponses to questions on orientation, as well as motor 
behavior inconsistent with these responses (after so- 


dium amylobarbitone injection), led to a suspicion of : 


hysteria or malingering that was subsequently con- 
firmed in each case. Poor results with nialingerers and 
those in fugue states and negative findings in one hys- 
teric have been reported in earlier sodium amylobarbi- 
tone studies in which general symptom improvement 
rather than reversal of confusion was sought (13, 18, 19). 
A preliminarv conclusion which emerges from these 
Observations is that confused, psychotic patients with 
components of hysteria or malingering may not re- 


spond as well to sodium amylobarbitone. Because of 


these false negatives, a negative sodium amylobarbi- 
tone interview cannot always be used to rule out func- 
tional confusion. More cases must be investigated to 
determine the generalizability of these conclusions and 
the frequency of false negatives. 

This study indicates that the clinical and research 
potential of sodium amylobarbitone has not yet been 
fully explored and that promising directions remain. 
Future studies should incorporate placebo procedures 
and measures of memory and intellectual perform- 


ance, which are not included in the Weinstein-Kahn - 
interview (8). Older studies were limited to evaluating : 


sodium amylobarbitone as a diagnostic and prognostic 
device in conjunction with imprecise diagnostic cri- 
teria. Its use in conjunction with the more refined and 
specific modern diagnostic systems may prove fruitful. 
In still another direction, there are many chemical 
causes of psychosis and confusion (e.g., steroids and 
hallucinogens) that might show diagnostic response to 
sodium amylobarbitone. 
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Urinary 3-Methoxy-4-hydroxyphenylglycol and Psychiatric 


Diagnosis 


BY STEVEN L. TAUBE, M.D., LARRY S. KIRSTEIN, M.D., DONALD R. 


SWEENEY, M.D., 


GEORGE R. HENINGER, M.D., AND JAMES W. MAAS, M.D. 


. The authors examined the quantities of. 3- methoxy-4- 
hydroxyphenylglycol (MHPG) in the urine of 11 
schizophrenic female patients, 14 primary affective 
disorder (depressed type) female patients, and 10 
healthy comparison women. The primary affective 
disorder patients had significantly less MHPG in their 
urine than did the comparison subjects. The 
schizophrenic patients when compared with the 
healthy subjects or the depressed patients did not 
excrete significantly different amounts of MHPG in 
urine. The variance in MHPG in schizophrenic 
patients was quite large; some had very low urinary 
MHPG. There was a significant positive correlation 
between agitation and urinary MHPG for 


_ schizophrenic but not depressed patients. The authors 


discuss theoretical and practical implications of these 
findings. 


3-METHOXY-4-HYDROXYPHENYLGLYCOL (MHPG) is a 


major metabolic product of norepinephrine (NE) in the 
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central nervous system (1-5); it has been suggested 
that the measurement of the MHPG excreted in the 
urine may give some index of NE metabolism within 
the brain (3-9). In 1968 it was reported that a diagnos- 
tically heterogeneous group of depressed patients ex- 
creted significantly less MHPG than did comparison 
subjects (10). Subsequently, four different groups of 


- jnvestigators independently found that bipolar patients 


have smaller quantities of MHPG in their urine when 
they are depressed than when they are either euthymic 
or manic (11-14). There is also agreement among dif- 
ferent groups that there is a relationship between pre- 
treatment MHPG levels and the subsequent response, 
or failure of response, to imipramine or amitripty- 
line (135-17). 

Studies relating urinary MHPG to psychiatric diag- 
nostic categories are fewer and the results are less 
clear. Bipolar depressed patients have been found to 
have smaller amounts of MHPG in their urine than pa- 
tients with characterological depression (18), patients 
with unipolar depression (19), or healthy comparison 
subjects (20, 21). It has also been reported that de- 
pressed patients diagnosed as having a primary af- 
fective disorder excrete smaller quantities of urinary 
MHPG than do healthy comparison subjects or de- 
pressed patients with no diagnosed type (20). How- 
ever, this relationship between urinary MHPG and pri- 
mary affective illness was not found by another 
group (17). The relationship of urinary MHPG to psy- 


chiatric diagnostic categories other than subtypes of | 


affective illness has not been studied extensively. 
However, it has recently been reported that total uri- 


nary MHPG is not significantly different between ` 
a patients and comparison subjects but , 
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that thare is: a significant negative correlation be- 
tween severity of the schizophrenia and MHPG-sul- 


` fate excretion (22). 


The purpose of our study is therefore twofold. We 
wish 1) to again compare urinary MHPG levels in nor- 
mal subjects with those of depressed patients having a 
primary affective disorder and 2) to determine urinary 
MHPG levels of nondepressed schizophrenics. 


METHOD 
Subjects 


e The subjects in this study included 11 women diag- 
nosed as being schizophrenic, 14 women diagnosed as 
suffering from primary affective disorder (depressed 
type), and 10 female comparison subjects who were 
free of major psychiatric illnesses. The 25 patients 
were admitted as inpatients to the research ward of the 
Connecticut Mental Health Center and, by definition, 
had symptoms of sufficient severity to require hospi- 
talization. Admission was voluntary, and both patients 
and their families were informed fully as to the nature 
of this study and consented to participate. 

Diagnoses were determined by the criteria of Feigh- 
ner and associates (23). At least two psychiatrists par- 
ticipated in the diagnostic process for each patient; 
unanimous diagnostic consensus was required for pa- 
tients to be included in the study. Diagnoses were 
made without knowledge of the results of the biochem- 
ical assays. It should be noted that patients having de- 
lusions not compatible with an affective illness were 
excluded from the primary affective disorder category. 
The Feighner diagnostic criteria were met by the 1] 
schizophrenic patients as follows: all 11 had had symp- 
toms for more than 6 months and none had a history of 
depression or mania; 8 had the presence of either delu- 
sions or hallucinations while 10 had a lack of logic or 
organization in their thinking; 8 were single; 9 had 
poor premorbid adjustment; 1 had a family history of 
schizophrenia; none had abused alcohol or drugs for 
the past year; and all 11 had the onset of their illness 
before 40 years of age. Nine of the patients had been 
hospitalized previously. In addition, no patient with a 
manifest depressive component to her current illness 
was included in the schizophrenic group. Comparison 
subjects were housewives or Mental Health Center 
employees; all comparison subjects were free of medi- 
cation and were considered by the interviewing psy- 
chiatrist (S.L.T.) to be free of major medical or psychi- 
atric illness. 


Procedures 


All medications were discontinued upon admission. 
Each patient received a complete medical workup that 
included a detailed medical history, a physical exami- 


- nation, and routine laboratory studies. Patients with 


evidence of metabolic disease or serious medical ill- 


- *néss were excluded from the study. Patients were 
placed on a vanillyimandelic acid (VMA) ‘‘exclusion’”’ 
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diet ón the day of admission. This diet excludes coffee, 


tea, colas, chocolate, vanilla, banapas, cheese, or- 
anges, raisins, and'nuts. 

- Prior to the collection of urine fór biochemical as- 
says, patients were maintained without medication for 


13-18 days (18 days for those patients who were taking. 
medications immediately before their admission). Fol-. 


lowing this stabilization period, 24-hour urine speci- 
mens were collected on 4 consecutive days. These col- 
lections were supervised by research nurses who re- 
corded the frequency and the approximate volume of 
samples and noted any difficulties with the complete- 
ness of the collection. Samples were collected in bot- 
tles containing a reducing agent, sodium metabisulfite, 
at a concentration of 0.5 mg/ml, and then refrigerated. 
Within 48 hours of collection the total volume was 
measured and recorded and a 100- to 200-cc aliquot 
was frozen in preparation for assay at a later date. 
Patients were rated daily by the research nurses em- 
ploying the Short Clinical Rating Scale (24), which is 
composed of observable behaviors relevant to dif- 
ferent types of psychopathology rated on an 8-point 
intensity scale with descriptors ranging from ''none"' 
to "extreme." Reliability and validity studies have 
been reported (25). In the present study, patients 
whose ratings showed significant alleviation of symp- 


toms during the baseline period prior to urine collec- 


tion were excluded from the study. 

After the comparison subjects were placed on a 
VMA exclusion diet for 7 days prior to urine collec- 
tion, 3 consecutive 24-hour urines were collected. The 
initial processing of urine was done by a team member 
as already described. All urine samples were coded so 
that the patients and the comparison subjects could 
not be identified by the laboratory personnel. 

Creatinine assays were performed using a modificà- 
tion of the method of Bonsnes and Taussky (26). The 
completeness of the urine collections was assessed by 
examining the consistency of the amount of creatinine 


contained in each of the samples obtained from each : 


patient, the relationship of the creatinine values to the 
patient's body size, the variation in urine volume from 
day to day, and the nurses' observations. If there was 
a question about the completeness of a given 24-hour 
urine sample, it was discarded. Those urine samples 
considered to be complete 24-hour specimens were 
then assayed for MHPG by the method of Dekirmen- 
jian and Maas (27). From 2 to 4 separate 24-hour urine 
MHPG values were obtained for each subject and av- 
eraged, and the mean MHPG values were analyzed 
(see ‘‘Results’’). (The values reported in this paper 
were not corrected for internal recovery.) 


RESULTS 


Table 1 ists the mean urinary MHPG values with 
measures of variance for the patients with primary af- 
fective disorder or schizophrenia and for the com- 
parison subjects. Bartlett’s test for homogeneity of | 
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TABLE 1 o 
Excretion of MHPG by Schizophrenic or Primary Affective Disorder Pa- 
tients and Comparison Subjects 
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MHPG (pg) 
Group Mean SE Variance* 
Schizophrenic (N=11) 931 132 190354 
Primary affective disorder (N=14) 791 51 35971 
Comparison (N=10) 1029 93 87003 


* Bartlett's test for homogeneity of variance (28) yielded a statistically signifi- 
cant result Q?=7.43, p<.025). 


TABLE 2 
Excretion of MHPG by Agitated and Not Agitated Schizophrenic and 
Primary Affective Disorder Patients 


Mean Agitation JMHPG (ug) 

Patients Rating Mean SE t 
Schizophrenic 

Agitated (N=7) 2:2 1161 138 3.22* 

Not agitated (N —4) 0.0 528 80 
Primary affective disorder 

Agitated (IN —6) 2.8 897 78 2p 

Not agitated (N —8) 0.0 VEI 54 


* p«.02. 


variance (28) was performed on the data in table 1 and 
yielded a. statistically significant result (y?—7.43, 
p<.025). This indicates that there was no homogeneity 
of variance, and therefore an analysis of variance 
could not be used to determine the statistical signifi- 
cance of the difference between the means of the three 
groups. Rather, each of the three group comparisons 
was done separately using the t test. The patients 
having a primary affective disorder excreted signifi- 
cantly less MHPG in their urine than did the normal 
comparison subjects (F=2.42; t=2.41, p<.025, one- 
tailed t test), a finding that is in agreement with a pre- 
vious report (20). There was not a significant dif- 
ference between the schizophrenic and comparison 
groups (t=0.60, n.s.). The schizophrenic and primary 
affective disorder group could not be statistically com- 
pared using the t test because of the lack of homogene- 
ity of variance (F=5.29, p<.01). The comparison be- 
tween these groups was then made by the use of a 
parametric model that assumes that sample variances 
are unequal (29) and by the nonparametric Mann- 
Whitney U Test (30). Neither test yielded a statistically 
significant result. 

The relationship between the 13 behavioral items 
listed on the Short Clinical Rating Scale and the uri- 
nary MHPG values was examined for both groups of 
patients. There was a significant positive correlation 
fqr the schizophrenic group between MHPG excretion 
and agitation (r—.90, p.01), whereas this s relationship 
did not hold for those patients having primary affective 


isorders (r—.25, n.s.). No other significant correla- . 
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tions between rated behaviors and urinary MHPG in 
either patient group were found. To further examine 
the relationship between agitation and urinary MHPG 
excretion, both the schizophrenic and depressed 
groups were divided into those patients who were 
rated as not agitated and those rated as agitated. As 
may be seen in table 2, the agitated schizophrenic pa- 
tients had a significantly higher excretion of MHPG 
than those who were rated as not agitated. By con- 
trast, there was no significant difference in MHPG ex- 
cretion between the agitated and not agitated patients 
in the primary affective disorder group. 


DISCUSSION 


No significant difference was found in the urinary 
levels of MHPG between healthy comparison subjects 
and schizophrenic patients. However, comparisons 
between the schizophrenic and primary affective dis- 
order patients were made difficult by marked dif- 
ferences in the variances found in the two groups. As 
may be seen from table 2, the variance for the de- 
pressed group was small whereas that for the schizo- 
phrenic patients was quite large. For example, when 
the urinary MHPG values for the two patient groups 
were combined, the three lowest values and five of the 
six highest values were those of schizophrenic pa- 
tients. In interpreting these results, one should remem- 
ber that we excluded schizophrenic patients who had a 
manifest depressive component to their illness. 

Ebert and associates (31) have reported that in- 
creasing the activity of depressed patients results in an 
increase in the excretion of MHPG. However, three 
other reports indicate that urinary MHPG excretion is 
not different between agitated and retarded depres- 
sives (20, 21, 32), nor does vigorous exercise by nor- 
mal subjects result in an increase in urinary MHPG 
levels (33). Finally, Sweeney and associates (34) have 
reported that increasing or decreasing the activity of 
depressed patients was not associated with changes in 
urinary MHPG. It would thus appear that the bulk of 
the available evidence indicates that for depressed 
subjects there is no consistent relationship between 
activity and MHPG excretion; the data presented here 
agree with this conclusion. 

Sweeney and associates (34) did not find a relation- 
ship between activity and MHPG excretion; however, 
they did note that if the experimental paradigm was 
associated with an increase in the patient's anxiety, 
the urinary MHPG increased during the experimental 
period, but if there was a decrease in anxiety, there 
was an accompanying decrement in urinary MHPG. 
This report may have relevance to one of our findings, 
i.e., in contrast to the depressed patients there was a 
significant relationship between agitation and nm 


MHPG levels in the group of schizophrenic patients. It" 


may be that this reflects an arousal or anxiety factor. It 
is also possible that there is a relationship between di- ' 


agnosis and the degree to which activity is associated 
: "N 
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with uriXary MHPG. Whatever the reasons, the find- 
ings of this study indicate that some schizophrenics 
who are not depressed excrete very small quantities of 
MHPG in their urine. 


* 


CONCLUSIONS 


This study supports a previous report (20) which in- 
dicated that patients diagnosed as having a primary af- 
fective disorder (depressed type) when taken as a 
group excrete significantly less urinary MHPG than do 
healthy comparison subjects. This finding has implica- 
tions for the understanding of the biological basis of 
depression and its treatment. It has been suggested 
that depression is a biochemically heterogeneous 
group of illnesses and that subtypes can be biochemi- 
cally and pharmacologically distinguished (35). Low 
pretreatment urinary MHPG values characterize pa- 
tients who respond to imipramine and fail to respond 
to amitriptyline, whereas high or normal urinary pre- 
treatment values are associated with a therapeutic re- 
sponse to amitriptyline but not to imipramine (15-17). 
Since the clinical diagnosis of primary affective dis- 
order heips to identify depressed patients having low 
urinary MHPG values, it may be inferred that this 
group will respond best to imipramine. This possi- 
bility, of course, needs to be evaluated experimental- 
ly. It should also be noted that another research group 
using the same criteria did not find that the diagnosis of 
primary affective disorder was associated with a dec- 
rement in MHPG excretion; this might be accounted 
for by different uses of the diagnostic criteria. We ex- 
cluded patients with significant nonaffective paranoid 
ideation and patients with marginal but very sugges- 
tive evidence of nonaffective psychopathology preced- 
ing the first episode of affective illness. 
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Neurogenic and Hysterical Seizures in Children and Adolescents: 


Differential Diagnostic and Therapeutic Considerations 


BY DANIEL T. WILLIAMS, M.D., HERBERT SPIEGEL, M.D., AND DAVID I. MOSTOFSKY, PH.D. 


For patients whose seizures are not controlled by 
medication alone, psychotherapeutic intervention can 
sometimes play a useful adjunctive role in both 


. differential diagnosis and treatment. Diagnostic issues 


n 


include the differentiation between neurogenic and 
hysterical seizures as well as the delineation of the 
possible role of psychogenic stress in triggering 
neurogenic seizures. Tkerapeutic considerations focus 
on the alleviation of precipitating stresses as well as 
the development of a sense of mastery in the patient. 


* 


DRUGS ARE THE principal therapeutic agents in the 
treatment. of the epilepsies. With proper choice and 
dosage of drugs, about 60% of all epileptic attacks can 
be satisfactorily controlled and an additional 25-30% 
partially controlled (1, 2). In those patients whose sei- 
zures are not adequately controlled by medication 
alone (assuming that the possibility of remediable or 
progressive organic lesions has been ruled out), efforts 
are generally directed toward preventing or controlling 
the factors that trigger or aggravate the seizures. 
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These may include fever, allergies, physical exhaus- 
tion, premenstrual edema, or emotional stress. 

Clinical evidence suggests that acute emotional 
stress may precipitate seizures in some patients and 
that psychotherapv can, in some instances, have a sig- 
nificant effect on reducing the frequency of the at- 
tacks (3). It is clear that uncontrolled seizures consti- 
tute a substantial psychological trauma to any patient. 
It therefore seems reasonable to posit that psychiatric 
treatment which enables the patient and his or her fam- 
ily to deal with this trauma more effectively could 
make some contribution to breaking the cycle of repet- 
itive, seizure-inducing psychophysiological activation 
that appears to occur in some of these patients. 

A review of the literature on the psychobiological 
control of seizures discloses that a broad spectrum of 
techniques within the general armamentarium of both 
dynamically and behaviorally trained psychotherapists 
has been applied to the control of seizure dis- 
orders (4). These techniques can be categorized in 
three major groups: reward management (including 
positive and negative reinforcement strategies), self- 
control (encompassing both psychodynamic approach- 
es and relaxation techniques, including hypnosis), and 
biofeedback. A review of the literature also makes it 
clear that it is extremely difficult, if not impossible, to 
examine any one psychotherapeutic procedure inde- 
pendent of other overlapping or concurrent therapeu- 
tic influences. In part, this is because the environmen- 
tal and intrapsychic triggers of seizures are often com- 
plex and multidetermined, so that treatment programs 
are commonly designed to attack more than a single 
problem. The various reports of therapeutic proce- 


dures do tend to cluster the approaches into distinct- 


categories. However, these categories generally repre- 


w 


"a, e 


sent different theoretical orientations of the reporting: . N 


clinicians rather than mutually exclusive or rigorously 
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pure op&rational differences in their actual transac- 
tions with patients. 


' * It should be noted that nearly all of the many refer- 


ences’ cited in Mostofsky and Balaschak's review (4) 
represent uncontrolled case reports. Furthermore, 
very few of these reports give rigorous consideration 
to the need to distinguish between neurogenic and hys- 
terical seizures. In our clinical experience such dif- 
ferential diagnosis has frequently been problematic. 


Obviously, however, such a distinction is pertinent to - 


the question of assessing psychotherapeutic impact in 
working with these patients. For optimal clarity, one 
should examine the differential responses of patients 
representing the various subtypes of neurogenic sei- 
zures. Further, one should distinguish between purely 
hysterical seizures and those episodes which seem to 
engender sufficient amounts of self-awareness and vol- 
ition to constitute malingering. It is clear that we are 
dealing with spectral phenomena in both the neurogenic 
and psychogenic areas, as well as with some overlap 
between them. However, at this preliminary stage of 
investigation it seems more reasonable to try to make 
broader distinctions first and then proceed to finer 
focus. 

Two case reports and brief summaries of four addi- 
tional cases will be presented to illustrate these points. 
(Although the cases presented here consist exclusively 
of child and adolescent seizure patients because this 
was the primary interest of the senior author, there is 
every reason to believe that such considerations are 
pertinent to adults as well.) 

All of the patients discussed here were referred by 
pediatric neurologists after clinical and/or EEG docu- 
mentation of a neurogenic seizure disorder that was 
not controlled by appropriate, extended, and often 
multiple anticonvulsant medication trials. In each case 
the question was raised as to whether the uncontrolled 
seizures might represent 1) hysterical seizures super- 
imposed on a neurogenic seizure disorder, 2) psycho- 
genically triggered neurogenic seizures, 3) uncontrolled 
neurogenic seizures with no contributory psychogenic 
etiology, or 4) a combination of two or more of these 
condizions. 

Psychiatric intervention in each case was under- 
taken by one of us (D.T.W.) and consisted of initial 
individual and family assessment, followed by formu- 
lation of a treatment strategy geared toward alleviating 
possible psychogenic contributants to the patient's sei- 
zures. Since it was frequently not possible to distin- 
guish between the different categories of seizure types 
cited above, based on lay observers' reports of the sei- 
zures and sometimes even the neurologist's direct ob- 
servations, this distinction was generally not empha- 
sized in the psychiatrist's discussions with the pa- 
tients. Rather, attention was focused on the empirical 
clinical fact that, in some patients, emotional stress 
can precipitate seizures. 

Psychotherapy was directed toward helping to alle- 
viate such stress and generating a sense of mastery in 
the patient. Alleviating stress frequently involved 
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sóme: directive advice to the parents to help change, 
their misguided patterns of response that were contrib- 
uting to undesirable contingencies impinging on the 
patient. Examples of this include specific counseling to’ 
parents to avoid patterns of either excessive antece- 


^ 


dent punitiveness or excessive consequent Solicitude * 
that seemed to contribute inadvertently to the trigger- _ 


ing of seizures. The process of generating a sense of 
mastery in the patient may be conceptualized either in 
ego-psychological terms or as a type of cognitive be- 
havior modification, with the therapist focusing atten- 
tion on the patient's capacity for self-control. The 
process often involved helping the patient and his or 
her family come to terms with the implications of the 
patient's chronic illness. As such, it entailed over- 
coming their sense of demoralization by making them 
aware of resources that could be tapped to generate 
improved control of the seizures. Various combina- 
tions of individual and family psychotherapy, hypno- 
sis, and behavior modification were used (5, 6). Al- 
though we did not study the patients in a controlled 
manner, because we obtained a number of unexpect- 
edly favorable clinical results the presentation of their 
cases here zs a stimulus to more systematic study 
seemed justified. 


CASE REPORTS 


Case I. This 12-year-old boy was first diagnosed as hav- 
ing a seizure disorder at age 10 months. At that time he-was 
noted to have frequent episodes of “jerking eye move- 
ments," which lasted only a few seconds. The EEG showed 
generalized convulsive activity, and subsequent study 
showed a focal discharge in the right occipital area. The sei- 
zures were eventually controlled wita a combination of 90 
mg of phenobarbital per day and 100 mg of diphenyl- 
hydantoin per day. When the patient was 5 years old, and 
after several age-appropriate periodic adjustments in medi- 
cation dosage, phenobarbital was tapered and discontinued 
because of the child's hyperactivity. This resulted in a recur- 
rence of seizures involving bilateral involuntary nystagmoid 
movements, which were controlled with 100 mg of-primi- 
done per day. Subsequently the patient remained essentially 
seizure-free for several years, although he required an in- 
crease in diphenvlhydantoin to 200 mg per day and in primi- 
done to 150 mg per day. He also required special class place- 
ment because of a learning disability. 

At age 815 the patient was rehospitalized because of re- 
currence of seizures, which again consisted of bilateral in- 
voluntary pendular eye movements. He was having as many 
as 14 seizures per day despite an increase in primidone to 250 
mg per day. The EEG again revealed a persistent spike and 
wave focus in tke right occipital and posterior temporal re- 
gions. Extensive neurological workup, including brain scan 
and pneumoencephalogram, was otherwise unrevealing and 
the seizures subsided after primidone was increased to 500 
mg per day and 800 mg of carbamazepine per day was added 
to the regimen. The patient was then relatively seizure-free 
for close to 4 years. 

When thg patient was 12 the doses of carbamazepine ‘and 
primidone ler gradually lowered in hopes of diminishing 
his somnoledce, which was impairing his school perform- 
ance. The patient initially tolerated this well, and his per- 
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.formance at school improved dramatically. However, after 4 


months the seizures recurred. Medications were gradually 
increased to 750 nig of primidone per day, 800 mg of carba- 
mazepine per day, and 400 mg of diphenylhydantoin per day; 
when this failed to control the seizures the patient was hospi- 
talized. Findings from the EEG and the rest of the neurologi- 
cal workup were essentially unchanged. The seizures contin- 


. ued at a rate of 20 to 40 per day despite the addition of pro- 


gressively higher doses of triple bromides to a maximum 
dosage of 2000 mg per day. The seizures were characterized 
at this time by variable fine to coarse nystagmoid movement, 
which the patient himself perceived and pointed out be- 
cause, as had previously often been the case, there was no 
noticeable change in his state of consciousness during the 
seizures. The situation was complicated by the fact that the 
EEG, which showed almost cortinuous discharges from the 
right occipital-posterior temporal region, did not show any 
consistent change when the patient reported that he was hav- 
ing his characteristic eye seizure. Thus the neurologist's im- 
pression was that at least some of the seizures were probably 
hysterical in nature. 

In view of this diagnostic and therapeutic dilemma, child 
psychiatry consultation was requested to explore the pos- 
sible role of psychogenic factors in maintaining the seizures. 
On review of the patient's history, it was noted that there 
were a number of possible secondary gain factors related to 


` the recent seizures. These included increased attention and 


protection from his mother in the face of the patient's recent 
friction with and taunting from his peers, as well as signifi- 
cant sibling rivalry. Psychological testing revealed a full- 


' scale IQ of 66, with associated emotional immaturity. The 


patient was given a clinical trial of family-centered psycho- 
therapy and hypnosis. Family and individual therapy ses- 
sions dealt with the psychodynamic significance and secon- 
dary gain features of the seizures. Sessions with the patient 
utilized drawings, mutual storytelling (7), and discussion 
supportively emphasizing the notion that the seizures could 
be overcome, leading to benefits that would be more satis- 
fying to him than his current state of invalidism. The thera- 
pist advised the parents to minimize their expressions of 
concern about the seizures, while encouraging and support- 
ing their son's participation in the psychotherapeutic en- 
deavor. The patient was found to be hvpnotizable (grade 2 
on Spiegel’s Hypnotic Induction Profile [8]). Hypnosis was 
then used to help generate a sense of mastery by having the 
patient imagine himself to be huddling with his favorite foot- 
ball hero, working on a plan to “fight off’ the seizures. 
This psychotherapy format was associated with a decrease 
in seizure frequency while the patient was in the hospital and 
was continued after discharge. In addition to the daily sei- 
zure charting and use of a self-hypnosis exercise, the therapist 
arranged the addition of a behavior modification format 
geared to rewarding the patient, using an allowance system, 
for each diminution in the number of seizures per day. Other 
reward contingencies for significant progress were also ap- 
plied, including special treats and bonuses for particularly 
noteworthy gains. During the ccurse of 10 psychotherapy 
sessions over a 6-month period after the patient's discharge, 
the frequency of his seizures progressively decreased to zero 
while anticonvulsant medications were also progressively 
decreased to their prehospitalization levels. Follow-up re- 


` vealed that the patient has been seizure-free over an 18- 


month period, with no further change in anticonvyplsant med- 
ication. 


Case 2. This 15-year-old girl had a psychomotor seizure 
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disorder, diagnosed when she was 14. At that ti 
experienced left-sided numbness, followed by loss of ton- 


sciousness, during which she fell, striking her head against a ° 


desk in school. The EEG showed a right pariet4l-temporal 
slow-wave focus. Despite progressively higher doses of phe- 
nobarbital (to 120 mg per day) and phenytoin sodium (Dilan- 
tin) (to 400 mg per day), which resulted in considerable 5om- 
nolence and impaired academic functioning, the patient's pe- 
riodic episodes of loss of consciousness persisted over a 
period of 14 months. These episodes occurred most fre- 
quently in school, were of protracted duration (1-2 hours), 
but were no longer associated with any self-injury. Since the 
frequency of these episodes (about 2 per week) everitually 
precluded school attendance, home instruction was ar- 
ranged. 

Because of the suspicion that at least some of these ept- 
sodes were conversion phenomena, the patient was referred 
to a psychiatrist, who saw her for 6 sessions. The therapist 
found her to be of average intelligence and with no previous 
psychiatric history, but not at all receptive to introspective 
exploration of psychodynamic issues that might be relevant 
to her presenting symptom. Although she was relatively 
symptom-free over a subsequent summer vacation period, 
zhe ‘‘spells’’ recurred with the resumption of school in the 
Tall, and she was referred for a second psychiatric opinion. 

Review of the patient's history and mental. status assess- 
ment disclosed a picture of circumstantial vagueness in the 
patient's description of events related to the ''spells," her 
belle indifférence about them, and her pervasive repression 
of sexual and aggressive feelings. All of these factors con- 
tributed to an impression that conversion mechanisms were 
probably operative in at least some of the persisting and 
highly atypical **spells." For this reason they were euphe- 
mistically termed *'fainting spells’ by the therapist, who of- 
fered an explanation of how they might continue to occur on 
€ psychogenic basis even after the neurogenic seizures had 
been controlled by the anticonvulsant drugs. However, the 
therapist did not exclude the possibility of persisting neuro- 
genic seizures, perhaps psychogenically triggered. This was 
so in part because of a lack of medical certainty in the matter 
and in part to give the patient's self-esteem the benefit of this 
doubt. Thus if the anticipated psychotherapeutic strategy 
were successful, it was of secondary interest to the patient 
and her family as to which type of seizure was being elimi- 
nated. : 

The patient was found to be highly hypnotizable (grade 4 
on Spiegel's Hypnotic Induction Profile [8]) and, after appro- 
priate explanation, the following dialectic was presented to 
the patient while she was in a trance state: ‘‘(1) Physical or 
emotional tension can bring on fainting spells. (2) By relax- 
ing with this exercise, I can reduce the tension and overcome 
the spells." The patient was taught how to review this on her 
own using self-hypnosis, and the implications of the strategy 
were reviewed individually with her and in conjoint session 
with her parents. 

In the second psychotherapy session the therapist noted a 
connection between the prospect of the patient's being free 
ot the ‘‘spells’’ and being able to reduce the dose of phenytoin- 
sodium, which had been responsible for substantial and 
disfiguring gingival hypertrophy and contributory to contin- 
uing somnolence. The therapist also noted the prospect of 
tke patient's being able to take driver's education after an 
adequate seizure-free interval. There was continued sup- 
portive discussion of significant areas of the patient's adjust- 
ment at home, at school, and with peers, as well as review of 
the hypnosis exercise. 


she first 
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By thafourth session the patient was completely free of 
speHs and has continued so over the 14 subsequent months. 
She was seen for only 4 additional supportive psychotherapy 
sessions at increasing intervals during this time while her 
dosage of phenytoin sodium was reduced to 150 mg per day 


and phenobarbital to 60 mg per day. Within 2 months after |. 


the spells ended she no longer felt the need to use the self- 
hypnosis exercise. Her school performance and social ad- 
justment have improved considerably. 


Case 3. This 8-year-old boy was initially diagnosed as hav- 
ing psychomotor epilepsy of 1 month's duration. He was 
hospitalized 3 times within a month for seizures that were 
not controlled by 90 mg of phenobarbital per day or 150 mg 
of phenytoin sodium per day. Psychiatric evaluation and 
tfeatment were then begun. Review of a previous EEG re- 
vealed that it had been ‘‘overread.’’ The results of a second 
EEG were normal for the patient's age. The patient's full- 
scale IQ was 112. After extended psychiatric evaluation, the 
revised diagnosis was conversion reaction. With no change 
in medication, he became seizure-free during his last hospi- 
talization when individual and family therapy and hypnosis 
were used. Anticonvulsants were then tapered and discon- 
tinued. Follow-up 10 months later revealed that he continued 
to be seizure-free with supportive psyonoinerapy and with- 
out any anticonvulsant medication. 


Case 4. This 10-year-old girl was diagnosed as having psy- 
chomotor epilepsy of 2 years’ duration, with probable super- 
imposed hysterical seizures and minimal brain dysfunction. 
She was hospitalized 3 times in 2 months for seizures that 
were not controlled by 90 mg of phenobarbital per day and 
150 mg of primidone (Mysoline) per day. This, plus associat- 
ed behavior problems, prompted psychiatric evaluation and 
treatment. The results of 2 EEGs were abnormal, with con- 
tinuous generalized slowing but no definite epileptiform ac- 
tivity. The patient’s full-scale IQ was 112. With no change in 
medication, she became seizure-free during her last hospital- 
ization when individual and family therapy and hypnosis 
were used. Primidone therapy was discontinued. Follow-up 
at 16 months showed that she had maintained improved sei- 
zure control and improved school functioning on a regimen of 
90 mg of phenobarbital per day and intermittent psychother- 
apy. 


Case 5. This girl, aged 15, was diagnosed as having psy- 
chomotor znd grand mal epilepsy of 4 years’ duration, with 
probable superimposed hysterical seizures, as well as hys- 
terical personality. She was hospitalized twice for seizures 
after multiple anticonvulsant regimens failed to control in- 
creased seizures (up to 100 per day before admission). At the 
time of her second admission the patient was on a daily regi- 
men of 900 mg of phenytoin sodium, 1050 mg of meth- 
suximide (Celontin), and 180 mg of phenobarbital. A regimen 
of 50 mg oi primidone three times a day was then added. 
Psychiatric evaluation and treatment were begun. Initial 
EEGs showed paroxysmal bursts of slowing but no focal ab- 
normalities. The patient's full-scale IQ was 96. With no fur- 
ther change in medication, she became seizure-free during 
hospitalization when individual and family therapy and hyp- 
nosis were used. Alleviation of excessive paternal punitive- 
ness proved important. Anticonvulsant medication was 


” gradually reduced after discharge. When psychotherapy was 


discontinued 18 months later, the patient's social adjustment 
was much improved. The patient was subsequently hospi- 
talized once in status epilepticus, which was triggered by 
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infection and subsided with reinstated intensive treatment. 
EEGs at that time showed a right anterior temporal focus 
coincident with clinical seizures. At follow-up 18 months later 
she had maintained improved seizure control without psycho- 4 
therapy and with reduced medication. 

‘Case 6. This 12-year-old girl was diagnosed as having 
grand mal, psychomotor, and minor motor epilepsy plus ju-- - 
venile diabetes mellitus of 4 years’ duration. Superimposed 
hysterical seizures, minimal brain dysfunction, and hys- 
terical personality were also diagnosed. Initially the seizures 
were not controlled by numerous anticonvulsant regimens 
during 4 months in the hospital; even the addition of a keto- 
genic diet resulted in no improvement. (The final drug regi- 
men during this period was 200 mg of phenytoin sodium and 
120 mg of phenobarbital per day.) The possibility of hys- 
terical seizures prompted psychiatric evaluation and treat- 
ment. The results of multiple EEGs were markedly abnor- 
mal, with diffuse background slowing, frequent spikes, and 
sharp waves. The patient's estimated IQ was in the border- 
line range. The patient received individual and family thera- 
py plus hypnosis. With no change in medication, there was a 
marked decrease in seizures, and the patient was discharged. 
She was readmitted briefly 3 weeks later for seizure control 
during her psychiatrist’s vacation. Follow-up 12 months af- 
ter discharge revealed that she had maintained improved 
seizure control with the same medical regimen and support- 
ive psychotherapy. 


DISCUSSION 


The cases cited illustrate that psychiatric irmter- 
vention can serve a useful adjunctive function in the 
differential diagnosis and treatment of children and 
adolescents with uncontrolled seizures. While it is the 
neurologist who generally sees the patient first and 
uses his clinical judgment in accordance with generally 
accepted criteria for categorizing seizure type (9) arid 
formulating the treatment (10), there are many in- 
stances when such initial] assessment and. treatment 
are not definitive. 

When the question of possible coexisting hysterical 
seizures or psychogenic triggering of neurogenic sei- 
zures has been raised, the psychiatrist or psychologist 
familiar with this area can frequently render vital as- 
sistance. By virtue of his or her familiarity with the 
nuances of character pathology interacting with fea- 
tures of secondary gain in the genesis of conversion 
symptoms, as well as familiarity with the phenome- 
nology of psychophysiological reactions activated by 
emotionally significant stress, the psychiatrist or psy- 
chologist is often in a position to help elucidate issues 
pertinent to the above-noted differential diagnostic 
questions. This is particularly true if a clinical trial of 
psychotherapeutic intervention is undertaken while 
anticonvulsant medication dosage is held constant. In 
this regard it seems to be more important to deterniine 


. whether psychological factors play a significant etiglo- : 


terical or sychogenically triggered neurogenic fac- 
tors. (It mdy be impossible to make the latter dis- , 
tinction, especially in the case of psychomotor 
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gical role I whether a given seizure is based on hys- 
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seizures, without the benefit of continuing EEG mon- 
itoring.) Delineafion of the role of psychological fac- 
tors in influencing seizure frequency then has obvious 


f implications for sübsequent treatment planning. ` 


As a group, the cases cited here call attention to the 


"significant influence that environmental, interpersonal, 
. and intrapsychic factors may have on seizure frequen- 


cy irl many patients quite apart from the question of 
their anticonvulsant medication management. Indeed, 
in several of the cases cited, improved seizure control 
was achieved with the help of psychiatric intervention 
and without any increase in anticonvulsant medica- 
tion; further, this improvement was sufficiently main- 
tained to permit a substantial reduction of what were 
in some instances toxic anticonvulsant drug levels, 
with a consequent decrease in associated side effects. 
This, in turn, conveyed a powerful additional message 
of mastery to the patient. 


CONCLUSIONS 


There is mucn clinical evidence that psychological- 
behavioral intervention may plav a useful role in the 
differential diagnosis and treatment of children and 
adolescents with seizure disorders that have not been 
adequately controlled by medication alone. To sharp- 


: en awareness of the appropriate locus and limitations 
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of such intervention with both neurogenic fod hys- 


terical seizures, there is a need for a prospective con- 
trolled study of the problem. : 
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New Year Greetings and Card of Thanks 


Ir IS CUSTOMARY for the Editor of The American Journal of Psychiatry to greet his 
colleagues at the beginning of the new year and wish them and their families health 
and everything good. It is also the time for him to thank all of those who were of 
help to him in diverse fashions during the preceding year. Without that help his 
task would have been overwhelming. These customs I heartily subscribe to and 
hereby repeat. . 

There is a slightly somber note to this particular greeting, for it is the last Card 
of Thanks" this Editor will write. By next year, the Journal begins its 136th 
year of existence, a new Editor will have taken over. However, there is no need 
for my getting lachrymose about this change of command, for I hope to be of some 
use to the Editorial Board and staff for a little while, even though my official 
“Nunc Dimittis’’ will be sung in June 1978. 

Editing the AJP has been a difficult task. It has not been the easiest way to make 
friends, but it has been rewarding. Other editors apparently agree. The month I 
began my editorship (July 1965) the following editorial words appeared in the Ca- 
nadian Medical Association Journal: 


A cipher to many physicians, the editor guards the principal avenue of medical educá- 
tion and spends all or part of his professional life bringing writers and readers into 
contact for their mutual benefit. In most of his activities he champions the cause of the 
potential reader, indefatigable (or so he hopes) in his efforts to assist the often reluctant 
author in putting his message into its most usable form. 


Henry L. Mencken, himself a noted editor, observed that editors are generally 
regarded as enviable fellows: there is a wide impression that their office is pleasant 
beyond the average. There is some truth in this. The editorial chair may not be 
exactly soft but it is at least tolerable to the hinder parts and it is propped high 
enough above the common level to keep the ego fanned with the heady air it 
craves. fa 

Mencken said also that an editor is almost as puissant as a bishop; he may bind 
and loose with the same free hand and authoritative strokes. All the contributors 
are carefully polite to him, at least to his face. 


So long as editors do their work with reasonable competence, no one cares how they 
do it or when. The only thing asked of them is to get their magazines out on time and 
fill them with stuff that is generally endurable and thrilling now and then. Should they 
incline toward retirement, they may have their wish just as readily, for no man whose 
name is constantly before the public is so thoroughly obscure, so little missed when the 
time comes to let go his hold. 


Being ‘‘a cipher” and *'thoroughly obscure'' puts me rather securely in my bex 
so I will urge these meanderings no further. Mind you, despite the persiflage I do 


not relinquish this honor lightly, nor do I leave our excellent Editorial Board mem- 


bers, all of them expert in some phase of our discipline, or our staff without regret. 
Evelyn Myers, our Managing Editor, and I began our task together and she has - 
done much to bring the Journal to itsjpresent level. I salute her with respect and 
affection, as I do the entire Journal i We have all worked easily together." 
The Editor, the Managing Editor, the Editorial Board, and the staff wish to 
thank our colleagues listed below for their help from November 1, 1976, to Octo- 
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S x ber 31, 1977. We'realize we have intruded upon their time and even occfisionally / 
: taken advantage of their goodwill; this we regret. We are appreciative, too, of the 

work of our book reviewers but since they sign their reviews and our readers have '* 

f ° thus become acquainted with their contributions, we have not listed them here. 
Harry S. Abram, M.D. Wagner Harold Bridger, David D. Daly, M.D. , 
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In an operation of this size we are bound to omit someone’s name, and more - 


often than not it will be someone to whom we are deeply indebted. We hereby 
apologize in advance and we will indeed try to make up for all errors of omission 
and commission. ; 


The editorial staff notes its indebtedness to our Medical Director, Dr. Melvin , 


Sabshin; we are appreciative of his understanding. Our appreciation goes too to 
Drs. Donald W. Hammersley, Henry H. Work, Jeanne Spurlock, Carolyn Robin- 
owitz, and especially Lee Gurel and Jack White. All of them have been under- 
standing and helpful, as have Mr. Robert L. Robinson, Mr. Raymond Glasscoteé, 
Ms. Jean Jones, and Ms. Nancy Frey, and indeed all of the official APA family. 

Again, all thanks and blessings to all of our colleagues and associates, with the 
wish that 1978 will be their best year ever. 


F J.B. 
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Fraud and Abuse in Psychiatric Practice 


BY O.B. TOWERY, M.D., AND STEVEN S. SHARFSTEIN, M.D. 


A consensus has not yet been reached on definitions of 
fraud and abuse, particularly the latter. Further, the 
terms tend to be linked routinely by federal agencies, 
although abuse is generally understood to relate to 
inappropriate and fraud to illegal practices. These 
definitional problems make it difficult to determine 
what constitutes frauduient or abusive practice in 
psychiatry. The authors provide hypothetical 


. examples relevant to psychiatry, noting that in many 


cases it is still impossible to determine at what point a 
practice becomes inappropriate or illegal. Criteria 
must be developed by claims review systems, ethics 
committees, and PSROs; all those in the mental health 
field should devote serious attention to these issues. 


THE FOLLOWING headline appeared in the October 10, 
1976, New York Times: *'New York City Finds Abuses 
of Medicaid in Psychiatric Care: Study Discloses 
Fraud Billings and Treaiment by Non-Physicians— 
District Attorney Is Notified.” The article detailed a 
number of fraudulent practices uncovered in a New 
York State Department of Health investigation, such 
as billing for psychiatric counseling when services 
were actually performed by nonmedical personnel and 
billing for fictitious or questionable services. 

These headlines came as no surprise to those who 
have followed the increasing national concern about 
fraudulent and abusive practices in the health care 
field in general. Earlier in 1976 a staff report prepared 
for the Subcommittee on Long-Term Care of the Sen- 
ate Special Committee on Aging exposed numerous 
examples of Medicaid fraud and abuse on the part of 
‘Medicaid mills,” the small for-profit welfare clinics 
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usually found in poorer inner-city areas. The report 
concluded that ‘‘fraud and abuse in the Medicaid pro- 
gram is massive. Our indepth analysis of New York 
State indicates that the size and dimensions of the 
problem in that State are astonishing” (1). 

Reports such as these come in the context of rapidly 
rising health care costs, much of which is being paid 
for by the public. The Medicaid program, for example, 
expanded from $1.5 billion in 1966 to $15 billion in 
1976. Given these reports, we can well expect an in- 
crease in public concern about fraud and abuse in 
health care delivery. One might expect psychiatric 
services to be immune to such practices, since these 
services are often time-intensive and psychiatrv is not 
associated with the large incomes of other medical 
specialties. The headline we have cited was startling to 
many in the profession. In this paper, we will delineate 
and help define the problem for psychiatry and suggest 
some directions for resolution. 


DEFINITIONS 


What practices constitute fraud and abuse? Fraud ts 
defined in legal terminology as ‘‘an intentional per- 
version of truth for the purpose of inducing another in 
reliance upon it to part with some valuable thing be- 
longing to him or to surrender a legal right” (2). A key 
word in this definition is ‘‘intentional,’’ the definition 
of which usually varies from statute to statute. The 
most recent draft of a bill to revise the U.S. Criminal 
Code defines ‘‘intentional’’ as follows: ‘A person's 
state of mind is intentional with respect to: 1) his con- 
duct if it is his conscious objective or desire to engage 
in the conduct; 2) a result of his conduct if it 1s his 
conscious objective or desire to cause the result” 
(H.R. 6869, section 302[a]). 

Abuse is much more difficult to define meaningfully. 
Black's Law Dictionary defines the term as ''every- 
thing which is contrary to good order established by 


usage.” This and most other definitions are so general ' 


that they are virtually impossible to apply. The term is 
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often used to describe such practices as unnecessary 
laboratory tests or procedures and excessive profits. It 
has even been extended to include practices related to 
quality of care, such as overutilization of psychotropic 
drugs in nursing homes. Usually, these practices do 
not'constitute criminal guilt; rather, they are in- 
appropriate, costly, and should not ordinarily occur. 

The term ‘‘fraud and abuse” is often used in rela- 
tion to health care with no distinction between the 
two. Some members of the medical profession have 
expressed concern about the routine linking of these 
terms by federal agencies, which has led to the crimi- 
nal aspects of ''fraud"' being extended to **abuse."' Dr. 
Jumes H. Sammons, Executive Vice-President of the 
AMA, has urged that the term ‘‘abuse’’ be applied to 
inappropriate rather than illegal practices and that it 
not be brought into the courtroom when cases of fraud 
are being tried (3). 

Because of the current confusion about the appro- 
priate applications of the terms, it is sometimes diffi- 
cult to determine with precision whether a particular 
practice is fraudulent, abusive, or neither. A consid- 
eration of the kinds of practices that are often consid- 
ered fraudulent and abusive makes this more apparent. 
Most of the practices listed below were cited in the 
Senate Subcommittee report (1). For purposes of dis- 
cussion we have added hypothetical examples relevant 
to psychiatry. 

1. Billing for services more extensive than those ac- 
tually provided (‘‘upgrading’’): A therapist in either an 
inpatient or outpatient setting sees a patient for five 
minutes and charges for a one-hour psychotherapy 
session. 

2. Billing for services not rendered: A therapist bills 
a third party for treatment sessions that never occur or 
for a person not in treatment. 

3. Billing for multiple services to members of the 
same family on the same day (“‘ganging’’): A patient's 
family is encouraged to bring a patient in for treat- 
ment, and bills are submitted for “‘family therapy"' or 
"*individual therapy” for each member of the family or 
for other services not actually rendered. 

4. Multiple referrals between practitioners when 
there is no real necessity for services (‘‘ping-pong- 
ing"): A therapist automatically refers each patient to 
colleagues for tests and other forms of therapy and re- 
habilitation that are unnecessary and are not part of an 
individualized plan of treatment. 

5. Charging for physicians’ services actually pro- 
vided by professionals not eligible for reimbursement: 
A psychiatrist charges for services rendered by other 
professionals, paraprofessionals, or medical students. 

6. Offering or receiving kickbacks: A therapist re- 
fers patients to a psychologist for psychological testing 
and receives a percentage of the fee for each referral. 

7. Billing more than one third party for the same 
service: A therapist bilis both Medicare and Medicaid 


. far the same services given to a patient. 


8. Distributing drugs indiscriminately to anyone 


. who can pay: A psychiatrist writes prescriptions for 
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diazepam or phenobarbital for anyone, including' 


people who then sell these drugs on:the street for a 
profit. . l | 

9. Making excessive profits from a legitimate treat- 
ment: A therapist charges each individual in a 10-per- 
son group the standard fee for an individual session 
and collects $450 for each hour of group therapy, 

10. Directing patients to a particular pharmacy 
("steering"): A psychiatrist urges all his patients to go 
to a local pharmacist from whom he receives gifts and 
favors. 

At first glance, the practices listed above seem 
clearly fraudulent, or at least abusive. That is certainly 
the case with the examples we have given for each. 
However, many practices that might fall into these cat- 
egories are not so clear-cut. Is the therapist who sees 
patients for 30 minutes and charges for a full session 
guilty of fraud, abuse, or neither? What of the thera- 
pist who charges an insurance plan or other third party 
for missed appointments? When does time spent com- 
municating with a patient's family become family ther- 
apy? Could it ever be determined that a therapist's 
frequent referrals of patients for group therapy or psy- 
chological testing are fraudulent? When can an attend- 
ing physician in a teaching institution charge for serv- 
ices provided by a medical student, intern, or resi- 


dent? How much can a therapist charge for group | 


therapy? 

Many of these questions are currently unanswered, 
and methods for detecting fraudulent and abusive 
practices are yet to be developed. Much progress must 
be made in these areas, not only by those responsible 
for financing mental health care services but those 
within the psychiatric profession. 


PSYCHIATRIC PEER REVIEW AND ETHICS 
COMMITTEES 


Although it is unlikely that peer review and ethics 
committees will often deal directly with fraud, they 
might be involved frequently with issues of abuse, es- 
pecially if abuse is defined simply as overutilization, 
charging for unnecessary services or making in- 
appropriate charges. Peer review committees, often in 
relation to PSROs, will routinely make such determi- 
nations for payment purposes. 

Many questionable practices will be handled by the 
ethics committee, which probably should work closely 
with the peer review committee. Section 7 of the Prin- 
ciples of Medical Ethics of the American Medical As- 
sociation (which applies to all members of the Ameri- 
can Psychiatric Association) states, 


In the practice of medicine a physician should limit the 
source of his professional income to medical services ac- 
tually rendered by him, or under his supervision, to has 
patients. His fee should be commensurate with the serv- 
ices rendered and the patient's ability to pay. He should 


* 


neither pay nor receive a commission for -referral ofe 


* 
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patients. Drugs, remedies or appliances may be dispensed 
or supplied by the physician provided it is in the best in- 
terests of the patient. (4, p. 1062) . 


APA and local psychiatric societies have elaborated 
“on this statement to provide more detailed ethical 
guidelines for billing practices and for supervisory, 
consultative, and collaborative relationships between 
psychiatrists and nonphysician mental health thera- 
pists. For example, under the heading ‘‘Guidelines for 
Billing Practices for Therapy," the Washington Psy- 
chiatric Society stated, 


A psychiatrist may not bill the patient, insurance company 
or other third party pavors for direct consultation with or 
for supervision of the non-phvsician mental health thera- 
pist. . . . The psychiatrist may bill only for the time which 
he actually spends strictly with the patient. (5, p. 3) 


Statements bv ethics committees often are consis- 
tent with policies of third-party payers regarding pay- 
ment for services. They have a broader application, 
however, in tha: they apply to all services provided by 
psychiatrists whether paid for by insurance or not. Ac- 
tions that may be taken by ethics committees include 
admonishment, reprimand, suspension from member- 

ship, or expulsion (4). 


CLAIMS REVIEW 


In addition to the problems related to definition of 
fraud and abuse to which we have alluded, claims re- 
view systems are faced with the important task of de- 
veloping a technology to detect illegal and in- 
appropriate practices. Profile analysis and the devel- 
opment of flagging criteria to indicate instances of 
fraud and abuse must be developed. One of the most 
important issues to be resolved in this area has to do 
with the amount and type of information that can rea- 
sonably be collected by third-party payers. For ex- 
ample, it is often not feasible to collect routinely infor- 
mation sufficient in scope and amount to ensure that 
unnecessary outpatient services are not being ren- 
dered. It is likely that new approaches to eliminating 
such practices as billing for services not rendered will 
-be developed. For example, a random sample of 
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patients might be asked routinely if they received a 
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particular service on the date for which it was billed. .» : 


When an insurance company reimburses the patient 
directly, it may be necessary to check with the pro- 
vider as well. One recent case in the Federal Employ- 
ees Health Benefit Program was that of a patient who 
obtained the letterhead of a psychiatrist he had cón- 
sulted once and then billed the insurance company for 
multiple treatments never rendered. 


CONCLUSIONS 


There is much concern about the problem of fraud 
and abuse in federal health programs, and practices 
designated as such are receiving more and more pub- 
licity. Many important issues must be resolved before 
such practices can be detected and eliminated ef 
fectively. These include problems of definition of the 
terms used and issues involving data collection and 
practices that might be considered intrusion by third- 
party payers on the doctor-patient relationship. How 
much of the responsibility for detecting fraud and 
abuse falls within the profession, and how much 
should come from without, either as part of claims re- 
view or done by special agencies charged with uncov- 
ering fraud and other criminal practice? It is clear that 
psychiatry is not immune to the fraud and abuse prob- 
lems and that serious attention should be devoted to 
these issues by all those involved in the mental health 
care system. 
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BY PHILIP A. BERGER, M.D., ROY A. 
DENNIS L. MURPHY, M.D., 


The authors investigated platelet monoamine (MAO) 
activity in 40 chronic schizophrenic patients, 55 
normal control subjects, and 16 hospitalized control 
subjects. The mean platelet MAO activity for the 
chronic schizophrenic patients was significantly lower 
than the mean in either control group. There were no 
significant differences between the mean platelet 
MAO activities in 21 chronic paranoid schizophrenic 
patients compared with 18 chronic undifferentiated 
schizophrenic patients. 


THE ENZYME MONOAMINE OXIDASE (M AO) has a ma- 
jor role in the metabolic degradation of monoamines 
and may help regulate intracellular storage of these 
amines (1, 2). Several studies have suggested that 
MAO exists in multiple forms, each form having dif- 
ferent substrate and inhibitor specificities (3-5). Hu- 
man platelet mitochondrial MAO has characteristics in 
common with the MAO-B form found in brain and oth- 
er tissues (6-8). 

Reduced platelet MAO activity has bos reported in 
some (9-17) but not all (18-22) studies of schizophren- 
ic patients. Platelet MAO activity may be altered in 
chronic but not in acute schizophrenic patients (20). 
Platelet MAO activity may also be altered in patients 
with affective disorders (12), migraine headaches (23), 
and iron deficiency anemia (24); in addition, there may 
be small variations during the menstrual cycle (25). 
Despite these differences in platelet MAO activity in 
physiological and pathological conditions, MAO activ- 
ities are relatively stable over time. This stability is 
consistent with twin studies of patients and normal 
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_,, Platelet Monoamine Oxidase in Chronic Schizophrenic-Pauents 


M.D., JACK D. BARCHAS, M.D., 


subjects, suggesting that the reported 20-fold range in 
platelet MAO activity is largely determined by genetic 
factors (17). 

Platelet MAO activity does not seem to be related to 
hematocrit, hemoglobin, platelet count, serum iron, or 
iron-binding capacity when these values are within the 
normal range (21, 26, 27). Plasma thyroxine and tri- 
iodothyronine concentrations in psychiatric patients 
do not seem to be related to platelet MAO activi- 
ty 26, 27). MAO inhibitors (6) and lithium carbon- 
ate (28, 29) may alter platelet MAO activity, but 
neuroleptics have not been reported to alter this activi- 
ty in vitro or in vivo (9, 13, 15, 16). Reduced platelet 
MAO activity does not seem to be part of a generalized 
abnormality of platelets. of schizophrenic patients. 
Platelet activities of the cytoplasmic enzyme lactate 


dehydrogenase and of the mitochondrial enzymes suc- . 


cinate dehydrogenase and NADH cytochrome c re- 
ductase do not differ significantly between chronic 
schizophrenic patients with reduced MAO activity and 
control subjects (17). 

Several substrates have been used to measure plate- 
let MAO activity. Three studies have reported sub- 
strate-related differences between schizophrenic 
patients and control subjects (11, 12, 14); one of these 
studies reported substrate-related differences between 
acute and chronic schizophrenic patients (11). How- 


ever, in other studies with both schizophrenic patients | 


and normal subjects, high correlations have been re- 
ported between piatelet MAO activities determined 
using different substrates (6, 17). 

This study is a further test of the finding of re- 
duced platelet MAO activity in chronic schizophrenic 
patients. It is also an attempt to determine the possible 
effects of chronic hospitalization on platelet MAO. Fi- 
nally, this study looks at the association between two 
subgroups of chronic schizophrenia, chronic undif- 
ferentiated and chronic paranoid, and platelet MAO 
activity. 


METHOD 


Subjects 


All of the subjects in this study were adult male vol- . 


unteers between the ages of 19 and 39. The 55 normal 
control subjects (mean age, 27.2 years; range, .19-38 
years) were all in good health, but the 16 hospitalized 
control subjects (mean age, 27.7 years; range, 20-35 


» years) were from the spinal cord injury unit of the Palo 
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. trol for the effects of chronic hospitalization and had Patients and 71 Control Subjects 6 cs , 
no evidence of major psychiatric illness. 
- The 40 chronic schizophrenic subjects (mean age, Platelet MAO 
29.1 years; range, 21-39) were chosen from the Palo Mean Age Activity" 
Alto. and Menlo Park Veterans Hospitals. Most were Study Group Age . Range Mean SEM 


" 
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"Alto Veterans Hospital and the Santa Clara Medical 
Center. These Hospitalized men were chosen to con- 


receiving neuroleptics; some patients were receiving 
antiparkinsonian agents. No patients were taking tri- 
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TABLE 1 . 


Comparison of Platelet MAO Activity in 40 Chronic Schizophrenic .» * 


Chronic schizophrenic 


f . uie 5 patients (N =40) 29.1 21-39 694 0.51** 
cyclic antidepressants or MAO inhibitors. In addition, - Normal control 
they met the following criteria: 1) a diagnosis of schiz- B uie À =55) 27.2 19-38 9.78 0.78 
O ia, either chronic undifferenti i ospitalize 
phrenia, either chronic erentiated or chronic control subjects (N= 16) 27.7 20-35 13.03 2.80 


paranoid, according to DSM-II (30), 2) institution- 
alization for at least one year, with evidence of active 
symptoms of schizophrenia during that entire period, 
and 3) absence of any major medical disorders other 
than schizophrenia. 

Patients were classified as either chronic undif- 
ferentiated or chronic paranoid schizophrenic after a 
review of all available records. The paranoid schizo- 
-phrenic patients were characterized by the presence of 


*Expressed in nanomoles of product per 10° platelets per hour. 
**p«.01 compared with either normal or hospitalized control subjects (Stu- 
dent's two-tailed t test). 


TABLE 2 
Comparison of Platelet MAO Activity in Diagnostic Subgroups of 40 
Chronic Schizophrenic Patients 


persecutory or grandiose delusions often associated Platelet MAO 
with hallucinations and by behavior that was hostile Mean Age Activity* 
and at times aggressive. None of these patients had Study Group Age Range Mean SEM 
been the subject of a previous study of MAO activity. re enon 
For practical reasons, the platelet MAO samples were patients (N—21) 219 22.35 698 — 0.84 
. run in three groups. The first group consisted of 15 Undifferentiated 
normal control subjects, 16 hospitalized control sub- schizophrenic 
jects, and 18 chronic schizophrenic subjects. The sec- patients (N= 18) 30.5 21-39 6.79 . 0.60 
Total** 29.1 21-39 6.94 0.51 


ond group contained 17 normal subjects and 22 chronic 
schizophrenic subjects, and the third group consisted 
of 23 normal control subjects. The first group of nor- 
mal control subjects consisted of professional staff 
members of the Palo Alto Veterans Hospital 
(PAVAH). The second group of normal subjects con- 
sisted of nonprofessional employees of PAVAH, and 
the third normal group consisted of Stanford students. 


Blood Sampling and Assay Procedures 


Venous blood (18 ml) was collected between 8 a.m. 
and 9 a.m. into vacutainer tubes with 2 ml of acid-cit- 
rate-dextrose (ACD), NIH formula A. The tubes were 
centrifuged to prepare platelet-rich plasma (PRP) with- 
in 2 hours. The PRP was prepared by sequential 10- 
minute centrifugations at 175 g and 300 g; plasma was 
removed and pooled after each centrifugation. Plastic 
centrifuge tubes and siliconized pipettes were used. A 
I-ml aliquot of the pooled PRP was removed for plate- 
let counting by a Technicon Autoanalyzer. Only sam- 
ples with a platelet count of 100,000/mm? or more were 
included in data analysis. Samples were packed in dry 
ice and shipped by air express to Bethesda, Md., 
where MAO activity was assayed in the laboratory of 
D.L. Murphy. 

Sample source was coded and therefore unknown tc 


*Expressed in nanomoles of product per 108 platelets per hour. 
**One schizophrenic patient could not be classified into either subgroup be- 
cause of insufficient clinical information. 


—70? C (26). Carbon’? benzylamine (2x107* M) was 
used as the substrate; activity is expressed as nano- 
moles of product per 10? platelets per hour (31). 


RESULTS 


The mean (+ SEM) platelet MAO activities for the 
three groups of normal subjects were 7.93+ 1.37, 
10.7+1.99, and 11.593: 1.38. The mean (+ SEM) activi- 
ties for the two groups of schizophrenic patients were 
6.08+0.82 and 7.61+1.63. One-way analysis of vari- 
ance showed no significant differences among the 
three groups of normal subjects or between the two 
groups of schizophrenic patients. For this reason, all 
three groups of normal subjects were combined for 
comparison with the combined two groups of schizo- 
phrenic patients. As shown in table 1, the mean plate- 
let MAO activity of chronic schizophrenic patients 
was significantly reduced in comparison with that of 
normal control subjects. 


e 
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The mean platelet MAO activity for the schizo-. 
phrenic patients was also significantly lower thatthe `. 
mean for the hospitalized control subjects (see table, . 
1). The mean platelet MAO activity for hospitalized 
control subjects was higher than the mean for normal .. 


inyestigators until MAO activities were calculated. 

. Gomparisons of blood samples processed immediately 

or 5 hours after their receipt showed no significan: 

- change in activity. Once PRP is separated, MAO activ- 
* ity remains stable for at least 30 days when kept at. 
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. FIGURE 1, 

m Platelet MAO Activity of 55 Normal Control Subjects, 16 Hospitalized 
{ * Gontrol Subjects, and 40 Chronic Schizophrenic Patients 

4, à À 
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PLATELET MAO ACTIVITY* 


NORMAL HOSPITAL SCHIZOPHRENIC 
CONTROL CONTROL PATIENTS 
SUBJECTS SUBJECTS 


*Expressed in nanomoles of product per 10? platelets per hour. 


subjects, but this difference was not statistically sig- 
nificant. As shown in figure 1, there is considerable 
overlap in the distribution of platelet MAO activities 
among schizophrenic, normal, and hospitalized con- 

‘ trol subjects. 
‘ * The mean platelet MAO activities for the two diag- 
nostic subgroups of chronic schizophrenic patients are 
* shown in table 2. There are no statistically significant 
„ differences between mean activities for patients diag- 
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nosed as having paranoid schizophrenia and for those’ 
diagnosed as having chronic undifferentiated schizo- 


phrenia. 


COMMENT 


This study confirms the results of six different labo- 
ratories that reported that chronic schizophrenic 
patients have lower mean platelet M AO activities than 
normal control subjects (9-17). However, atleast four 
laboratories have been unable to confirm these re- 
sults (18, 19, 21, 22). Even laboratories that report a 
difference also report a wide scatter of MAO activity 
in both chronic schizophrenic patients and control 
subjects; only one study reported no overlap between 
patients and control subjects (15). Some normal sub- 
jects have MAO activities below the mean for chronic 
schizophrenic patients. Thus, platelet MAO activity 
alone is not useful in determining whether an individ- 
ual should be given the diagnosis of schizophrenia. The 
wide range of platelet MAO activities in normal sub- 
jects and schizophrenic patients and the failure of four 
studies to confirm the differences in mean activities be- 
tween chronic schizophrenic patients and control sub- 
jects suggest the need for further investigation. 

One group of investigators proposed that low plate- 
let MAO activities may result from several factors, in- ` 
cluding hospitalization (32). The mean MAO activity 
of the hospitalized control subjects in this study did 
not differ significantly from that cf nonhospitalized 
control subjects but was significantly higher than the 
mean for chronic schizophrenic patients. Thus, at least 
for this schizophrenic population, low mean platelet 
MAO activity is probably not a result of hospita]- 


ization. 


Since only a subgroup of schizophrenic patients 
have low platelet MAO activity, other characteristics 
of the chronic schizophrenic population might corre- 
late with low activity. In an investigation published af- 
ter these data were analyzed, schizophrenic patients 
with auditory hallucinations were found to have lower 
platelet MAO activities than patients without halluci- 
nations (16). However, in another study of primarily 
acute schizophrenic patients, hallucinations did not 
significantly discriminate between patients with high 
or low MAO activity (20). Another study found that 
chronic paranoid schizophrenic patients had lower 
mean platelet MAÐ activities than other chronic schiz- 
ophrenic patients (33). In the present study, patients 
were not evaluated for auditory hallucinations but 
were divided into chronic undifferentiated and chronic 
paranoid groups. No significant difference in mean 
platelet MAO activity was found between these two 
groups. The reason for the difference between this 
study and Wyatt's 1976 finding (33) requires further.in- ` 


vestigation. 


The search for correlates of low platelet MAO activ- 
ity in normal control subjects is also important. The - 
. first group of 20 normal men in this study had a mean» 


^, 
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‘platelet MAO activity, that was higher but not signifi- 
cantly higher than the first group,of chronic schizo- 
phrenic men. Only when the first group of 20 normal 
subjects was combined with the other normal control 


. Subjects was the mean activity of control subjects sig- 


nificantly different from that of the chronic schizo- 
phrenic patients. The first group of normal control sub- 
jects consisted of physicians and researchers from the 
Palo Alto Veterans Hospital who had no history of a 
major psychiatric disorder. Previous unpublished ob- 
servations had suggested that such groups contain a 
number of individuals with low platelet MAO activity. 
For this reason, we chose for our other control sub- 
jects nonprofessional hospital employees or Stanford 
students. Neither detailed life histories nor psycholog- 
ical evaluations were performed on these control sub- 
jects. The reason for the variability of normal control 
platelet MAO activities needs further exploration. A 
finding of this study is that the composition of a control 
group can affect the outcome of a study on platelet 
MAO activities. 


One group of investigators has carefully evaluated a 


group of normal subjects with high or low platelet 
MAO activity (34). They reported a higher incidence 
of psychiatric contact in the group with low MAO ac- 
tivity and concluded that reduced MAO activity may 
be associated with some predisposition to psychiatric 


" vulnerability. 


Further study will be necessary to determine the 
possible relationship of low platelet MAO activity to 
the pathogenesis of schizophrenia. Preliminary inves- 
tigations have failed to reveal significant differences 
between MAO activity in the postmortem brains of 
schizophrenic and control subjects (12, 35, 36). Re- 
duced MAO activity would also be consistent with ei- 
ther the dopamine or the transmethylation hypothesis 
of schizophrenia: low MAO activity could produce an 
excess of dopamine or contribute to an increase in 
methylated tryptamines. Low MAO activity could also 
yield an excess of phenylethylamine, another pro- 
posed endogenous psychotogen (37). Clearly, further 
clinical and metabolic studies of reduced platelet MAO 
activity are both necessary and important. 
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Clozapine Plasma Levels and Convulsions 


GEORGE M. SIMPSON, M.B., CH.B., M.R.C.PSYCH., AND THOMAS A. COOPER, M.A. 


Two patients receiving clozapine developed grand mal 
seizures. The plasma levels in one of the patients at 
the time of the seizure were approximately 100% 
higher than on 12 previous occasions. This finding led 
to the conclusion and the patient's admission that she 
had taken an overdose. Plasma levels in the other 
patient exceeded the range the authors had noted in 
previous studies. The authors emphasize the 
usefulness of plasma level monitoring in relation to 
safety, drug defaulting, and side effects. 


CLOZAPINE IS A novel agent claimed by European in- 
vestigators to produce antipsychotic effects but not 
parkinsonian side effects (1). A careful study of extra- 
pyramidal symptoms in a group of patients at Rock- 
land Research Institute confirmed the accuracy of 
this claim (2). Like many neuroleptics, clozapine can 
lower the seizure threshold (3). We report here on two 
women who developed seizures while being treated 
with clozapine. 


- At the time this work was done, Dr. Simpson was Principal Re- 
* sear 


Psychiatrist, Rockland Research Institute, Orangeburg, 
N.Y., where Mr. Cooper is Chief Investigator, Clinical Psycho- 


* * pHarmacology Laboratory. Dr. Simpson is now Professor of Psychi- 


atry ard Director, U.S.C.-Metropsychopharmacology Services, 


. 11400 South Norwalk Bivd., Norwalk, Calif. 90650. 


s * 


CASE REPORTS 


Case 1. Ms. 4, a 24-year-old woman who had had multiple 
hospitalizations since the age of 18 for schizophrenia, re- 
sponded dramatically to neuroleptics but always discontin- 
ued them or refused to take them because of incapacitating 
side effects (akathisia). Low dosages of fluphenazine deca- 
noate were tried but she again refused the medication be- 
cause of side effects. Within a few days of stopping oral med- 
ication, she would withdraw, giggle inappropriately, halluci- 
nate, and show thought repetition and thought insertion. 
Because of this history, she was placed on clozapine by one 
of us (G.M.S.). She accepted and tolerated this compound 
well; her symptoms were alleviated but she remained fearful, 
with sporadic drive and an inability to hold a job, although 
she did not require further hospitalization. She had been on 
clozapine for 27 months when she developed an erileptic 
seizure. 

During mos: of the time, her plasma levels of clozapine 
were monitored in our laboratory using a GLC (gas-liquid 
chromatography) method with an electron capture detector 
and later a ritrogen detector. The method, which uses 
amoxapine as an internal standard, involves extraction of the 
plasma with ethyl acetate, then extraction with acid, end tri- 
fluoracetylation acid. Then the sample is introduced into-the 
GLC column (6 feet, 2 mm internal diameter) packed with. 
3% OV-1 on 100-200 mesh Supelcoport at 260° oven temper- 
ature, injectors and manifold at 275° C, carrier gas flow at 25 
ml/minute (argon-methane mixture, 95:5, argon-methane or 
helium). Retention time is 3.6 minutes for dozapine and 4.5 - 
minutes for amoxapine in this system. The method is sensi-» 
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‘tive enough to detect as little as 1 ng/ml when a 3-ml sample 
is extracted. , : 

Blood plasma levels of clozapine showed marked fluctua- 
tions when Ms. A was on a regimen of 500-600 mg/day;-the 
values ranged from 148-791 ng/ml. Part of the reason for the 


‘variation in levels was related to her forgetful but not willful 


unreliability in taking medication. After her forgetfulness 
had been successfully dealt with in therapy, she took her 
medication quite steadily; this was determined by regular pill 
counts. However, some fluctuation still persisted since her 
sleeping habits were irregular (and remain so). This could 
result in her going to bed very early or very late, thus causing 
a 4- to 5-hour difference in the time the evening medication 
was taken. The blood samples were routinely drawn prior to 
ingestion of the morning dose of clozapine. 

After 27 months on medication, Ms. A achieved stable 
plasma levels of about 600 ng/ml on a regimen of 800 mg/day; 
these stable levels correlated with accurate pill counts. She 
then developed anxiety and panic attacks during which she 
was afraid that something might happen to her. Her medica- 
tion was increased by 100 mg/day (to 900 mg/day) but within 
24 hours she had a convulsion (grand mal seizure) that was 
witnessed and well described. An hour after her seizure, her 
blood level of clozapine was 1313 ng/ml (more than 500 ng/ml 
higher than ever before); however, Ms. À recovered unevent- 
fully from this episode. When Ms. À was questioned and 
her pills counted, it became clear that she had ingested ap- 
proximately 2000 mg in excess of her prescribed dosage dur- 
ing this 24-hour period. It seems reasonable to conclude that 


_ the convulsion was related to the very high plasma levels. 


Case 2. Ms. B, a 47-year-old female patient suffering from 
catatonic schizophrenia, received clozapine during a study 
of this drug's effect on tardive dyskinesia, from which she 
also suffered. The patient was mute throughout most of the 
20-week treatment period, speaking only after much ques- 
tioning and then responding only briefly. She was initially 
placed on a very low dosage (20 mg) of clozapine, which was 
slowly increased as required to modify dyskinetic and psy- 
chotic symptoms. The patient was receiving 350 mg b.i.d. 
after 13 weeks when she accidentally received a double dose 
one afternoón, i.e., she received 700 mg within 1 hour. This 
error was detected almost immediately and she had a gastric 
lavage that showed the presence of unabsorbed clozapine. 
However, within 2 hours of ingesting the medication, she 
experienced a grand mal convulsion. Blood samples taken at 
the time of the seizure were analyzed at the conclusion of the 
trial and revealed a clozapine level of 2194 ng/ml. (Clozapine 


Am J Psychiatry 135:1, January 1978 


blood levels were not run routinely; plasma samples were 
frozen and analyzed at the end of the study.) Because Ms. B 
had failed to show much improvement in her behavior, the 
dose was increased to 800 mg/day and then to 900 mg/day 
(450 mg b.i.d.), which had been established as the maximum 
daily dose. On the third day at 900 mg, she experienced an- 
other convulsion (2 weeks after the first seizure), a blood 
sample was taken, and she was withdrawn from the study. 
Analysis at the end of the study revealed a plasma level of 
2064 ng/ml at the time of the second seizure. 

Her level of clozapine was about 900/ml for a week before 
she had her second grand mal convulsion. Steady state 
plasma levels of the other patients in the study ranged from 
15 to 878 ng/ml (dose range 100-900 mg/day). 


CONCLUSIONS 


We concluded from those two cases that monitoring 
blood levels of neuroleptics can help a clinician deter- 
mine whether patients are taking medication; in the 
case of Ms. A, such monitoring led us to conclude that 
she had made a suicide attempt. If Ms. B's blood lev- 
els had been monitored continuously instead of being 
*batched," we would have seen that she had high 
plasma levels of clozapine. Levels of less than 600 ng/ 
ml should be adequate for most patients. 

Whether a therapeutic window exists for clozapine 
or for any other antipsychotic agent is still an in- 
triguing prospect. However, the cases discussed in 
this paper suggest that monitoring plasma blood levels 
could provide information on side effects and therefore 
would be valuable for the rational treatment of psychi- 
atric patients. 
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“Genn Psychiatry Training for the General Psychiatric 


" Resident 


BY SANFORD I. FINKEL, M.D. 


Although there is a real need in a variety of settings for 
psychiairists trained in working with older people, a 
lurge proportion of psychiatric residency programs do 
not offer the opportunity for clinical experience with 
this age group. The author stresses the need to include 
this subject in the curriculum of residency training 
programs. He describes the features of one program 
that offers comprehensive training in this area. 


MANY PSYCHIATRIC residency training programs do 
not provide the opportunity to learn about the psychol- 
ogy and psychopathology of later life. This paper ad- 
dresses itself to the need for such training, the reasons 
for this gap in psychiatric education, and the way in 


which such a program has been implemented at Mi-- 


chael Reese Hospital, Psychosomatic and Psychiatric 
Institute (PPI). 


NEED AMONG THE AGED FOR PSYCHIATRIC 
SERVICES 


According to statistics from the National Institute of 
Mental Health (NIMH), the incidence of new cases of 
psychopathology among the over-65 population is 
236.1 per 100,000. This compares with 2.3 cases per 
100,000 for the group under age 15 (1). More than one 
million people over the age of 65 are in long-term-care 
institutions such as nursing homes or state hospitals. 
Alvin Goldfarb (2), a psychiatrist, indicated that 5096 
to 80% of all nursing home patients show evidence of 
psychiatric disorders. The highest rate of suicide in the 
United States is among elderly white men. Many types 
of psychopathology are more common in later life. 
These include acute and chronic organic brain dis- 
orders; various kinds of depression, especially depres- 
sion secondary to losses (job, friends, spouse, finan- 
cial, physical] health); somatopsychic illnesses; para- 
noid reactions; and family crises involving intensifica- 
tion or reactivation of family conflicts. 


At the time this work was done Dr. Finkel was Consultant to the 
Geriatric Psychiatry Program, Michael Reese Hospital, Psycho- 
OT i and Psychiatric Institute of Chicago. He is now Psychiatric 
7 Cooyfinator, Services for the Elderiy, State of Illinois Department 
of Mental Health and Developmental Disabilities. He is also Assist- 


. « amt Clinical Professor, Department of Psychiatry, University of Chi- 


cago. Address reprint requests to Dr. Finkel, 230 North Michigan 


. Ave., Suite 2400, Chicago, Ill. 60601. 
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PROVISION OF SERVICES BY THE PSYCHIATRIC 
COMMUNITY 


The Nation's Psychiatrists (3), a 1970 study, found 
that 56% of the psychiatrists surveyed spent no time 
with people over the age of 65. More than 86% spent 
less than 1096 of their work week with older people. 
Private psychiatric services are too expensive for most 
older people. Moreover, Medicare benefits for psychi- 
atric care are limited. The patient pays 50% of the cost 
of outpatient psychotherapy, and there is an anaual 
limit of $250 on this type of service. Further, there is a 
maximum lifetime limit of 190 days for psychiatric aos- 
pitalization in a private psychiatric hospital. A total of 
2% to 3% of community mental health center patients 
are over age 65, and geriatric community psychiatry is 
a nearly nonexistent specialty. Psychiatrists collec- ' 
tively provide very little psychiatric consultation to 
nursing homes or to the geriatric population in state 
hospitals. 

In A Survey of Academic Resources in Psychiatric 
Residency Training (4), published by the American 
Psychiatric Association (APA), Gurel reported -hat 
only 50% of the psychiatric residency programs str- 
veyed offered even a general opportunity for clinical 
experience with older people. Of 15 types of clinical 
experience listed (e.g., personality disorders, alcohol- 
ism, medical and surgical patients), only drug abuse in 
children, juvenile delinquency, and mental retardation 
received less emphasis. Only 44% of the metical 
school residency programs offered any experience 
with older people. This APA-NIMH study addressed 
"certain broad, contemporary issues of particular coa- 
cern." These included training paraprofessionals, mi- 
nority mental health workers, racism, drug abuse, al- 
coholism, mental health needs of children, community 
organization, administration, and other areas—but not 
aging. 


LACK OF SUFFICIENT RESIDENCY TRAINING IN 
GERIATRIC PSYCHIATRY 


Major causes of negative attitudes toward working 
with the elderly are discussed in The Aged and Car- ` 
munity Mental Health (5), published by the Group fer 
the Advancement of Psychiatry. The aged arouse ihe 
psychiatrist's fears about his or her own old age. The 


. psychiatrist may feel that since the old are- nearer to » 
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‘death than the young, they are less deserving of atten- 
tion. Moreover, if the patient dies while in treatment, 
. the psychiatrist may feel that his .efforts have been 
` wasted. The elderly also stimulate conflicts about the 
.psychiatrist’s relationships with parental figures. The 
psychiatrist may erroneously believe that he has noth- 
ing useful to offer older people because he cannot 
change their behavior, or he may regard them all as 
“senile.” He may believe that his psychodynamic 
skills will be wasted on the elderly. Finally, the psychi- 
atrist's colleagues may be unsupportive or even deri- 
sive in response to his efforts on behalf of aged pa- 
tients. 

Other factors that contribute to this gap in training 
are discussed in Geriatrics and the Medical School 
Curriculum (6). One fac:or is *'curricular inertia." It 
takes time, money, and willpower to change a curricu- 
lum. Many staff members and educators are apathetic 
about the elderly. They are not aware of the favorable 
prognosis with most older people and the scientific 
work being done in the field. There are also realistic 
time restrictions. Finally, there are administrative de- 
cisions, such as when to offer such training during the 
residency period. My own belief is that if courses and 
clinical experience in geropsychiatry are offered late in 
the residency, residents often have developed biases 
that are difficult to change. 

There is evidence that things are changing, albeit 
slowly. Specialty training programs in geriatric psychi- 
atry are now offered at Duke University (North Caroli- 
na) and the University of Rochester (New York). The 
outstanding training program at Duke University took 
14 years to become fully operational. 


ELEMENTS OF GERIATRIC PSYCHIATRY 
TRAINING 

One goal of geriatric psychiatry training is to teach 
psychiatrists to understand older people and help them 
acquire knowledge about gerontology. At the PPI 
there is a two-quarter course on clinical geriatric psy- 
chiatry that deals with older people and their bioso- 
ciopsychological environment. Issues include devel- 
opmental goals of later life; theories of aging; social 
and psychological effects of perceptual changes and 
chronic physical illness: the importance of family eval- 
uation and role reversal: and the impact of retirement, 
widowhood, and children leaving home. Other issues 
discussed are the normal psychology of aging versus 
psychopathology of later life; sexual adjustment in lat- 
er life; death and dying; the impact of government and 
legislation on a practice of geriatric psychiatry; avail- 


. able community resources; the appropriateness of re- 


ferral to a nursing home or day hospital; and the use of 
‘psychotropic drugs with older people. 

e å second feature of the PPI training program is the 
development of the resident’s diagnostic skills. His- 
- tory taking is stressed. In particular, the resident is 


«trained to- focus on issues such as psychological re- , 


> 
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sponse to prior losses, responses to past crises, per- 
sonality strengths, sexual history, attitudes toward 
death, and the experiences of parents and siblings m 
later life. The symptoms of organic versus depressive 
pathology and the interaction between the physiologi- 
cal and psychological symptoms are studied. At the 
PPI four of the six first-year residents have three- 
month rotations in geriatric psychiatry. They attend 
the course, see the new inpatients, and present their 
diagnostic evaluation to a multidisciplinary clinical 
case conference. Such case conferences meet twice a 
week and are chaired by two senior psychiatric consul- 
tants. 

A third goal of the training program is to provide 
experience in psychotherapy with the elderly. Every 
first-year resident has an intensive treatment experi- 
ence with a geriatric inpatient under the supervision of 
an attending psychiatrist knowledgeable in geriatric 
psychiatry. Two second-year residents have six- 
month rotations in the geriatric psychiatry program 
and are the chief residents on the service. They attend 
the thrice weekly group therapy sessions with the old- 
er inpatients. Family therapy experiences and re- 
search experiences are also supervised. When pos- 
sible, residents make at least one house call so that 
they mav see the older person in his or her home envi- 
ronment. 

Finally, there is ample opportunity for consultative 
experience in community agencies, nursing homes, 
homes for the aged, state hospitals, and liaison psychi- 
atry. At the PPI all second-year residents spend one 
half-day a week for three months at a home for the 
aged. Each year one third-year resident spends an en- 
tire year at an affiliated home for the aged, where the 
use of psychopharmacological agents, psycho- 
therapeutic techniques, and group dynamics are in- 
tegrated. 

At the PPI several psychiatric residents finish their 
training each year with a special interest in geriatrics. 
Of 36 residents who have graduated in the past six 
years, 3 subspecialized in geriatric psychiatry, and 8 
others have served as consultants to nursing homes. 
Several others maintain active clinical practices that 
include a significant number of older people. 

Adjuncts to our successful teaching program include 
a current library and bibliography. In the past five 
years many excellent books have been published that 
could be used as texts (7-11). Journals, in particular 
the Journal of Geriatric Psychiatry (published semi- 
annually), are also relevant. Finally, some training pro- 
grams offer films and videotapes depicting certain as- 
pects of psychopathology in later life. There is evi- 
dence that this method is ‘‘provocative and stimulat- 
ing" (12). 


CONCLUSIONS \ 


13 


There is a tremendous need for psychiatrists who ` 


are interested and knowledgeable in working with old- 


+ 
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er people. In addition to the traditional modes of psy- 


. chotherapy (both individual and group), there is a 


tings\ including nursing homes, homes for the aged, 
nonpsychiatric hospital settings, senior citizen cen- 
ters; community agencies, government agencies, and 
planning bodies. Psychiatrists who are interested and 
knowledgeable in this area are in a position to have a 
considerable impact. The whole area is one of growing 
knowledge and increasing awareness. Residency train- 
ing programs need to offer specialized knowledge and 
ample opportunity so that the resident will receive the 
stimulation and gratification that comes from working 
vith those who have the longest life experience. 


S el for psychiatric input in a variety of set- 
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The Functions of Experimental Participatory Experiences in the 


Learning-Teaching Process 


BY RAQUEL E. COHEN, M.D., M.P.H. 


The author analyzes the process by which 
experimental approaches and observations are 
transformed into usable knowledge. She examines her 
past work within this framework. Flexibility and open- 
ended beliefs permit the testing of new, unfamiliar 
data against known theoretical backgrounds and their 
subsequent organization and incorporation into 
further learning experiences. This material, in turn, 
can be formulated into new content that enhances 
one’s learning and teaching potentials. 


THE AWARD of the Vestermark Prize has been a pro- 
vocative honor that has prompted me to try to distill 


Revised version of the Seymour Vestermark Memorial Lecture, pre- 
at the 129th annual meeting of the American Psychiatric As- 
sociation, Miami Beach, Fla., May 10-14, 1976. 
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from my professional experience, my understanding of 
the educational process, and a variety of clinical and 
academic documentation a cogent statement about the 
approach I have evolved in 15 years of community 
work. My aim is to clarify how experimental ap- 
proaches and observations have been translated into 
knowledge that, in turn, serves as content for teach- 
ing. 

In this paper I will attempt to analyze retro- 
spectively the substantive nature of my community 
mental health work. Through a systematic documenta- 
tion of selected professional situations, the objectives 
pursued, the outzomes, and a sense of the formulation 
and development o£ guidelines for action emerge. The 
basic hypothesis is to present the concept of ‘‘partici- 
patory experiences" as a multilevel process of inter- 
action. By participating with other professionals in 
new forms of endeavors occurring outside the tradi- ' 
tional sphere of mental health practice, we can deve]- 
op new modalities to further the knowledge of mental 
health phenomenology. 

This process can be described as a multilevel inter- » 


103. 


‘BRIER COMMUNICATIONS . 


` ence points, which eventually become integrated into 


* 


‘nal and external attempt to analyze, synthesize, and 


integrate new, unfamiliar professional experiences and 
develop conceptual frameworks that could be *'graft- 
ed” to already learned psychiatric knowledge. The ac- 
tive integration process was carried out through learn- 
ing and teaching activities with my colleagues and stu- 
dents, who provided constant support for inquiry and 
discovery. 

Based on these experiences, I would like to propose 
that direct participatory activities and interactions 
with individuals in new and unfamiliar areas of work 
carry with them an inherent opportunity to develop 
useful concepts, which can be generalized and learned 
within a natural historical-developmental context. It is 
to be hoped that these concepts can become reinforced 
and solidified, not rigidified, and experimentally pre- 
sented through the teaching-reflective process, where 
they will be tested by students and skeptically sifted 
by colleagues. 

We can capitalize on the opportunity that presents 
itself in the practice of psychiatry since we, as individ- 
uals, are the ‘‘participatory instruments” in our work. 
But we need to add a fourth dimension to our aware- 
ness of self, others, and the interactions between our- 
selves and others. The fourth dimension incorporates 
all of these processes and adds conceptualizations of 
the meaning of the interactions within a group of refer- 


the learning-teaching content. These new added pat- 
terns of ideology are developed to enhance further 
knowledge of psychiatric phenomenology. Although 
current technology such as videotape can open new 
horizons and activities, we can continue to gather val- 
id data through self-observing svstems and subjective 
recollections of everyday episodes. As we accumulate 
Observations about ourselves and our interactions with 
others and as we use objective material, recording the 
phenomenology of the interaction of others with us, 
we can perceive salient points and areas of dynamic 
significance. 

What delineates specific areas out of the multiple 
types of activities in which we are engaged, and how 
do we organize the specific variables to bring elements 
of new knowledge into the realm of already accepted 
values in our profession? What mechanisms are in- 
voked to lead us to invest and believe in the value of 
our observations and ultimately include them in our 
professional concepts and teaching theories? I will try 
to answer some of these questions by using concepts 
from the field of behavioral and human sciences, 
coupled with my own experiences in moving to new 
and unfamiliar types of professional work. 


^. THE LEARNING-TEACHING PROCESS 


, Certain sequential principles have emerged from my 
efforts to analvze past experiences and learning-teach- 
ing activities. 


1. Experiential and participatory interactions start , 


* 
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the process and are followed by reactions and feelings 
produced by the situation. 

2. Psychological and social patterns in human inter- 
actions appear to repeat themselves in different kom- 
munity settings, e.g., school, courts. Variation and 
combination of these patterns eventually become fa- 
miliar. . 

3. There is a continuous drive to organize seemingly 
unrelated types of experiences that later show some 
similarities. 

4. There is a potential for linking these reappearing 
patterns, which allows one to make inferences. 

5. Self-observation in new settings promotes ap- 
proaches that are aimed at developing some rationate 
to sustain the continuous attempts at problem solving. 

6. There is a search for descriptive words to con- 
ceptualize the phenomenology and the development of 
a terminology that integrates concepts into psychiatric 


theories and practice (e.g., “‘interface team to link sub- 
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units of a program,” ‘‘ego auxiliary techniques to treat 
abusive parents"). 

7. Learning-teaching activities are identified as a 
way to polish and crystallize ideas in the effort to in- 
corporate new data into psychiatric frames of refer- 
ence. 

These sequences evolved through activities and ex- 
periences that occurred in four different settings dur- 
ing the last 10 years. In the first one I was director of a 
new community mental health center located in a sec- 
tion of Boston where the population was composed of 
middle and low socioeconomic groups, services were 
sorely needed for multi-disorganized families, and 
existing social systems were overwhelmed by the re- 
quirements of the community. The purpose of the 
mental health program was to offer clinical mental 
health services and to develop consulting and collabo- 
rative programs with other human service agencies. 
My second experience was working in a large urban 
school with a team of health professionals. The focus 
was on participating and collaborating with educators 
to develop approaches to deal with the mental health 
needs of children with special educational difficulties. 

The third experience was heading a National Insti- 
tute of Mental Health team of bicultural and bilingual 
mental health professionals to assist in the postdisaster 
situation caused by an earthquake in Managua, Nica- 
ragua. The team was asked to provide mental health 
services to individuals traumatized by the earthquake 
and to develop educational programs to instruct men- 
tal health professionals in some of the crisis inter- 
vention techniques we used. In addition, we were giv- 
en the opportunity to consult with government leaders 
who were designing a mental health program for Nica- 
ragua. The fourth experience was heading a team of 
multidisciplinary professionals to assist social service 
agencies in six New England states in the development 


of programs related to child abuse and child negNct. * 


For me, these experiences all had similar elements: 


a lack of familiarity; a need for a new role and new’ ' 


self-expectations; multiple and unrealistic expectations , 
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.í from others about the process and objectives of 
' e. our work; and a lack of control and certainty about 
j- most, issues, in contrast to the known and reliable 
E nuc dene the training centers where I had obtained 
my basic professional training. 

In this problematical context there was a need to de- 
velop an organized, cohesive approach to define the 
types of activities to be undertaken and to establish 
directions, goals, and desired outcomes. The opportu- 
nity to participate in a teaching setting further rein- 
forced the motivation to continually conceptualize 
d these processes, the underlying principles that guided 

them, and the rationale for new activities. The daily 
experience of sharing information with my colleagues, 
students, and staff furnished the ‘‘fourth’’ dimension 
of ideological consolidation. 

I have asked myself the following questions. Assum- 

( ing that in the natural course of mental activity, the 

3 mind tends to form concepts by a process of abstract 
thinking, how were my observations and experiences 
programmed so that I selected certain components of 
events, abstracted from them key issues, and orga- 
nized a group of ideas and concepts? What were the 
elements of interactions that I felt were significant 
enough to warrant enlarging my professional concepts 
and to spur the revision, refining, reforming, and as- 
similation of ideas to add new pieces of information to 
already accepted tenets? How did I proceed to reform 
beliefs acquired in the past in order to accommodate 
new information? Why did I want to displace or 
change concepts acquired through previous experi- 
ence and training, so that they could be absorbed into 
new constructs and could alter, either mildly or radi- 
cally, a firm belief? 

When confronting an unknown situation, I proceed 
developmentally by first incorporating concrete obser- 
vations, then seeking connections and links between 
phenomenological occurrences, which gradually leads 
me to devise concepts. Specifically, I make con- 
nections along certain sequential-logical lines, pre- 
programmed by theories in psychiatry that I am famil- 
iar with and believe in. This mastery sets the stage for 
problem solving, enabling me to scan the many options 
and find possibilities for explanations and solutions. 
The next step is the utilization of an experientially en- 
riched thinking ability to generate abstractions, hy- 
potheses, and theories. This helps me to make sense 
out of tae resemblances and common attributes among 
experiences and to make inferences to build meta- 
phors. 

When the awareness is presented with new data, 
which need to be accommodated within certain con- 
structs, the mind has to reorder the theoretical prin- 
ciples to embrace it. It monitors among the many ex- 
planations and solutions and selects the piece that is 

. the most reasonable and harmonious in relationship to 

* previously held beliefs. The feedback methodology 
. implements a continuous need to correct a sense of 
knowledge and to redirect behavior when new items of 

» valid and invested information enter the awareness. 
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Depending on their importance and the intensity of 


needed correction, individual pieces’ of new knowl- 
edge are accommodated by a series of mental steps 
that test and reshape beliefs. 

An example of this occurred as I began to collabo- 
rate with educators in formulating plans for children 
who were having difficulty in learning and in adapting 
to school programs. It became evident that conceptual 
and philosophical barriers existed between our profes- 
sions. I perceived these barriers intellectually and also 
became aware of behavior that puzzled me and could 
not be explained in terms of my usual understanding of 
professional performance. Slowly I perceived that it 
was not that we had different interests or that the 
educators were operating out of benign neglect or in- 
difference, but that the issue concerned sincerely held 
beliefs about how one helps a child. After developing a 
sense of the emerging pattern and becoming convinced 
of the sincerity and effectiveness of teachers who 
chose different paths than the mental health approach 
that I was accustomed to, I realized that in order to 
collaborate, a facilitating process had to be instituted 
beforehand. It was out of these activities and beliefs 
that I developed the ''coprofessional collaborative” 
approaches that I have introduced in some of my writ- 
ings and teachings. 


These efforts to understand, to master, and to label . 


the continuous perception of events that took place in 
the variety of new settings appeared to be repetitive 
and eventuallv began to produce comprehensible pat- 
terns. Through time and experience, a new phenome- 
nology of patterns accrued and gradually became rein- 
forced in my belief system by reverberating against 
similar and already highly invested internal concepts. 
The process of trying to understand outside occur- 
rences made me increasingly aware of the major or mi- 
nor changes in different variables that, with time and 
repetition, became more intelligible. This clüstering ef- 
fect appeared to reveal central themes that became 
formalized and integrated as their numbers increased 
and as their usefulness and validity were confirmed by 
the success of interventions and feedback from my 
students and colleagues. 


SUMMARY 


The uncertainties of working in a new setting and of 
trying to develop conceptual order out of new data im- 
pose constraints on the ability of ihe professional to 
feel comfortable with and to respond rapidly to new 
ideas. These constraints are directly related to the 
scope of the professional's own sensory apparatus and 
the conceptual boundaries of his or her mind set. 


Flexibility and open-ended beliefs are necessarv, as . 


is a willingness to concentrate on small areas of under- 
stood activities and to move gradually to broader con- 
ceptual themes. Testing these against known theoreti- 
cal backgrounds offers a process through which data 
can be organized and a belief value system developed, 
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"which can then be incorporated into further learning 
experiences. This material, in turn, can be formulated 
into teaching content. The encounter between phe- 
nomenology that is unknown and unsystematically 


- presented by fortuitous historical circumstances and 


professional activities provides an opportunity to orga- 
nize,new ideas and concepts within the framework of 
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multiple self-experiences. | 


Insight can occur when, in the professional’s at- .. 


tempts to deal with data that do not fit readily, into 
theoretical categories, a variety of questions arisg that 
promote the finding of a rational explanation for the 
phenomenology and lead us to develop new content 
that enhances our learning and teaching potentials.’ 
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Does Receptor Supersensitivity Accompany Depressive Illness? 


BY MATTHEW J. FRIEDMAN, M.D., PH.D. 


Supersensitivity is a compensatory response that ap- 
pears to develop in the CNS (1) as well as at peripheral 
neuroeffector junctions (2) whenever there is a reduc- 
tion in the amount of neurotransmitter reaching the 
postsynaptic membrane. Ashcroft and associates (3) 
have deduced that if a reduction in the presynaptic 
supply of norepinephrine (NE) is associated with clini- 
cal depression (4), then supersensitivity should devel- 
op at adrenergic postsynaptic receptor sites during de- 
pressive illness. The present experiment was designed 
to test this hypothesis. 

Two conflicting reports pertaining to this matter 
concern the systolic pressor response to intravenously 
administered sympathomimetic amines. Prange and 
associates (5) reported a diminished pressor response 
to NE among depressed patients. In contrast, Ghose 
and coworkers (6) demonstrated a significantly en- 
hanced pressor response to intravenous tyramine 
among depressed patients compared with controls. 

Because of this inconsistency, depressed patients 
and control subjects without a history of depression 
were tested with three pressor amines with different 
modes of action at synapses. Each subject received 
I.V. infusions of tyramine (a presynaptic adrenergic 
releasing agent), norepinephrine (the natural synaptic 
transmitter), and phenylephrine (PE) (an a-adrenergic 
postsynaptic agonist) to see whether those with de- 
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pressive illnesses show evidence of altered synaptic 
sensitivity. 


Method 


Nine hospitalized patients diagnosed as having re- 
current unipolar major depressive disorder were stud- 
ied. All were severely depressed and exhibited vegeta- 
tive signs: two were psychotic and retarded; two were 
nonpsychotic and agitated; and five were non- 
psychotic and retarded. They had not received any 
medication affecting either the central or autonomic 
nervous systems for at least 4 weeks prior to the studv. 
All had normal blood pressure (110~130/75-85); ner- 
mal physical examination; negative history for car- 
diac, hypertensive, or other cardiovascular disease; 
and normal ECG and chest X ray. Control subjects 
(N=9) were nondepressed, nonanxious volunteers 
who met the same criteria with regard to cardiovascu- 
lar status. All participants in this study were male. In- 
formed consent was obtained from all participants af- 
ter the procedure had been fully explained. 

The Taylor Manifest Anxiety Scale and Zung Self- 
Rating Depression Scale were administered before be- 
ginning the infusion. Systolic blood pressure was mon- 
itored with a Grass sphygmomanometer preamplifier 
(model 7P8B), and the ECG was recorded continuous- 
ly. During drug infusions blood pressure was mea- 
sured every 30 seconds; at other times it was obtained 
at 2-minute intervals. Subjects remained supine during 
the entire procedure. Tyramine was given in progres- 
sively increasing doses as a series of short I.V. injec- 
tions, with volume held constant. Progressive doses ef 
NE and PE were administered as 10-minute steady- 
flow infusions, with volume held constant, from an 
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. I.V. assembly driven by a Harvard infusion: pump (7). ° 
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critical doses of tyramine, NE, or. PE needed to pro- 
duce an increase jn systolic blood pressure of 25 mm 
Hg. The sequence of drug administration was always 
tyramine, NE, and PE (PE was given last because of 
its longer biological half-life). 


Resülts 


There were no significant differences in age or body 
weight between the two groups. Depressed patients 
scored much higher than controls on both the anxiety 
and depression rating scales (p.001). 

Mean critical doses for all three pressor amines were 
significantly lower among depressed patients than con- 
trols (table 1). There was a strong correlation of drug 
responses within each subject, so that the depressed 
patients most responsive to tyramine were also very 
responsive to NE and PE, and the controls exhibiting 
the lowest sensitivity to tyramine were also least re- 
sponsive to NE and PE. Tachyphylaxis to tyramine 
did not develop among either group of subjects. 

Pulse rate was recorded continuously in order to 
monitor the reflex bradycardia associated with eleva- 
tions in systolic blood pressure. Reflex bradycardia 
following an elevation of systolic blood pressure of 
more than 25 mm Hg was greater for depressed pa- 


. tients than for nondepressed controls, .but this dif- 
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ference fell short of statistical significance (p<.10). 
Discussion 


Ghose and associates (6) showed that depressed pa- 
tients require lower doses of tyramine than controls to 
produce a systolic pressor response of 30 mm Hg. In 
the present study the criterion response was 25 mm 
Hg. If the present data are extrapolated to the criterion 
employed by Ghose and associates, the results with 
tyramine are virtually identical in the two studies. 
However, the present investigation extends these orig- 
inal findings with tyramine by demonstrating that de- 
pressed patients also show increased responsiveness 
to NE and PE. 

Since PE acts exclusively at adrenergic postsynaptic 
receptor sites, the mast parsimonious explanation for 
the present results is that supersensitivity occurs at 
postsynaptic adrenergic receptors during depressive 
illness (4). Indeed, Langer and associates (8) have 
demonstrated in the pithed cat that supersensitivity 
develops to tyramine, NE and PE following denerva- 
tion or decentralization. If it is assumed that these al- 
terations in peripheral adrenergic activity reflect paral- 
lel changes in the CNS, one explanation is that such 
supersensitivity develops as an adaptation to diminish- 
ed supplies of presynaptic neurctransmitter as postu- 
lated in the NE depletion hypothesis (4). 

Baroreceptor reflex activity can be inferred from the 
reflex bradycardia associated with elevations in systol- 
ic blood pressure. Had the depressed patients exhib- 
ited sluggish or reduced carotid sinus reflex activitv 
compared with control subjects, one might question 
whether such a difference could account for their. 
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TABLE 1 ; 
Intravenous Pressor Response in Depressed Patients and Control Sub- 
jects* . M 
Depressed Patients Control Subjects 

Drug Mean SE Mean SE cance** 
Tyramine (mg) 3.25 0.34 4.72 0.22 p<.005 
Norepinephrine 

(g/min) 3.10 0.78 6.14 0.91 p<.025 
Phenylephrine 

(g/min) 50.61 10.04 100.78 9.29 p<.005 


* Measures are dose required to increase systolic blood pressure by 25 myn 


Hg. 
** Two-tailed t-test. 


greater sensitivity to tyramine, NE, and PE. The op- 
posite tended to be the case. The modest increase in 
baroreceptor reflex activity observed among these de- 
pressed patients tends to bias this experiment against 
the present outcome. Therefore it can be stated that 
despite the possibility of slightly increased barorecep- 
tor reflex activity, depressed patients exhibit greater 
sensitivity to intravenously administered pressor 
amines. 

These results are also compatible with the hvpothe- 
sis that depression is associated with a generalized 
physiological state of hyperarousability. A variety of 
investigations on EEG, EMG, heart rate, respiration, 
and Na+/K+ electrolyte ratios (9) demonstrated in- 
creased responsiveness among depressed patients 
compared with controls. 

In this study, as in others (10), depressed patients 
scored higher on an anxiety rating scale than controls. 
It is not known whether anxiety critically affects the 
pressor response or, more importantly, whether anx- 
iety itself is a reflection of supersensitivity or hyper- 
arousability. Experiments are now in progress that ad- 
dress these questions. 
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. Digitalis Delirium: Report of Two Cases 


Digitalis preparations are among the most widely 
prescribed medications in the modern pharmacopoeia. 
| Although cardiac side effects are commonly recog- 
( nized, it is our impression that CNS effects, especially 
digitalis delirium, are not sufficiently appreciated. This 
is particularly significant because psychiatric manifes- 
tations may be the only symptoms of a potentially fatal 
toxicity (1). In this paper, we will describe two pa- 
tients in whom digitalis delirium was not initially sus- 
pected but whose course strongly suggested the diag- 
nosis. 


Case I 


Ms A, a 73-year-old widow, was diagnosed as having 
aplastic anemia 10 months before her admission. Treatment 
included transfusions to maintain her hemoglobin at 5 g and 
10 mg/day of prednisone. She also took digoxin, 0.25 mg/ 
day, for a cardiac arrythmia. Two weeks before her admis- 
sion, the patient lost her appetite and complained of blurred 
vision. She blamed herself for her husband's death 15 years 
.earlier and talked incoherently to friends and relatives about 
pygmies and giants. She was brought to the hospital dis- 
oriented and agitated. 

Evaluation of Ms. A's premorbid personality indicated 
that she was an intelligent, active, independent, and some- 
what eccentric woman. She had no history of psychiatric dif- 
ficulty. 


On admission she was unable to sit still or concentrate for | 


more than a few minutes and had defects in both short-term 
and immediate memory. In response to inquiries about her 
memory she repeated several unelaborated sentences such 
as: "It's in the memory bank," “Its all in your subcon- 
scious,” and ''This is a mock marriage.” Periodically, she 
burst into tears or became cheerful for no apparent reason. 

Physical examination revealed scleral pallor, a systolic 
flow murmer, and 2+ pedal edema. Hemoglobin was 6 g, 
with 2,200 WBCs and 17,000 platelets. Electrolytes, BUN, 
glucose, and liver function tests were normal. An ECG 
showed only digitalis effect, and an EEG was normal. The 
Bender-Gestalt test showed evidence of organicity. 

Prednisone was stopped over 2 days and the patient re- 
ceived two units of packed red cells. On the third hospital 
day her digcxin level was reported as 3.7 ng (toxic range, 
2.3+0.6) and the drug was stopped. Three days later the pa- 
. 4 
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tient was oriented and she returned to her usual self over the 
next week. À repeat Bender-Gestalt test showed a parallel 
improvement. Over the next few weeks the hemoglobin 
again fell to 5.6, but psychiatric symptoms did not recur. 


Case 2 


Mr. B, a 53-year-old married man, was admitted 2 weeks 
after an uneventful recovery from open heart surgery when 
he suddenly became mute. On admission, he appeared 
frightened and was unresponsive to questions. He expressed 
concern about the ‘room being bugged'' and had difficulty 
finding his room and recognizing staff members. Physical ex- 
amination was unremarkable. He was taking digitoxin, 0.1 
mg/day. An atrial arrythmia resolved with discontinuation of 
the digitalis. The digitoxin level was 50 ng (toxic range, 
34+6). Haloperidol in a dose of 2 mg controlled his agitation 
and he became coherent and cooperative. He continued to 
be mildly suspicious and depressed but over the next 2 
weeks his organic brain syndrome showed marked improve- 
ment. 


Discussion 


Digitalis toxicity is a relatively common medical 
problem: as many as 35% of medically hospitalized pa- 
tients taking the drug have been found to Have toxic 
levels (2). Cardiac arrythmias are the most serious 
consequences of drug excess, although gastrointesti- 
nal, visual, and CNS symptoms are also common. 
Anorexia, nausea, and vomiting are frequent com- 
plaints, and diarrhea occurs occasionally. Visual ab- 
normalities include hazy vision, scotomas, flickering 
halo, and chromatopsia (objects appearing to have yel- 
low-green edges or tints). , 

CNS symptoms of digitoxicity include nonspecific 
complaints of malaise, fatigue, and drowsiness. Rest- 
lessness and agitation are common and all of these 


symptoms may occur within the therapeutic cardiac : 


dosage (3). Delirium characterized by incoherent 
thinking, disturbed orientation, difficulty in compre- 
hension, illusions, hallucinations, delusional thoughts, 
irritability, distractibility, and labile mood has been 
described at toxic cardiac levels (4). These abnormal- 
ities may occur with any digitalis preparation (5). Psy- 


‘chiatric complications occur more frequently in el, 


derly people and may be seen as the earliest manifesta- 
tions of digitalis intoxication, without other clinical 
evidence of toxicity (6, 7) and in the absence of elec- 
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- trolyte or other metabolic abnormalities. The rol of 
digitalis is frequently overlooked in complicated medi- 
cal situations when there are other possible causes of 
delirium. ' 

In the. first patient we described, the administration 
of prednisone, the presence of significant anemia, the 
history of cardiac disease, and/or the patient's age 
could have contributed to organicity. In the second pa- 
tlent, a postcardiotomy syndrome could have been a 
factor. However, in both cases significant improve- 
ment corresponded most directly with the reduction in 
digitalis, leading us to believe that a primary determi- 
nant of the delirium was digitoxicity. 

Psychiatric patients present special risks for the de- 
velopment of digitoxicity. Electrolyte abnormalities 
potentiate digitalis arrythmogenicity, and patients re- 
ceiving lithium therapy or patients with poor dietary 
control may develop electrolyte disturbances. In- 
creased autonomic tone, often associated with psychi- 
atric illness, enhances cardiac toxicity (7). Digitalis-in- 
duced ectopic beats are increased by succinylcholine, 
which is frequently used in ECT (8). Psychiatric pa- 
tients may also be particularly likely to take excess 
medication without regard for physicians' instruc- 
tions, or they may take medication erratically, leading 
their physicians to prescribe increased doses. The er- 
ratic use of barbiturate sedatives that increase the me- 
tabolism of digitoxin and cathartics that decrease 
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digoxin absorption may result in difficulty in maintain- 
ing a nontoxic dosage (9). 

Psychiatrists treating patients who are taking digital- 
is preparations need to consider the possibility of drug 
complications as a cause of a reversible orgatic brain 
syndrome or as an exacerbating factor when other psy- 
chiatric problems are present. Digitalis delirium may 
also be a harbinger of serious cardiac consequences of 
drug excess. 
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Elevated Platelet MAO Activity in Schizophrenia-Related Depressive Disorders 


BY JOSEPH J. SCHILDKRAUT, M.D., PAUL J. ORSULAK, PH.D., ALAN F. SCHATZBERG, M.D., 
JONATHAN O. COLE, M.D., JON E. GUDEMAN, M.D., AND WILLIAM A. ROHDE, M.D. 


In recent years, several groups of investigators have 
reported differences in platelet monoamine oxidase 
(MAO) activity in various clinically defined subtypes 
of depressive and schizophrenic disorders. Murphy 
and Weiss (1) initially found that platelet MAO activi- 
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ty was significantly lower in bipolar depressed patients 
than in unipolar depressed patients and normal control 
subjects. The levels of platelet MAO activity in the 
unipolar depressed patients were slightly higher than 
those of controls, but this difference was not statisti- 
cally significant. However, in a large diagnostically 
heterogeneous sample of depressed patients (pre- 
dominantly unipolar), Nies and associates (2) found 
that platelet MAO activity was higher than that in nor- 
ma] subjects matched for age. These findings have 
been confirmed in some, but not all, subsequent stud- 
ies, and this literature has been reviewed else- 
where (3). 

In a previous study (4) of nonaffective schizophren- 
ic patients (1.e., schizophrenic patients without promi- 
nent symptoms of either mania or depression), we. 
found that platelet MAO activity was significantly re- 
duced in the subgroup characterized by the presence, | 
of auditory hallucinations in conjunction with paranoid > 
features. However, platelet MAO activity was not dif- , 
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a ferent from control values in the subgroup of non- 
affective schizophrenic disorders without auditory hal- 
Jucipations (4). This finding, which has now been con- 
firmed in other studies, suggests that platelet MAO 
activity is not comparably reduced in all schizophrenic 
disorders (5), but that differences in platelet MAO ac- 
tivity may be observed in different clinically defined 
subgroups. 

In order to explore further the possible use of plate- 
let MAO activity as a biochemical discriminator of 
subtypes of depressive and schizophrenic disorders, 
° we recently compared platelet MAO activity in pa- 

tients with schizophrenia-related depressions, patients 
with unipolar endogenous depressions, and control 
subjects who were free of major psychiatric symp- 
toms. 


Method 


Depressive disorders were classified according to 
criteria described by Schildkraut and Klein (6). How- 
ever, in the present study the term *'schizophrenia-re- 
lated depression’’ was used more restrictively, and 
this diagnosis was made only when the depressive dis- 
order was accompanied by a history of chronic aso- 
cial, eccentric, or bizarre behavior. Thus, patients 
with schizo-affective depressions characterized by af- 
fect-nonconsonant delusions or hallucinations occur- 
ring in the absence of a history of chronic asocial, ec- 
centric, or bizarre behavior were not included in this 
diagnostic subgroup. The diagnosis of a unipolar en- 
dogenous depression was made according to criteria 
described elsewhere (6). 

The depressed patients were selected from the in- 
patient and outpatient services of the McLean Hospital 
and the Massachusetts Mental Health Center. All de- 
pressed patients included in this study scored at least 
18 on a modified Hamilton Depression Rating 
Scale (7), and most had scores considerably higher 
than 18. Patients were excluded from the study if they 
showed evidence of identifiable neurologic disease or 
significant medical illness. We also studied a group of 
normal control subjects composed of staff rnembers of 
the Massachusetts Mental Health Center. 

All patients were studied during a period of clinical 
depression at a time when they were receiving no psy- 
choactive drugs. Platelet MAO activity was deter- 
mined as described previously (4), using trvptamine as 
substrate. All biochemical determinations were per- 
formed by laboratory personnel who were blind to the 
clinical diagnosis, and biochemical data remained 
coded in the laboratory until an independent clinical 
diagnosis was made by two or more clinicians (J.J.S., 
A.F.S., J.O.C., J. E.G., and W.A.R.) who were blind 
to the biochemical] findings. Informed consent to par- 
ticipate in this study was obtained from patients and 

.. control subjects. 


PU edm 


Results ° 


As shown in table 1, patients with schizophrenia-re- 
«~ lated depressions had significantly higher platelet 
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TABLE i . 
Platelet MAO Activity in Unipolar Endogenous dnd Schizophrenia-Re- 
lated Depressions 


» * 








Age (years) MAO Activity*: 
Group N Mean SE Mean SE 
Men and women 
Controls 28 27 ] 5.72 0:38 
Unipolar endogenous 
depressions 13 42 4 5.87 0.64 
Schizophrenia-related . 
depressions 8 27 4 8.16** 0.33 
Women only 
Controls 14 26 I 5.66 0.4] 
Unipolar endogenous 
depressions 7 47 7 6.11 0.56 
Schizophrenia-related 
depressions 6 27 6 8.44*** 0.67 


*The average of 1-3 samples for each subject was used to compute these: 
group means, expressed in nanomoles of tryptamine deaminated per hou” 
per milligram of platelet protein. 

** Significantly different from control group (t=3.1355, p<.005) and unipolar 
endogenous group (t=2.4956, p<.025). 

*** Significantly different from control group (t=3.536!, p<.005) and unipoler 
endogenous group (t=2.7027, p<.025). 


MAO activity than did a group of age-matched control 
subjects or a group of patients with unipolar endoge-. 
nous depressions (who were somewhat older). Platelet 
MAO activity in the patients with unipolar endogenous 
depressions did not differ from control values. Since 
most of the patients with schizophrenia-related de- 
pressions were women, data on female subjects in the 
three groups were examined separately, and it was 
found that platelet MAO activity was significanily 
higher in patients with schizophrenia-related depres- 
sions than in patients with unipolar endogenous ce- 
pressions or in controls. 


Discussion 


Our finding of elevated platelet MAO activity. in 2a- 
tients with schizophrenia-related depressions appears 
consistent with the observations of Brockington znd 
associates (8), who reported an increase in platelet 
MAO activity in those patients (particularly women) 
who concurrently met the investigators' criteria for 
both schizophrenic and affective disorders. Moreover, 
in considering our findings of elevated platelet MAO 
activity in the schizophrenia-related depressions that 
are characterized by chronic asocial behavior, it 13 of 
some interest to note that Redmond and Murphy (9) 
found that platelet MAO activity in the rhesus monkey 
showed statistically significant positive correlations 
with time spent alone, inactivity, and passivity, and 
statistically significant negative (inverse) correlat.ons). 
with social contact, ambulatory movement, and "m 
males only) with play. Thus it may be that social iepla- 
tion is the variable that correlates with elevated p.ate- 
let MAO activity. 

In summary, the present findings suggest tha! the” 

- Schizophrenia-related depressive disorders (identified’ 
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. Pseudohomosexuality in Male Patients with Hysterical Psychosis: A Preliminary Report 


BY -ROBERT D. MILLER, M.D., PH.D. 


.- Hysterical psychosis has been defined by Hirsch ofboth hysterical psychosis and pseudohomosexuality - 
and Hollender (1) as a state marked by a sudden onset ^ in a manner that I believe is more than coincidental. 
related to a disturbing event. Hallucinations, delu- l 


. sions, and bizarre behavior are typical. Affect is vola- — € 45€ Report | 
tile rather than flat, thought disorders are usually cir- The patient, a 30-year-old unmarried man, came volun- 
. cumscribed and transient, and the acute episode sel- tarily for his 12th hospitalization complaining of headaches, 
dom lasts longer than three weeks.. fear of impending doom, feelings of worthlessness and help- 
‘Hirsch and Hollender listed three categories: (1) cul- lessness, and frustration at facing reality. His affect was de- 


turally sanctioned behavior in *'primitive"" societies, pressed and dramatic, but there were no hallucinations on 
: admission; there was no history of drug abuse. He readily 


regarded aS ipse dra ein specific Vidi Q) . admitted to being **homosexual," but denied homosexual 
appropriation of psychotic behavior, partly Conscious ' activity and did not describe erotic stimulation from homo- 


*u and partly unconscious, similar to conversion reac- ^ sexual fantasies. 
tions, and typified by episodes of apparent loss of real- After one day of hospitalization, the patient complained of 
ity testing in the service of relieving stress and increas- seeing snakes and spiders on the ceiling and of fears that the 


ing defenses; and (3) true psychosis, representing a attendants would murder him; he then had an acute *'psy- 
breakdown of unconscious defenses. Other authors chotic break,” tearing off his clothes, attacking ward person- 
have made similar formulations (2-5). "nel, and calling me his father. After administration of 100 mg 
Ovesey (6, 7) has described pseudohomosexuality, of chlorpromazine I.M., he calmed down within half an hour 
a conflict that centers around dominance-submission "d talked rapturously of the "marvelous, mind-expanding 


E ns ae ; quality of the experience. When questioned, he readily ad- 
< and is expressed symbolically in sexual terms. He dis- mitted to having discovered as a child that ‘‘going crazy.’ 


. cussed projection as a defense against the fear of being ' was the most effective way to gain attention. He-had period- 
. dominated and stated that such individuals are often ically exhibited such behavior ever since and had found it 
7^ misdiagnosed as schizophrenic (7). effective in reducing others’ expectations of him. However, 

I have seen a series of patients who present features his psychotic behavior did not appear deliberate or con- 

i . scious while it was occurring. He was in fact out of contact s 


: with reality during the acute episode, and only afterward was 


. Dr. Miller is Staff Psychiatrist, John Ümstead Hospital, Butner, - he able to connect his behavior with previous episodes ‘or + - 
-. N.C. 27509, and Clinical Associate in Psychiatry, Duke University vith the desired results of lessened expectations from his . 
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Psychological testing. Results of the MMPI at age 24 
showed high scores on all clinical scales, interpreted as in- 
dications that the patient wished others to see him as sick. 
Form level of Rorschach responses was good, with adequate 
reality testing. Content was florid and symbolic, with an ex- 
treme proportion of human responses. He vacillated be- 
tween ‘‘mother’s little boy" and homosexual roles, in both 
cases presenting himself as passive and helpless compared 
with a dominant figure. 

Outcome. Despite the test results, the invariable pattern of 
histrionic behavior, and the rapid subsiding of symptoms, 
often without medication, he had been diagnosed as schizo- 
phrenic after the third admission, both in and out of the hos- 
pital. When a treatment plan was formulated (with the pa- 
tient’ s cooperation) to help him cope with stressful situations 
without either psychotic or homosexual symptoms, he left 
the hospital and returned to his private psychiatrist, who 
continued to treat him as schizophrenic. A follow-up call two 
weeks after discharge revealed that the patient preferred to 
be considered schizophrenic rather than exploring alterna- 
tives. 


Discussion 


As illustrated by the case report, these patients 
bridge the syndrome of Hirsch and Hollender’s sec- 
ond type of hysterical psvchosis (1) and of Ovesey’s 
pseudohomosexuality (6). There are major conflicts 
around issues of submission, expressed by these pa- 
tients in terms of ‘“‘psychosis’’ (mental weakness) and 
“homosexuality” (biological weakness). 

The form chosen for expression of the desire to be 
considered weak and helpless (and therefore not ex- 
pected to be independent or competent) is conditioned 
by several factors. These patients are psychologically 
rather than somatically minded; they are strongly con- 
ditioned bv their families, who teach them to justify 
their needs for attention and caretaking by adopting 
family-syntonic patterns of weakness (4); and the 
methods chosen (mental illness and homosexuality) 
carry sufficient social disapproval to serve as self-pun- 
ishment to satisfy their guilt feelings about having to 
depend on others. 

Schizophrenia and homosexuality are not mutually 
exclusive, but it is rare for schizophrenics to profess 
homosexuality openly. Their sexual identity conflicts 
are more typically expressed as homosexual fears, of- 
ten projected as accusatory auditory hallucinations. 
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TNese conflicts do not seem to serve defensive func- 


tions but are instead a source of increased stress to the 


patients. 

Therefore, the coexistence of professed homosexu- ` 
ality and apparent psychotic symptoms should alert, 
clinicians to the possibility of a hysterical rather than a 
psychotic process. Dealing with such patients as if 
they are schizophrenic, homosexual, or both noi only 
minimizes any possibility of change, it actually rein- 
forces their pathology by accepting their position that 
they are weak and helpless and unable to assume con- 
trol over their behavior (8). Such acceptance in the pa- 
tient described above had led to the chronic pre- 
scription of unnecessary and ineffective antipsychotic 
medication and to the abandonment of psychotherapy 
aimed at helping the patient to learn active methods of 
coping with stress. Appropriate treatment requires ac- 
tive cooperation among all mental health professionals 
in the area, since these patients are very adept at going 
from one agency to another, seeking someone who will 
treat them as if they are unable to change their ‘‘psy- 
chotic"' or “homosexual” behavior. 

The case presented herein is the first of a con- 
secutive series of male patients admitted with diag- 
noses of schizophrenia and homosexuality, all of 
whom appear to fall within the proposed syndrome of 
hysterical personality and pseudohomosexuality. A 
follow-up report (in preparation) will deal in greater“ 
detail with the theoretical and practical implications of 
such a combination. 
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Acetaminophen Oyerdose id 


Acetaminophen is a widely advertised, popular anal- 
gesic-antipyretic agent contained in almost 200 phar- 
maceutical preparations, many of them available with- 
out prescription. Usual doses are associated with re- 
markably few side effects, bui overdoses can result in 
severe hepatic necrosis and death. In Great Britain sui- 
cidal ingestion of acetaminophen is now the most com- 
mon cause of drug-induced hepatic failure. Although 
the clinical syndrome of acetaminophen hepatotoxi- 
city has been well described by the British, this poten- 
tially fatal drug reaction has received little attention in 
the American literature. 


Case Report 


Ms. A, a 20-year-old unmarried woman, was hospitalized 
during her third pregnancy. She had initiated psychotherapy 
during the previous month tc better understand her stormy 
relationship with her boyfriend and to consider a therapeutic 
abortion. Mental status examination revealed sadness, an- 
ger, insomnia, overdramatization, normal intelligence, and 
no evidence of psychosis. Diazepam was prescribed but not 

taken. 

After a fight with her boyfriend, she took a ‘‘handful’’ of 
acetaminophen (Tylenol) tablets, approximately 20 5-mg 
diazepam tablets, and 3 chlorpheniramine-maleate phenyl- 
propanolamine HC] (Ornade) spansules. She soon developed 
nausea and vomiting and was brought to the emergency 
room, where she was found to be mildly sedated. Vomiting 
was induced with ipecac but, because acetaminophen blood 
levels could not be obtained, no specific therapy was pre- 
scribed. She was admitted to the psychiatric service for ob- 
servation shortly after midnight. 

During the first 2 hospital days, she was tearful and som- 
nolent. She complained of nausea, vomiting, and weakness, 
but physical examination was unremarkable. There was a 
dramatic rise in the SGOT (see table 1), and Ms. À was 
transferred to the medical service. She denied a history of 
hepatitis or contact with hepatitis. The only abnormal phys- 
ical findings were scleral icterus and mild right upper quad- 
rant tenderness. A liver biopsy performed on the third day 
revealed marked zonal centrolobular necrosis but no archi- 
tectural collapse. She was treated with protein restriction, 
gut cleansing, and oral neomycin. Despite an elevated arteri- 
al ammonia level on the fourth day, she remained alert and 
the biochemical abnormalities rapidly improved. Her psy- 
chiatric condition stablized and she was discharged on the 
ninth day. Two weeks later, liver function tests had returned 
to normal and a therapeutic abortion was performed without 
incident. 


Pharmacology 


After ingestion, a normal dose of acetaminophen is 
rapidly and completely absorbed, with peak serum lev- 
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els reached within 1-2 hours and an average serum 
half-lice of 2-3 hours (1). In the liver, a majority of the 
drug ts rendered water-soluble by conjugation with 
sulfate or glucuronide. However, a small amount of 
the drug is hydroxylated by a microsomal cytochrome- 
Pys9-dependent mixed-function oxidase, conjugated 
with glutathione, and excreted as a mercapturic acid. 
Although the mercapturic acid derivative normally act 
counts for only 426 of the urinary metabolites of aceta- 
minophen, this can be doubled by chronic administra- 
tion of agents such as phenobarbital and alcohol, 
which induce microsomal enzyme activity (2). 

In animal experiments, Mitchell and associates (3) 
have shown that massive doses of acetaminophen ex- 
haust the hepatic supply of glutathione and as a result 
reactive intermediate metabolites of the mixed-func- 
“lon. oxidase reaction accumulate, bind to tissue pro- 
zeins, and lead to cellular necrosis. Pretreatment of an- 
imals with agents that supply glutathione or block 
cytochrome-P,., diminishes the amount of necrosis, 
whereas induction of microsomal activity or depletion 
of glutathione increases it. 

To summarize, it has been proposed that acetamino- 
phen becomes potentially toxic only after hepatic bio- 
transformation and that toxicity occurs after exhaus- 
tion of glutathione, which normally combines with the 
metapolities of this reaction. 


Clinical Course 


Most patients who develop hepatic toxicity have in- 
gested 15 g (about 46 325-mg tablets) or more of aceta- 
minophen (4). Within a few hours they usually experi- 
ence pallor, diaphoresis, anorexia, nausea, and vomit- 
ing, which may persist for 24-48 hours. 

Physical examination and laboratory tests done dur- 
ing the first 24-48 hours are usually unremarkable. 
During the second to fourth days, however, the patient 
may notice weakness and epigastric or right upper 
quadrant tenderness and an abrupt rise in the SGOT, 
often to levels as high as 10,000 units. In more severely 
affected patients, especially those noted to have a pro- 
longed prothrombin time or a bilirubin greater than 
4.0, there is often continued deterioration, with sub- 
sequent development of hepatic encephalopathy and 
death from hepatic failure (5). In some patients, the 
additional complication of acute renal failure is seen. 


: Liver biopsy characteristically reveals centrolobular 


necrosis. 
Maragement 


The best guide to potential hepatoxicity 1s the aceta- 
minophen plasma half-life. Liver damage is likely if the 
half-life exceeds 4 hours (6). A single plasma level is 
less predictive because the exact time of ingestion is 
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TABLE |. 
Laboratory Tests for a Patient with Acetaminophen Overdose* 
""—————— RI 
i bin 
GOT Alkaline "S Prothrom 
Day S Phosptiatásé Bilirubin Time 
l 136 67 1.45 — 
2 9550 110 3.16 — 
3 5400 147 4.54 16/13 
4 1800 129 4.35 15/12 
5 660 94 4.53 14/12 
6 325 110 3.30 14/12 
8 146 99 1.92 14/13 
9 73 118 1.76 


* formal limits are as follows: SGOT. 7-40 IU; alkaline phosphatase, 30-85 
IU; bilirubin, 0.2-1.0 mg/100 ml. 


rarely known. Unfortunately, although acetaminophen 
serum levels may be measured by both spectro- 
photometric and gas chromatographic assays, few tox- 
icology laboratories in the United States have adapted 
these methods for routine rapid use. 

Early and effective gastric lavage with a large bore 
tube 1s important for all patients, and charcoal admin- 
istration may be beneficial. Corticosteroids, peritoneal 
dialysis, hemodialysis, and charcoal-column hemo- 
perfusion have all been attempted without demon- 
strable benefit (6). Administration of cysteamine, an 
analogue of glutathione, has been shown in animals to 
reduce acetaminophen-induced hepatic necrosis. In 
two clinical trials a signficant reduction in hepatic ne- 
crosis was seen in patients treated with cysteamine, 
but effective therapeutic benefit occurred only if the 
drug was administered within 8-10 hours of the aceta- 
minophen overdose (7, 8). Because patients so treated 
frequently develop severe anorexia, nausea, vomiting, 
and drowsiness, it has been recommended that cys- 
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tealnine be used only in those patients with a pro-* 
longed acetaminophen serum half-life: 


Comment i 


With the current availability and popularity of aceta- 
minophen, it is reasonable to predict that overdosage 
with this drug will become a more frequent clinical 
problem. Patients who chronically abuse alcohol or 
are treated with drugs that stimulate the microsomal 
enzyme system are presumably at additional risk for 
hepatic damage (9). A lack of awareness of this clinical 
entity, the difficulty in obtaining serum drug levels, 
and the late onset of nonspecific symptoms can result 
in significant delays in recognition and proper manage- 
ment of this hepatotoxic drug reaction. 
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Whole Blood Mercury Levels in Mental Hospital Patients 


BY JOHN M. GOWDY, M.D., AND FRANCOIS X. DEMERS, PH.D. 


Although organic neurological signs predominate, 
behavioral and emotional disorders are occasionally 
seen after exposure to various forms of mercury. Re- 
gardless of whether the Mad Hatter of Alice in Won- 
derland was the source of the expression ‘‘mad as a 
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hatter,” his cccupation involved frequent contact with 
mercuric nitrate, used in the felt hat industry (1); in 
1941 this practice was shown to cause brain damage 
from mercury poisoning (2). 

The manifestations of mercury poisoning vary with 
the form and type of compound involved: monovalent 
mercury is more toxic than divalent, metallic mercury 
has little or no toxicity when ingested, inorganic salts 
are toxic to the kidney but less toxic to the CNS than 
organic mercurials, among which the alkyl are more 
toxic to the CNS than, the aryl (3). However, metallic 
mercury vapor is quite toxic and has caused death in a 


matter of hours (4). In an outbreak of mercury poison- 
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“ing in Ohio that involved inhalation of metallic mher- 


cury vapor, behavioral disorders were increased 
among otherwise unaffected coworkers of victims (5). 
Administration of methyl mercury to pregnant mice 
produces behavioral disorders in the offspring (6). 
Marzuli and associates (7) reported behavioral 
changes and neuroses in four women suspected of hav- 
ing contracted mercury poisoning from the use of 
bleach creams. 

In view of these facts, it seemed appropriate to in- 
vestigate the possibility that chronic mercury accumu- 
lation might be a factor in some mental diseases. 
Therefore we measured whole blood mercury levels of 
subjects from the Veterans Administration Hospital 
at Perry Point, Md. 


Method 


Subjects were 91 hospitalized veterans (81 men and 
10 women). Mean ages were 45.5 years for men and 
69.8 for women. Determinations were run completely 
blind, without any reference to clinical information. 
This resulted in some loss of clinical data, since some 
subjects had left the hospital or records were not avail- 
able when the clinical information was developed. The 
diagnosis of record was accepted and did not necessar- 
ily reflect the subjects’ current condition. However, 
the majority were white schizophrenics who were so 
decompensated that they could not adapt to a non- 
institutional setting. 

Portions of EDTA-anticoagulated whole blood 
drawn for hematology on admission or for annual 
physical examination were reserved for mercury anal- 
ysis. The method of analysis has been detailed else- 
where (8). 


Results 


The results are shown in table 1. The mean value of 
7.82 parts per billion (ppb) for all subjects is slightly 
below the 8.1 ppb mean previously reported (8) for an 
urban population. Values were higher in persons with 


organic brain syndrome. With the limited number of 


S 


observations made, these differences are not statisti- 
cally significant. However, it appears clear that schiz- 
ophrenia and alcoholism are not related to mercury 
levels. Race, duration of hospitalization, and clinical 
severity did not influence blood mercury levels. 

On the premise that persons with CNS disease due 
to mercury might show atypical symptoms which 
would be reflected in changing or multiple diagnoses, 
the mercury levels of 18 persons with more than one 
recorded psychiatric diagnosis were reviewed. These 
levels were not significantly elevated above the aver- 
age of the entire group or above those of the pre- 
viously reported ‘‘normal’ group. 

The effect of age on the levels seen in the group with 
organic brain syndrome was analyzed. It appears that 
Jevels do tend to increase with age, but this is not an 
inevitable consequence of aging, nor is it necessarily 
related to senility, since some older individuals with or- 
ganic brain syndrome had low blood levels of mercury. 
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TABLE 1 ' 
Results of Analysis of Whole Blood Mercury Levels in Hospitalized - 
Psychiatric Patients z 
Mercury Level (ppb) ` 

Diagnosis* Number Mean SD Range 
Schizophrenia 44 7.8 4.4 2-21 
Depression (including 

manic-depressive 

and nonpsychotic ` 

disorders) 16 7.0 3.9** 3-89 
Alcoholism 19 7.0 4.1 1-14 
Organic brain 

syndrome 13 10.2 5.8 4—26 
Multiple diagnoses 18 7.9 4.2** 2-88 
Total 9] 7.8 4,7** 1-89 


* Multiple diagnoses were given to 4 patients in the schizophrenia group, 3 
depressives, 2 alcoholics, and 2 with organic brain syndrome; 
**Extreme value excluded. 


Discussion 


This study appears to confirm our earlier findings 
that the normal blood mercury level is approximately 8 
ppb as a result of general environmental exposure (8). 

One might speculate that these levels are lower than 
those found previously because of the rural setting of 
the Perry Point Hospital and the resultant reduction in 
exposure to various urban sources of mercury. How- 
ever, the differences are not statistically significant. 

Three subjects were at or above the theoretical nor- 
mal limit of 20 ppb blood mercury content. One sub- 
ject with depression had a level of 89 ppb on his sec- 
ond admission. On his third admission, 1 month later, 
a level of 2] ppb was found. A subject with a level of 
26 ppb suffered from carcinoma of the bladder and se- 
nile dementia. The third subject, a woman with a level 
of 20 ppb, was hospitalized for senile dementia and 
schizophrenia. Three borderline subjects, 2 with levels 
of 19 ppb and 1 with a level of 18 ppb, suffered from 
chronic brain syndrome, inactive schizophrenia, and 
depressive reaction. These levels are, of course, far 
below the level of 200 ppb at which symptoms ap- 
peared in some individuals in the Minimata in- 
cident (9). 
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Aggression: A Paradoxical Response to Tricyclic Antidepressants 


BY DAVID RAMPLING, M.B., B.S., M.R.C.PSYCH., M.R.A.N.Z.C.P. 


Untoward aggressiveness has been insufficiently ap- 
preciated as a potential, although rare, side effect of 
tricyclic antidepressants. There have been recent re- 


ports incriminating benzodiazepines as a cause of ag- 


gression (1, 2), but the potential for similar para- 
doxical reactions seems to be shared bv at least some 
tricyclics. In this paper I will report on aggression oc- 
curring in four patients, one of whom (case 1) was the 
subject of an earlier report (3). 


Case Reports 


The following case provides a graphic account of a 
patient's subjective response to tmipramine, as record- 
ed in an extract from his diary. 


Case 1. A 26-year-old man was referred for psychiatric 
treatment after the breakdown of his marriage. The precipi- 
tant of this unforeseen crisis was the onset of unprovoked 
aggressiveness that coincided with his use of amitriptyline 
and diazepam for tension headaches. He discontinued these 
medications of his own accord because he felt they were 
making him feel worse, and he subsequently returned to his 
wife. He remained well other than occasional symptoms of 
narcolepsy and cataplexy, which he had experienced since 
his early teens. As a child he had contracted poliomyelitis 
with encephalitic features. A recent EEG showed a mild ex- 
cess of slow rhythms in the central areas but no focal or 
paroxysmal abnormality. There was no history of psychiat- 
ric illness. He found the cataplexy troubling and was pre- 
scribed imipramine, 25 mg b.i.d. He noted his response to 
the first and only tablet as follows: 


I woke up feeling average and took the pill at 6:30 
a.m. I felt, later on, quiet and withdrawn. At about quar- 
ter to eight, a feeling of aggression came over me. It 
increased intensely over the next half hour. At this 
stage, I was struggling to keep control. My legs were 
shaky and 1 felt slightly drunk. It was so bad that I was 
staggering. My aggression continued. During this period 
I hardly spoke. It was bloody awful. My workmates 
knew something was wrong, but were too scared to ap- 
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proach me. The feeling was the same when I left my 
wife. I was on pills then. 


The following patient was sufficiently disinhibited to 
act out his aggressiveness. 


Case 2. A 50-year-old man was admitted to the hospital 
following a suicide attempt. He was depressed and with- 
drawn and was diagnosed as having psychotic depression. 
Treatment with imipramine was started, but after two 25-mg 
doses he became hostile and accused the staff of running a 
brothel in the hospital. Imipramine was stopped and he was 
given 50 mg of chlorpromazine, which resulted in rapid dis-. 
sipation of his paranoid ideation and improvement in his agi- 
tation. 

Three days later imipramine was started again at the same 
dosage because his depression was unchanged. After two 
doses he became extremely angry and physically attacked a 
male nurse. The medication was stopped immediately. 


The suggestion that tricyclics are causally impli- 
cated in the aggressive behavior of these patients is 
strengthened by the fact that in both of these cases the 
return of aggressive behavior coincided with the rein- 
troduction of tricyclic medication. 

The potential for similar paradoxical reactions ap- 
pears to be shared bv amitriptyline, as the following 
two cases illustrate. 


Case 3. A 51-year-old woman was hospitalized following 
hematemesis that was subsequently attributed to a stomal 
ulcer. Years earlier she had undergone vagotomy and gas- 
troenterostomy for a duodenal ulcer. Psychiatric consulta- 
tion was sought after she revealed that 10 days earlier she 
had attempted to throw herself out of a moving car driven by 
a friend. She spontaneously blamed this incident on the med- 
ication she was then taking, amitriptyline, 25 mg. t.i.d., 
which she claimed made her aggressive and impulsive. Prior 
to and independent of psychiatric consultation, the intern 
had recorded in her case note that ' ‘amitriptyline [was]. no 
help because [it] made her aggressive." Psychiatric inter, 
view revealed that she had a long-standing depressive neuro- 
sis that eventually responded to diazepam and supportive 
counseling. F 

* 

Case 4. A 32-year-old man was admitted to the hospital 
with severe lacerations to his right hand and forearm, sus-* 
tained when he punched a window during an argument witlf 
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his spouse while under the influence of alcohol. A history of 
unreliability and poor impulse control suggested that he 
` would not keep the follow-up appointment. Nevertheless, he 
' attended continuing psychotherapy and gained insights that 
he put to good effect in terms of stabilizing his marriage and 
advancing at work. He gave up drinking but subsequently 
developed a depressive illness and was given amitriptyline, 

150 mg h.s. Within a week of starting treatment he aban- 
doned the drug because he found himself behaving aggres- 
sively toward his wife. His decision to stop taking amitripty- 
line augmented his self-esteem, since he was again able to 
control his temper. 


Discussion 


Tec (4) described an already aggressive 8-year-old 
boy who became more aggressive on imipramine. 


Brzezicki (5) reported the case of a 40-year-old woman . 


with schizophrenia who murdered her three children 
during an imipramine-induced exacerbation of her psy- 
chosis. 

The mechanism of paradoxical response may be in- 
dependent of that proffered to explain the tricyclics' 
antidepressant action. The rapid onset and qualitative 
characteristics of tricyclic-induced aggression are con- 
sistent with a probable site of action in the reticular 
formation, which is the rationale for their usefulness in 
cataplexy (6). 

It has been observed thai tricyclics help some de- 
“pressed patients by facilitating outward projection of 
aggression, as manifested by increased physical and 
verbal activity, which in turn usually leads to im- 
proved interpersonal relationships (7). Untoward ag- 
gressiveness has been reported rarely, presumably be- 
cause of its infrequent occurrence. However, it is 
probable that the true incidence is greater. Aggressive- 
ness is not ‘‘known’’ by patients to be explicable in 
terms of their medication as is, for example, drowsi- 
ness, and so is less likely to be reported to the doctor; 
if it is mentioned, it may be rationalized in terms of 
current life experience. Similarly, the consequence of 
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a drug-induced act of aggression, such as a motor ve- 
hicle accident, is more likely to be explained in terms 
of sedative or visual side effects than as the, result of 
acted-out hostility. 

A further hindrance to making a causal link between 
medication and aggression is the investigator's diffi- 
culty in discriminating adequately between reported 
teelings of aggressiveness, the patient's belief that he 
is aggressive, and aggressive behavior. Thus a study 
involving psychiatric patients found no consistent rela- 
tionship between the patient's self-assessment of ag- 
gressiveness and assessments by relatives, a psychia- 
trist, and a psychologist (8). 

In view of these phenomenological problems, genere 
alization on the basis of this small sample would be 
unwise. However, the potentially grave consequences 


of such disinhibition suggest the need for clinical vigi- 


lance in the absence of definitive evidence regarding 
the role of tricyclics in aggression. 
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Factors Influencing Phenothiazine-Induced ECG Changes 


BY HENRY A. NASRALLAH, M.D. 


Phenothiazines are known to be associated with a 
variety of cardiologic side effects, as reflected by ECG 
schanges ranging from delayed repolarization, T-wave 
changes, and A-V conduction disturbances to ven- 


‘tricular ectopic beats, ventricular tachycardia, and 


h) 
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ventricular fibrillation. Certain phenothiazines are as- 
sociated with cardiotoxicity more frequently than oth- 
ers. Thioridazine, for example, produces T-wave ab- 
normalities in 50% of patients (1) compared with an 
incidence of 1.2% in a healthy unmedicated male pop- 
ulation (2). 


There are several factors that predispose to the de- - 


velopment of serious cardiac side effects with pheno- 


thiazines, and it is extremely important for the psychi- , 
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atrist to be aware of these factors. The following is a 
summary based on a literature search of factors influ- 


` encing ECG changes during phenothiazine treatment. 


1. Hypokalemia: Most serious arrhythmias have 
been associated with low serum K*, usually less than 
3.0 mEg/liter. Cases of phenothiazine-induced ar- 
rhythmia with a normal serum K* are rare. Most T- 
wave changes are also reversible by administration of 
K* (3). K* levels should be measured simultaneously 
with a pretreatment ECG and at regular intervals 
thereafter. 

2. Food intake: T-wave changes in the ECG are 
more likely to appear following recent food intake, and 
ag overnight fast can convert 57% of T-wave 
changes (4). Those which do not normalize with an 
overnight fast are associated with a significantly lower 
serum K* than those which do. Ingestion of 100 g of 
glucose can return the same T-wave abnormality. The 
implications are obvious: ECGs should be done during 
the fasting state before and during treatment (not ran- 
domly during the day, as is the case in many hospitals) 
if they are to be meaningful. 

3. Exercise: Perfusion of phenothiazines in isolated 
rat hearts at a concentration equivalent to that usually 
produced by 600-800 mg/day of thioridazine in humans 
produces a drop in cardiac output, heart rate, and con- 
tractile force, as well as marked reduction in coronary 
blood flow (5, 6). Thus the hypoxemic effects of heavy 
exercise could be hazardous to patients receiving mod- 
erate to high doses of phenothiazines. This should be 
kept in mind, especially in those psychiatric facilities 
which have a vigorous recreational therapy program. 
Extra caution should be used with patients receiving 
thioridazine, which is more than 10 times as potent as 
any other phenothiazine 1n reducing coronary blood 
flow (this effect is believed to be a direct action on ar- 
terioles and not due to the decrease in contractile 
force). 

4. Alcohol intake: ECG changes are more likely to 
occur with phenothiazine use in the presence of alco- 
hol. Alcoholics are often hypokalemic due to poor 
dietary habits. Ventricular tachycardia and even fibril- 
lation have been observed when thioridazine is used 
during alcohol withdrawal (7). 

5. Dosage and plasma concentrations: The risk of 
cardiac complications increases with the dosage. 
Many early deaths were associated with doses of 
1500—3500 mg/day of thioridazine, which are no longer 
used. 

Animal studies show that phenothiazines transiently 
improve coronary flow in very low doses but decrease 
it drastically and irreversibly as the dose increases. 
Phenothiazines at low doses prevent K* loss from car- 
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diac cell membranes but cause K* loss in high: 
doses (6). Recently, some investigators reported an 
association between high plasma ccncentration (great- 
er than 900 ng/ml) of the sulfoxide metabolite of thio- 
ridazine and ECG abnormalities (8). . 

6. Cardiac disease: The use of phenothiazines by 
patients with preexisting organic heart disease is more 
likely to produce ECG abnormalities; therefore, their 
use should be closely monitored, and collaborati7e 
management with the patient's cardiologist is highly 
advisable. 

7. Other drugs: Tricyclic antidepressants and anti- 
parkinsonian drugs are known to produce ECG 
changes. Since they are frequently prescribed along 
with phenothiazines, the risk of ECG abnormalities is 
increased. It is advisable to add one drug at a time and 
to note the effect, if any, on the ECG. 

On the other hand, a patient receiving the B-receptor 
blocking agent propranolol is likely to exhibit very few 
ECG abnormalities with phenothiazines, since prop- 
ranolol reverses phenothiazine-induced ECG changes 
in 9096 of patients (4). 

Sex, age, race, and duration of treatment generally 
do not influence ECG changes with phenothiazines, 
but females have been reported to have more marked 
ECG changes than males. 

In conclusion, baseline and follow-up ECGs are an 
important part. of judicious and ethical treatment that 
patients receiving phencthiazines are entitled to. Only 
by keeping ip mind the factors mentioned above can 
the ECG be reliable as a clinical tool. 
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‘Amenorrhea and Anniversary Reaction in a Waman Presenting with Chest Pain 


$ 


BY STEVEN P. MILLER, M.D. 


The patient, Ms. A, is a 5l-year-old mother of 12. 
She was admitted to the coronary care unit for the eval- 
uation of chest pain. Early in the course of the initia] 
history the patient mentioned two points central to her 
problem: 1) the pain most resembled that of childbirth, 
and 2) the next day was the anniversary of the birth 
and death of her favorite child. 

Relevant historical data surfaced quickly. Her father 
was a selt-made man and a strict disciplinarian. She 
said, ''I could hear my father’s thunderous voice 
saying ‘Don’t cry!’ ’’; he physically beat her both for 
the punishable offense and its tearful aftermath. The 
history suggests that the patient's tendency to soma- 
tize came early: ''When stifling a cry, I'd get sick to 
my stomach.” In later youth, she developed severe 
migraine headaches, which led to numerous hospital- 
izations. She felt isolated and deprived throughout 
childhood and remembers this fantasy: “I was very 
lonely so I said, ‘‘When I grow up, I’m going to have a 
dozen kids.’ " When she was 19, she met the man to 
whom she has been married fcr 32 years. True to her 
pledge, 12 pregnancies followed, but she continued to 
feel lonely. 

The death of her 18-year-old son was a subject of 
intense bitterness and overwhelming importance. He 
was an honor student, her most successful and favorite 
child. He was drafted into the army during the Viet 
Nam war. While he was in training camp, Ms. À be- 
came severely agitated and was hospitalized with a 
bleeding ulcer. Several months later her son died in 
action. Ms. A, then in her second day of menstrual 
flow, abruptly became amenorrheic and has not men- 
ustruated during the ensuing 4 years. Afterward, she 
developed recurrent nightmares concerning the wish 
to rejoin her dead son. She entered therapy but de- 
rived little symptomatic improvement. Marital diff- 
culties began to develop and there was brief, unsuc- 
cessful conjoint therapy. She grew more distressed, 
and 9 months after the death of her son she developed 
the first episode of chest pain. On the morning of ad- 
mission, 4 years after her son's death, the patient was 
preparing for an appointment to finalize her divorce. 

In the coronary care unit, she complained of chest 
pain and the common accompaniments of hyper- 
ventilation. She carried a suitcase full of interesting 
items: her convalescent literature, a book dealing with 
the effects of the postnatal depression, and numerous 
family pictures. It seems significant. that she had for- 
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gotten the picture of her beloved son. She did carry a 
picture of herself as an example of how thin she had 
once been: it was a picture of her during a pregnancy. 

No myocardial infarction was demonstrated. The 
patient refused cardiac catheterization. 


Discussion 
o 
Ms. A tried to resolve the loss of her son in what 
appears to be a psychologically naïve manner. In her 
dream life, she yearned for a reunion; her chest pain 
s “‘like childbirth." It seems reasonable that this 
pain may be a condensation of both the wish to rejoin 
her son and the desire to again give birth, to ‘‘annul 
past time” (1) in the anniversary reaction precipitating 
this hospitalization. There is no doubt that the high va- 
lence of a shared birth and death day makes the con- 
cept of rebirth an economic psychic derivative. The 
development of amenorrhea at her son’s death and the 
initial appearance of chest pain 9 months later impli- 
cate pregnancy as a somatic solution to her unresolved 
conflict. The question that remains is how her symp- 
tom choice satisfies biological and psychic constraints. 


It is helpful to consider the somatopsychic-psycho- . 


somatic disorders as arising from a biological pre- 
disposition. Engel and Schmale (2) emphasize that 
conversion is concerned with the location of the le- 
sion. They also stress that the ultimate disease process 
is probably not a direct result of psychic determinism. 
To illustrate this, they choose hyperventilation, 
‘‘where the conversion involves some psychic respira- 
tory concept leading to overbreathing, while the symp- 
toms of paresthesias, lightheadedness and tetany are 
not conversions but are the consequences of respira- 
tory alkalosis, which results as a complication of over- 
breathing" (2, p. 348). However, it would be a mistake 
to consider the final disease form as a mere biological 
consequence of the conversion. The intrapsychic ex- 
amination of disease symptoms can also be of dynamic 
import. Patients interpret early symptoms. The crys- 
tallization of the final symptom complex into a disease 
state may be primarily directed by those psychic, in- 
terpretive concerns. 

We may postulate that stress, separation, and hope- 
lessness (3) and the severe oral deprivations engen- 
dered (4) provide significant biological pressure to in- 
duce amenorrhea in the susceptible individual. Over- 
breathing as a consequence of the oral-incorporative, 
oral-expulsive riddance process (5) also satisfies bio- 
logical and psychic impulses. But just as overbreathing 
and its consequences can provide a nidus for afferent 


. sensations interpreted by a patient as cardiac in ori- 


gin (5), one can conjecture that amenorrhda may be- ' 


come an unconscious nidus for pregnancy fantasies,, 
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even if the patient denies such fantasies but displays 


. them nonetheless with an abundance of concomitant 


signs -and -symptoms. Ms. A's interpretation of her 
pain, her choice of convalescence literature, her pro- 
longed obesity, and the picture of herself in pregnancy 
all point to an unconscious pregnancy fantasy. The so- 
matic solution for Ms. A was a pregnancy disguised as 
cardiac pain. Her childhood wish to have a dozen chil- 
dren was an effort to shore up ego deficits and first 
signals her need to be pregnant (6). An additional bio- 
logical contribution may be accounted for in the pos- 
sible interplay of depression, follicle-stimulating hor- 
mone, luetinizing hormone, and the pathogenesis of 
tfe syndrome of pseudocyesis (7). 

We then can see how early oral deprivations may 
lead to conversion symptoms and the psychic reinter- 
pretation of those svmptoms. In this patient early nur- 
turing inadequacies and the suppression of natural 
emotional outlets were pressures strong enough to in- 
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duce a long history of somatization that was reawak-' 
ened by an anniversary reaction. 
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A Primary Care/Mental Health Training and Service Model 


BY GEORGE L. ADAMS, M.D., JOAN R. BROCHSTEIN, M.S.W., M.P.H., CHARLES C. CHENEY, PH.D., 
JANICE H. FRIESE, AND MICHAEL P. TRISTAN, M.D., M.P.H. 


There has been a growing interest in primary care as 
an alternative to the prevailing nationwide pattern of 
specialized health care (1). Reports show that primary 
care physicians spend a substantial portion of their 
time in the assessment and treatment of emotional 
problems (2); there is increasing recognition that pri- 
mary care includes psychological and social aspects 
and that psychiatry should constitute an integral com- 


: ponent of primary care training (3, 4). However, in 


Houston—as throughout the country—existing prima- 
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ry care education has been characterized by a lack of 
comprehensive mental health instruction that includes 
psychosocial and cross-cultural dimensions, problem- 
solving approaches, and training in interdisciplinary 
and teaming skills (5-9). 


The Houston Program 


An interinstitutional, interdisciplinary consortium 
has been formed in Houston to develop, implement, 
and evaluate an experimental mental health training 
and service program geared to primary care commu- 
nity settings that serve underprivileged populations. 
The Houston Primary Care/Mental Health Training 
Consortium comprises three educational institutions 
and two service agencies: the Baylor College of Medi- 
cine (Departments of Psychiatry, Community Medi- 
cine, Internal Medicine, and Pediatrics), the Universi- 
ty of Texas School of Nursing at Houston, the Univer- 
sity of Houston Graduate School of Social Work, the 
Mental Health Mental Retardation Authority of Harris 
County (a public provider of mental health services), 
and the Harris County Hospital District (a public agen- ' 
cy that delivers health care to the medically indigent). _ 

The congcrtium training program has the followmg 
objectives: : 

1. To educate mental health trainees in the clive 
of mental health services, both as fully integrated 

members of primary care teams and as mémbers of ° 


[21 , 


" 
enmt 


*, 
w 
C] 


* ganizations. 
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` secondary mental health teams providing consultation 
and back-up services in primary care settings. 

2. To enable primary health care professionals and 

trainees to acquire mental health skills that will help 


- them to better serve their patients. 


3. To provide health (including mental health) care- 
givers with cross-cultural and psychosocial per- 
spectives in the delivery of care to minority popu- 
lations. 

4. To develop team and interdisciplinary working 
skills in the delivery of health and mental health ser- 
vices in primary care settings. 

Through a grant from the National Institute of Men- 
tal Health, Division of Manpower Training Programs, 
the program was initiated in July 1977, at Casa de 
Amigos Neighborhood Health Center. This site was 
selected for several reasons. Its mission is to provide 
comprehensive services appropriate to the needs of 
the low-income, predominantly Mexican-American 
population of the surrounding community. It houses 
both primary care and mental health service com- 
ponents within one structure—primary care is deliv- 
ered through 'dyad teams (one for pediatric and the 
other for adult care) composed of physicians, physi- 
cian extenders, nurses, and nutritionists. Further, 
trainees from two of the consortium’s participating ed- 
ucational institutions were already rotating through 
this facility. 

The program's trainees include residents in psychia- 
try, pediatrics, internal medicine, family practice, and 
prototype primary care; medical students; and gradu- 
ate students in psychology, social work, and nursing. 
The primary care residents and medical students serve 
as members of the primarv care teams. Also, graduate 
psychiatric social work and nursing trainees are in- 
tegrated into the primary care pediatric and adult 
teams to provide mental health assessment and the 
largest part of mental health services for patients, as 
well as to link the two teams in addressing family men- 
tal health problems. Psychiatric residents and clinical 
psychology interns are grouped into a secondary men- 
tal health care team within the framework of the neigh- 
borhood center’s mental health unit and serve 1) to 
provide liaison, consultation, and back-up services on 
complex psychiatric problems for the primary care 
teams, 2) to deliver preventive and aftercare services 
to the mental health unit’s psychiatric patients, and 3) 
to provide consultation and education to community 
helping organizations. 

Instruction is provided by an interdisciplinary (psy- 
chiatry, primary care, psychology, social work, nurs- 
ing, anthropology, sociology), bilingual (English-Span- 
ish), bicultural core faculty representing the consor- 


` tium's participating educaticnal institutions. Faculty 


members supervise, teach, and serve as role models 


` fer all trainees. Moreover, the faculty provides in- 
Ais training and continuing education to the 


eighborhood cen:er's primary care and mental health 
personnel and serves as a resource for community or- 
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Discussion 


Our search of the literature did not reveal the exis- - 


tence of other primary care programs that integrate all 
of the elements included in the model described here- 
in (2, 7-10). For example, other programs in neighbor- 
hood settings generally use mental health profession- 
als as coordinators of care rather than as integral mem- 
bers of primary care teams, lack decentralized 
consultation and back-up services, or have an on-site 
interdisciplinary mental health core faculty fulfilling 
dual educational and service functions. 

The consortium training program has significant 
ramifications in terms of education, service delivery, 
and research. The program provides mental health 
care education for primary care trainees and in- 
struction for mental health trainees within a primary 
care setting. Training within an interdisciplinary team 
framework teaches participants to bridge traditional 
professional barriers in the delivery of comprehensive 
care. The mental health trainees and faculty members 
provide direct and indirect mental health services 
within the primary care setting, lend cross-cultural! and 
psychosocial dimensions to the treatment of all pa- 
tients, and are a source of community consultation and 
education services. Thus, the program makes compre- 
hensive, culturally relevant care available to the com- 
munity. Moreover, this model provides a focus for re- 
search into primary care/mental health training and 
service. The program will provide data on the develop- 
ment of culturally sensitive attitudes and mental health 
skills pertinent to delivery of mental health services in 
primary care settings, trainee satisfaction with in- 
novative primary care/mental health learning experi- 
ences, interactions among members of interdisci- 
plinary teams and between caregivers and patients 
in the comprehensive primary care context, the 
quantity and quality of services that can be rendered 
by primary care/mental health programs, and patient 
satisfaction. 

If it is successful, the consortium training program 
will serve as a model for Houston and other locales, 
especially communities where the delivery of care is 
based on the comprehensive health center system and 
the principal method of care provision is the primary 
care team. 
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Temporal Disorganization, Depersonalization, and Persecutory Ideation in Acute 


Mental Hlness 


BY ARTHUR M. FREEMAN III, M.D., AND FREDERICK T. MELGES, M.D. 


In a previous clinical study with 37 acutely ill psy- 
chiatric patients, measures of time distortion were 
found to be significantly correlated with measures of 
depersonalization (1). Clinical interviews with such 
patients suggest that persecutory thinking may be a 
process associated with the disorganization of tempo- 
ral experience and with depersonalization. The hy- 
pothesis of this study is that for acutely ill patients, 
changes between admission and discharge measures of 
temporal disorganization are positively correlated with 
changes in depersonalization and persecutory idea- 
tion. 

Temporal disorganization refers to alterations in 
rate, sequential ordering, and goal-directedness of 
thinking processes such that time is experienced as 
nonlinear and converging rather than linear and pro- 
gressive (2, 3). In this study, depersonalization is con- 
ceptualized as self-estrangement, after Dixon (4). Per- 
secutory ideation denotes the emergence of belief in a 
global conspiracy directed against the self. 


Subjects and Method 


Research assistants blind to the hypothesis tested 
patients consecutively admitted to the hospital. 
Patients with the temporal disorientation that is typi- 
cally seen in acute and chronic brain disease were 
carefully excluded. We were interested in patients 
with disorganization of time but without disorientation 
to clock or calendar time. Also excluded were those 
patients with a history of drug or alcohol abuse within 
3 davs before admission. Only those who were orient- 
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ed to time and place and could calculate and compre- 
hend English were included in the study. 

Since we were interested in the correlation of 
changes over time, we tested patients on admission to 
the acute psychiatric unit and retested them at dis- 
charge. The admission-to-discharge differences in de- 
personalization, persecutory ideation, and temporal 
disorganization were used in computing the correlated 


changes. Each subject was used as his own control by ` 


obtaining the difference between his scores from. ad- 
mission to discharge. Product-moment correlations 
were computed between these changes. 

Tests consisted of statements taken from previous 
research and modified by using structured interviews 
with acutely disturbed patients (1-3, 5). The state- 
ments were read aloud by the research assistant while 
the patient looked on and read. Patients responded to 
the statements in terms of a 4-part frequency scale (1). 
Temporal disorganization was measured by 20 state- 
ments relevant to 5 subcomponents. Examples of the 
statements are as follows: ''My mind seems to be rac- 
ing” (rate-duration difficulty); “I tend to lose my' train 
of thought'' (tracking difficulty); ‘‘My past, present, 
and future seem to have collapsed into the present, 
and it is difficult for me to tell them apart’’ (temporal 
indistinction); “‘It is hard for me to direct my thoughts 
to what I intended to think or say” (impaired goal-di- 
rectedness); “I am having two or more trains of 
thought at the same time” (desynchronization). 

Depersonalization and persecutory ideation were 
each measured by four statements, also derived and 
refined from other studies (1-3, 5). Examples are ‘‘] 
feel like a stranger to myself" for depersonaliza-ion 
and *'I suspect that other people are secretly plotting 
against me” for persecutory ideation. 

Some statements were phrased in normal terms to 
prevent response sets. All of the inventories were brief 


disturbed patients. The patients were able to un 


in order tô facilitate the concentration of the EE 


stand and work with the inventories and frequency 


scale, and all but 3 were rated as at least reasonably* 
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reliable by the research assistants. The assistants were 
experienced mertal health workers, who took time to 

. establish rapport with patients and who were deliber- 
ate and patient during the testing procedures. Patients 
were assured of the confidentiality of the research and 
that the findings would not influence their plans for dis- 
charge. 

The mean age of the 58 patients in the sample was 29 
years, and the mean educational level was 14 years. 
Using broad DSM-II categories, diagnoses were schiz- 
ophrenia, N=41; mania, N=5; other psychoses, N=7; 
and neurotic character disorders and adjustment reac- 
tions, N=5. Males and females were equally repre- 
sented. Less than 20% were married at the time of the 
illness, and 90% were skilled or semi-skilled workers. 
The average length of hospitalization was 6 days. At 
the time of the second testing, 90% of the patients 
were receiving antipsychotic medication. 


Results 


As portrayed in table 1. changes in temporal dis- 
organization were substantially correlated with deper- 
sonalization (.52) and with persecutory ideation (.50). 
Changes in depersonalization were found to be corre- 
lated with those in persecutory ideation (.41). Tempo- 
ral indistinction is :he subcomponent of temporal dis- 

- organization most positively correlated with deper- 
sonalization and persecutory ideation. These data 
confirm the hypothesis of the study that changes in 
temporal disorganization, depersonalization, and per- 
secutory ideation are positively correlated in acutely 
ill psychiatric patients. 


Discussion 


The finding of covarying changes among temporal 
disorganization, depersonalization, and persecutory 
ideation indicates that these processes are linked 
through time during acute psychiatric illness. This 
work thus confirms and extends previous manipulation 
experiments in which temporal disorganization was in- 
duced in normal subjects and substantial change corre- 
lations among these processes were found (2, 3). 

The linkage of these processes through time does 

. not indicate a linear cause-effect relationship but sug- 
‘gests that the processes may be mutually interactive. 
An alternative explanation is that all three processes 
are related to other unmeasured covarying events, per- 
haps at another level of inquiry such as the neuro- 
chemical. However, it may be fruitful to explore the 
possible interaction of these processes at the psycho- 
logical level. The covarying changes suggest the possi- 
bility of a mutual interrelationship of changes. That is, 
within a cybernetic framework, temporal dis- 
organization; depersonalization, and persecutory idea- 
"tian could mutually influence one another through pos- 


` itjye feedback processes. 
or findings of the present study do not suggest 


which, if any, process is primary. Yet the pattern of 


*changes in THC experiments (2, 3) with normal sub- , 
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TABLE 1 
Correlation of Changes in Temporal Disorganization, Depersonaliza- 
tion, and Persecutory Ideation ° 
Depersonal- Persecutory 
Component ization Ideation 
Temporal Disorganization 5a" .50* 
Temporal indistinction 52* .50* 
Desynchronization .42** .49* 
Impaired goal-directedness 367 .49* 
Tracking difficulty A3** 207*7* 
Rate-duration difficulty AQ TET AQ tt 
*p<.001. 
**p«.0l. e 


"**p« 05. 


jects suggested that there appeared to be the following 
progression of overlapping stages: temporal dis- 
organization followed by depersonalization and then 

ersecutory ideation. Clinical interviews with para- 
noid patients also are suggestive of such overlapping 
stages. 

In a previous theoretical and clinical paper (6), we 
proposed possible mechanisms for how time dis- 
tortions might be involved in paranoid thinking. For 
example, the loss of goal-directedness in thinking or 
the presence of blocking (tracking difficulty) could be 
experienced as a threat to loss of control over the self 
and could make the person feel depersonalized and 
vulnerable, leading him or her to predict control from 
others. Suspicions about being controlled by others 
are prominent in incipient persecutory ideation. Such 
suspicions or predictions may come to be experienced 
as actualities in a person who has temporal indistinc- 
tion, since future possibilities (predictions) would then 
seem as real as present and past experiences. 

Although the findings of this study are consistent 
with such proposals, the precise dynamic relationships 
among temporal disorganization, depersonalization, 
and persecutory ideation warrant further study. Per- 
haps the best way of proceeding at this point is to con- 
duct longitudinal single-case clinical studies to deter- 
mine whether treating one process modifies the others. ' 
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Taste Aversions to Alcoholic Beverages Conditioned by Motion Sickness | 


BY CLIVE $. MELLOR, M.D., PH.D., F.R.C.PSYCH. AND HUBERT P. WHITE 


‘Experimental taste aversions, if found to be appli- 
cable to humans, could offer an effective method of 
behavior modification. However, the aversive stimu- 
lus used in animal experimentation is ‘‘sickness,’’ and 
the human equivalents, nausea and vomiting, present 
problems of safety and control. In this paper, we will 
propose the use of motion sickness as a method of 
overcoming this difficulty. 

Conditioned taste aversions were first described by 
Garcia and associates (1), who found that a taste aver- 
sion to saccharine-flavored water could be conditioned 
in rats by pairing consumption of the liquid with ex- 
posure to gamma irradiation. This work has been re- 
peated using different species, a variety of flavors, and 
drug-induced toxicosis. Emetine, apomorphine, nitro- 
gen mustard, and lithium have been used for this pur- 
pose (2). Taste aversions are remarkable in that they 
can occur after a single pairing, after a delay as long as 
several hours between presentation of the flavor and 
sickness, and are only slowly extinguished. 

In all of these experiments the drinking behavior is 
related to the punishment not by temporal proximity 
but by a principle termed ‘‘relevance’’ (3). This states 
that animals have a high propensity to associate sick- 
ness with taste because both are enteroceptive stimuli. 
The capacity to form conditioned taste aversions has 
obvious survival value. 

Aversion therapy with sickness as the aversive stim- 
ulus was used in the treatment of alcoholism before the 
"Garcia effect” was described. In the most extensive 
study, with 4,000 subjects (4), specific aversions to the 
taste of alcoholic beverages were observed. Despite 
apparently good results, the use of chemical aversion 
therapy declined. The drugs employed, emetine and 
apomorphine, can have undesirable side effects, and 
their effect is difficult to control. 

A safe method of inducing controllable sickness is 
needed before conditioned taste aversions can be used 
in behavior therapy. Motion sickness was suggested 
by the observation that taste aversions could be pro- 
duced in rats by rotational stimulation (5). 

Aerospace programs have provided impetus for the 
study of motion sickness, and several methods have 
been developed for identifying individual susceptibil- 
ity to this condition. The best method for our purpose 
appeared to be that of passive, off-vertical rotation. 
The blindfolded subject is seated in a chair that rotates 
about an inclined axis. The optimum conditions for in- 
ducing motion sickness are an off-vertical axis of 20? 


,and a rotational rate of 17.5 rotations/minute (6). 


s 
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Method 


Subjects. The 10 subjects had been hospitalized for 
treatment of alcohol dependence. They were free from 
alcohol withdrawal symptoms, and all drugs were 
withdrawn 48 hours before the trial. The subjects were 
physically well and had no evidence of middle-ear dis- 
ease. They came from a group of 12 consecutive ad- 
missions, 2 of whom refused treatment, leaving 8 men 
and 2 women, whose ages ranged from 28 to 59 years. 

Procedure. Treatment was given on six consecutive 
mornings following an overnight fast. Animal work 
had indicated that stronger aversions would be pro- 
duced if unfamiliar-tasting beverages were given first 
and if the subjects were allowed to swallow a small 
amount as well as to taste (7). 

Following presentation of the drink the subjects 
were strapped in the chair, blindfolded, and the chair 
was rotated. The intensity of motion sickness was 
measured using the Coriolis Sickness Susceptibility 
Index (CSSD (8). Points are scored for the presence of 
certain symptoms and signs. There are five levels of 
motion sickness, ranging from mild malaise (1-2 
points) to frank vomiting (16 points). In the interest of 
safety, vomiting was avoided and the chair was 
stopped at the stage of severe malaise (12 points). 

When the subject had recovered, the procedure was 
repeated with rotation in the opposite direction. A dif- 
ferent alcoholic drink was given each day until the 


. sixth day, when the two most familiar were given 


again. 


Results ' 

Induction of sickness. Eight subjects experienced 
severe malaise at each of the 12 trials. The endpoint of 
severe malaise was reached more quickly during the 
second trial of each day and tended to decrease each 
day. The mean times in minutes to reach the endpoint 
were 18.5+2.18 minutes for trial one and 6.1+0.91 
minutes for trial two. On the final day these means 
were 9.8+0.88 and 5.70.61, respectively. Two sub- 
jects habituated to the effects of motion sickness on 
the third day and were withdrawn from the trial. 

The endpoint was easily identified using the CSSI 
and the chair was stopped before vomiting occurred in 
all 104 trials. The period of severe malaise lasted about 
10 minutes and no subsequent ill effects were ob- 
served. à 

Production of aversion to alcoholic beverages. The ° 
10 subjects were followed for 6 months and drinking 
behavior was investigated, using independent as- ` 
counts when possible. i 

Four subjects had aversive reactions when TN 
drank. One subject who drank 7 weeks after treatment 


continued to drink despite nausea and vomiting and ‘ 
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-extinguished the aversion in 48 hours. Another had a 
similar response 10 ‘weeks posttreatment, but then 
. switched to an unfamiliar drink (vodka and orange 
juice). Two subjects who drank after 5 and 9 wéeks 
- were deterred by nausea and remained abstinent there- 
after. Two subjects did not take any alcohol during this 
six-month period. 

There were two subjects who successfully com- 
pleted the trial but evinced no aversive reaction when 
they drank 2 and 14 weeks later. The subjects who 
withdrew because of habituation also drank without 
experiencing aversion. 


Comment 


This preliminary study indicates that taste aversions 
can be conditioned in humans by motion sickness in- 
duced by off-vertical rotation. This has the advantage 
over chemically induced sickness of being easily con- 
trolled and free from side effects. However, motion 
sickness may produce weaker aversions, as is in- 
dicated by animal studies (9). This could be overcome 
because the procedure's safety would permit more 
training sessions and frequent follow-up ''boosters."' 
Resolving the problem of habituation requires a meth- 
od of identifying predisposed subjects prior to treat- 
ment. 

The design of this investigation does not allow con- 
clusions to be drawn about the usefulness of this pro- 
cedure for treating alcoholism. However, the results 


The Grocery Store High 


BY STANLEY H. BLOCK, M.D. 


In southern California another substance of abuse is 
rapidly coming into prominence. Surprisingly, it is our 
old friend nitrous oxide, or “‘laughing gas.” The abuse 
of nitrous oxide by dentists who have easy access to 
the substance is well known. However, its abuse by 
children and teenagers has been limited by difficulties 
in obtaining the gas in the form in which it is medically 
used. This report will describe a recent case of nitrous 
oxide abuse bv a 15-year-old boy who used aerosol 
cans of whipped cream to obtain nitrous oxide. 


Case Report 


, The patient, whom I shall call Tom, has been in psycho- 

. therapy with me for several months. After a period of test- 
ing, he came to feel that he could tell me anything without 

à having to fear that his parents would be informed. He even 


^ 
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are sufficient to encourage a search for further im- 
provements in methodology. There are other behav- 
iors, such as specific eating disorders and, smoking, 
that may lend themselves to conditioned taste aversion 
therapy. 


took pride in telling me the minute details of his various es- 
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capades. 


Cne day he came in smiling and said, ** Have you heard of 
the grocery store high?" He went on to inform me that aero- 
sol zans of whipped cream contain nitrous oxide. Eagerly, he 
elaborated that if you did not shake the can and held it up- 
right, you could get five or six great hits before the gas ran 
: out. Tom's friends usually bought several cans and inhaled 
the gas through their mouths in secret before carefully dis- 
posing of the cans. Tom added a new touch. He went into the 
grocery store, took a can of aerosol whipped cream to an 
area where no one could see him, and then he had one or two 
gocd hits before replacing the can. Tom said, *‘The price was 
right." He also added that in his experience, people could 
stil! get the whipped cream out if he took less than three hits 
per can. Then he left the store '*so happy and laughing that 


you couldn't believe it.” 


Discussion l . 


of Tom's abuse but will focus instead on the mental . 


In this report I will not go into the psyehdiynanics m 
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health aspects of the possible rapid spread of this 
abuse. According to Hoff (1), the main cause of cere- 
bral damage due to nitrous oxide is related directly to 
hypoxia. Without a mask to limit the flow of oxygen, I 
doubt that serious brain damage would be associated 
with the method of administration Tom described. 
However, youth is not lacking in ingenuity. I have 
heard of numerous examples of rebreathing marijuana 
into a plastic or paper bag to enhance the effect. If this 
method were used with nitrous oxide, there would be a 
significant possibility of brain damage secondary to 
hypoxia. 

Widespread abuse of aerosol cans of whipped cream 
Seems possible because of ease of availability, the eu- 
phoric effect, and the fact that it comes with something 
that tastes good. The story of the grocery store high 
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could spread like wildfire. Five and six year olds could 

learn from their older siblings and have a hit or two 

from the refrigerator while their parents are out. 
Public health issues are very clearly involved in this 


abuse. Both national and local psychiatric and medical’ 


societies may well want to discuss the possibilities of 
abuse, as well as approaching the dairy industry to 
consider changing the gas in their aerosol cans of 
whipped cream. 
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‘Donald Wilson Hastings 
1910-1977 


DONALD WILSON HasriNGs, M.D., professor and former 
head of the University of Minnesota Department of Psychia- 
try and an expert in the field of transsexuality, died on Sep- 
tember 4, 1977, of a coronary occlusion. 

Dr. Hastings was born in Madison, Wis., on June 4, 1910. 

After receiving his medical degree from the University of 
Wisconsin in 1934, he interned at the Philadelphia General 
Hospital and then was awarded a Rockefeller fellowship in 
psychiatry, which he took at the Pennsylvania Hospital for 
Nervous and Mental Diseases and the Institute of the Penn- 
sylvania Hospital. After a year at Harvard University, Dr. 
Hastings returned to Philadelphia as Clinical Director of the 
. Pennsylvania Hospital for Nervous and Mental Diseases. He 
was also appointed Associa:e Professor of Psychiatry at the 
Women’s Medical College and Associate at the University of 
Pennsylvania Medical School, the University of Pennsylva- 
nia Postgraduate Medical Schcol, and the Jefferson Medical 
College. 
. In 1942 he entered military service as Chief Psychiatrist of 
the Eighth Air Force in England and in 1944 was appointed 
Chief Psychiatrist of the Army Air Forces in Washington, 
D.C. After the war, he returned to Philadelphia until he was 
called to the University of Minnesota in 1946 to serve as Pro- 
fessor and head of the relatively new Department of Psychia- 
try and Neurology in the medical school. He served in that 
role for 23 years until 1969, when he decided to step down as 
head of the department; from 1969 to his death, Dr. Hastings 
continued to serve actively as Professor in the Department 
of Psychiatry and during most of this time was Director of its 
Division of Adult Psychiatry. During this period he also 
served for two vears as Chief of Staff of the University of 
Minnesota Hospitals. ` 

During his professional career, Dr. Hastings was a mem- 
ber of the Neuropsychiatric Committee of the National Re- 
search Council, consultant to the Surgeon General, U.S. Air 
Force, member of the Aeromedical Panel of the Scientific 
Advisory Board of the U.S. Air Force, and consultant on the 
Advisory Panel on Medical Sciences of the Department of 
Defense. 

His career spanned a period of great change in the field of 
psychiatry. Thus he was involved in some of the earliest 
studies in this country on insulin shock therapy and the use 
of other biological therapies. particularly electroshock treat- 
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nent of psychoses. His other major areas of professional in- 
vestment included military psychiatry, the training of the 
general physician in psychiatry, the relationship of psychia- 
try and religion, the study of presidential assassins, and the 
area of human sexuality. His interest in sexuality encom- 
passed many areas, including the education of the lay public, 
medical and pastoral education, and specific clinical studies 
in the area of transsexuality. In the latter area he helped to 
establish one of the earliest major centers for the study and 
treatment of transsexuality at the University of Minnesota. 
In all of his work in human sexuality he demonstrated great 
professional sensitivity. 

Throughout his years at the University of Minnesota, Dr. 
Hastings applied his impressive administrative and profes- 
sional skill to the development of the Department of Psychia- 
try and the medical school. He was highly respected by his 
students and colleagues in psychiatry, other fields of medi- 
cine, and the related behavioral sciences as a man of great 
integrity, an astute clinician, an eloquent speaker, and a 
teacher who combined clinical skill with a broad and sophis- 
ticated knowledge of the behavioral sciences. 

Donald Hastings was an imposing man in many respects. 
His tall, robust appearance was tempered by his warmth and 
sensitivity to those around him. His honesty and sound judg- 
ment earned him the respect of all who knew him. 

Dr. Hastings married Jane Wenban in 1936, and they had 
three children, Miss Mary Hastings, Mrs. Jane Silver, and 
Donald Wilson, Jr., and four grandchildren. 

Although we had met earlier, my association with Donald 
Hastings began in 1969. when I followed him as department 
head at Minnesota. During the subsequent eight years I 
learned to respect him as a thoughtful, wise, and non- 
intrusive colleague and advisor who unselfishly drew on a 
wealth of professional and administrative experience to as- 
sist me in my work. Although our philosophies often dif- 
fered, I found him supportive of the changes instituted in the 
department and sensitive to the issues associated with 
change. His dignified approach to the change in his own role 
made possible his continued contributions to the work of the 
department, where he served as an effective model to his 
colleagues. 


WILLIAM HAUSMAN, M.D. 
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On the Light Side and the Bright Side 


( Sir: With reference to the article “‘The Successful Profes- 

| sional Woman: On Being Married to One” by Theodore Na- 
delson, M.D., and Leon Eisenberg, M.D. (October 1977 is- 
sue) I thought your readers might be interested in the follow- 
ing note, which was found recently among the papers of 
Leonard Woolf and Harold Nicolson concerning their illus- 
trious wives, Virginia Woolf and Vita Sackville-West, re- 
spectively. I have chosen to entitle this piece "My Wife: I 
Think I'll Keep Her." 


Do not covet thy neighbor's wife.! We too are spouses 
of professional women whose female personhoods 
have been enriched and ennobled by their chosen 

- calling, to say nothing of making them infinitely 
more adorable and endearing. Our rich, utterly fulfill- 
ing and constantly stimulating lives together must of- 
ten be the envy of all our acquaintances. But we too 
have suffered. It hasn't been easy for us to accept the 
fact that the darling girls we married are achievers too. 
Finding time together is of course the most devastating 
problem, but when we do, what jolly times we have! 
Our wives are our pals! We know now that all the 
struggles have been worth it. To have come to the real- 
ization that in fact a woman can be a person—indeed, 
more like a man—has made us consider ourselves the 
most fortunate of men. 


! Moses M, personal communication. 


ILENE C. GUTTMACHER 
Brookline, Mass. 


Sir: We found ‘‘The Successful Professional Woman: On 
Being Married to One” by Drs. Nadelson and Eisenberg ex- 
tremely enlightening and in tune with much of our thinking. 
Perhaps because of our relative youth, we do have some dif- 
ference in outlook (Tim is a psychiatry resident, age 33; Mar- 
ti a research associate, age 29). First, we also bring each 
other courage and strength, but Marti's is not only ‘‘gentle’’ 
and ''soft," and Tim's is not only the opposite. 

- Second, the authors make much of *'the theft of time,” 
whith they in part declaim but accept as ‘‘an irreducible min- 

2 imum [th t] follows inevitably from a serious commitment to 
professionalism as opposed to part-time doctoring." Pre- 

- sumably, a full-time housekeeper compensates in terms of 
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the children's comfort and development for part-time {prob- 
ably very part-time) parenting from both "professionally am- 
bitious’’ spouses. We intend a different route when we begin 
to have children in 2 or 3 years. For the first few years at 
least we each will work approximately half-time and direc:ly 
care for our children half-time. The total will be a full mea- 
sure of wórk and a full measure of parenting. We think it 
would be useful to embrace the concept of a fully committed, — 
part-time professionalism in order to make possible a fully 
committed parenting and home life. 

This soluticn is compatible with what we have observed 
among our own sample of couples. We think there has been a 
recent evolution from woman as full-time mother and house- 
keeper to woman as competitor in a world obsessed with 
career (in the words of the authors, where ‘‘they really 
‘mean it,’ i.e., truly consider professional activities the ma- 
jor endeavor in their lives’’), to a synthesis in which both 
parents structure their lives so as to truly devote themselves 
to both their careers and families. 


TIM ZWERDLING, M.D. 
MARTI TEITELBAUM, M.P.H. 
Washington, D.C. 


Methodology in Psychotherapy Research 


Sir: ‘‘Psychotherapy of Severe Depression” by Silvano 
Arieti, M.D. (August 1977 issue) is absurd by scientific jour- 
nal standards and does a disservice to severely depressed 
people by offering them a treatment alternative that has no 
proven effectiveness. 

Other than using the term ‘‘psychotic,’’ Dr. Arieti does 
not define his patients or indicate how they were selected. 
He has no control group. He describes a treatment course of 
‘‘at least 18 months’’ with ‘‘full recovery” for a disorder that 
has an average spontaneous recovery time of 6 months, cne- 
third of the period he reported, and he confounds his results 
by not excluding other proven treatments (MAO inhibitors 
or tricyclics). This package is then wrapped in unproven and 
perhaps untestable theory and personal speculation. i 

It seems to me that articles about psychctherapy should. 
require the same rigor of design and scholarship as those 
dealing with biological subjects. To compromise standards- 
of research-znd data presentation in psychotherapy artie 
is ultimately to compromise the quality of patient care. iq 


MICHAEL A. TAYLOR, M.D. N 
Chicago, Ill. ° 
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.. | Dr. Arieti Replies 


Sır: Dr. Taylor seems to be shocked by the idea that even 

' severe depressions respond to psychodynamic psychothera- 

py. Debates and disagreement are always welcome in profes- 
‘sional circles, but when Dr. Taylor writes that I do ‘‘a dis- 
service to severely depressed people,” he attacks the profes- 
sionat and moral integrity of an older colleague who has 
devoted most of his life to the psychotherapy of schizophre- 
nia and depression. 

My short paper was intendec to be only a preliminary 
communication which would inform colleagues that severely 
depressed patients do respond to psychotherapy, in spite of 
prevailing points of view. We must only adopt a new meth- 
odology. Psychotherapy of depression follows a hypothesis 

- (applicable also to psychotherapy of schizophrenia) that 

. even if the disorder is a result of a set of etiological factors, 
both organic and psychological, it is probably sufficient to 
remove one of the components of the set to disrupt the set 
and to prevent the occurrence of the disorder. If the disorder 
has already appeared, it seems a plausible, testable hypothe- 

` sis that by removing or altering one of the two etiological 

. .components, a condition will come about in which the dis- 

. order will no longer ve possible or will be ameliorated. 

.. In my article I acknowledged that ‘‘a much more extensive 
report’’ of this study will appear elsewhere. I was referring 
to a book on depresston written by Jules Bemporad and my- 
self which will be published in a few months by Basic Books. 

The paper dealt with patients who at the time of writing 
were the last 12 cases of severe depression treated by me 
exclusively with intense psychotherapy for a period of at 
least 18 months. Most of them had been previously treated 
by other therapists with drug therapy, shock therapy, or 
classic psychoanalysis, with no success. Dr. Taylor has mis- 
understood the meaning of a sentence near the end of the 
paper, in which I stated that the psychotherapy I had out- 
lined did not exclude concurrent Crug treatment. As a matter 
of fact, in some recent cases—not in those included in the 
report—1 have used a combination treatment, just as I do in 
some cases of schizophrenia. I do not believe we should 

‘ stick dogmatically to only one type of treatment. 

The patients included in the study were only adult patients 
for whom a different diagnosis (schizophrenia, organic con- 

dition, etc.) could be excluded definitely. One of them was 
homosexual but sought treatment only for the depression. 
` Any patient who after the second session manifested the de- 
sire to continue psychotherapy wes accepted. There were no 
drop-outs after that time. 

A reliable control group in a study of this type is impos- 
sible. Since patients come to me for psychotherapy, I would 
have to refer them to other therapists, adding innumerable 
other variables. It took me several years to treat these 12 
patients. Control statistics are easy with treatments that re- 
quire a short time and with a methodologv applicable to a 
large number of patients during a reasonable length of time. 

Does this mean that work cf the type I presented is not 


reliable? I do not believe so. First, the recovery and marked ` 


improvement rates were much higher than rates of *'sponta- 
‘neous recovery" known to me. Second, the study of each 
individual case, which will be presented in our book, will 
«disclose that the recovery was not likely to be ''spontane- 
Mo" or due to chance. I will give two examples here. A 
beu in her 50s had had many severe and long depres- 
ons, the last of which required almost 3 years of hospital- 

f ization. ECT and drug therapy had no effect. She recovered 


* within two years of psychotherapy and has had no relapses . 


* 
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:n 9 years. Another patient (1) had an extremely severe post- 
sartum depression of long duration that was not ameliorated 
by drug therapy or ECT. After psychodynamic psychothera* 
py she recovered and has had no relapses in 10 years. 

Thus although the method of comparing and making clini- 
cal inference does not attain the rigor of control statistics, it 
has considerable reliability and is the only possible method 
with long-term psychodynamic studies. 

Many people who have studied epistemiological problems 
have concluded that in psychoanalysis and psychodynamic 
psychiatry we cannot use only a scientific (or nomothetic) 
method but must use a combination of the nomothetic and 
idiographic (2). In accepting my paper, the Editor and the 
Editorial Board of the Journal seem to have agreed with this 


conclusion. g 


Dr. Taylor condemns not only my work but, by implica 
tion, that of all authors who have adopted a similar method- 
ology, including Freud, Jung, Adler, Meyer, Sullivan, 
Fromm, Horney, Fromm-Reichmann, Searles, and many, 
many more. _ 
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SILVANO ARIETI, M.D. 
^ New York, N.Y. 


More on Confidentiality 


Sir: Your readers are not likely to be swayed by the solu- 
tion to problems related to confidentiality offered by Francis 
J. Durgin, M.D. (letters to the editor, August 1977 issue). Dr. 
Durgin said, ‘‘Let all physicians provide all patients they see 
with a complete statement of their account, including diag- 
nosis, method of treatment, and outcome. . . . Each patient, 
then, wil have all the information needed for legal dis- 
closures. . . . Information-seekers would then go directlv to 


. the patient. . . ." Dr. Durgin seems to have forgotten his tes- 


timony in the State Supreme Court, Utica, N.Y., on May 23, 
1366, which helped convince the jury that Johnnie K. Bax- 
sirom (who had been involuntarily hospitalized in Marcy 
State Hospital following the United States Supreme Court 
decision that his incarceration in Dannemora State Hospital 
for the Criminally Insane was unconstitutional) was not men- 
tally ill, and which led to his belated release from con- 
finement. 


A.L. HALPERN, M.D. 
Port Chester, N.Y. 


Dr. Durgin Replies 


Sır: We must distinguish carefully between people we see 
and examine for treatment purposes and those who are ex- 
amined merely to prepare a report for a third party such as a 
court, insurance company, or even another physician. Only 
the former are ''patients" to whom we owe the strict etHtical 
responsibility of confidentiality. The latter are*not, and 
should be carefully warned of this at the start of the examina- 
tion. 


* 


* 
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ste Alfred M. Freedman, M.D., President of the National 

e, Commission on Confidentiality of Health Records, has ad- 
Vised me that the approach that I have suggested is “under 
consideration.” 


n 
. 


FRANCIS J. DURGIN, M.D. 
Syracuse, N.Y. 


“Son of Sam”: Implications for Psychiatry 
° Str: A Reuter news story from New York that appeared in 
. the Globe and Mail (Toronto, August 31, 1977) and I expect 
in a number of other North American newspapers reported 
that the suspected *'Son of Sam’’ murderer was ruled unfit to 
stand trial. The story went on to state, “‘District Attorney 
Gold appeared certain that his psychiatrists would find Ber- 
kowitz fit to face the charges against him." However, Mr. 
| Gold acknowledged that the judge would have to decide be- 
( tween the conflicting psychiatric reports, and he added, ''I 
am not making any predictions, but face it, psychiatry is an 

art, not a science." 
Later in the story, it was reported that the psychiatrists 
who found the defendant unfit to stand trial tendered the di- 
agnosis of paranoia and cited Freud as having found that a 
frequent cause of the illness ts an unbearable homosexual 

wish fantasy. 

I bring this story to the attention of Journal readers be- 
cause it seems to me that the case illustrates two ways in 
which psychiatry, which is struggling to establish itself as a 
respectable discipline, allows itself to be discredited. In this 
instance, we have psychiatric teams disputing an individ- 
ual's fitness to stand trial, which tends to support the allega- 
tion that one can obtain any desired opinion from a psychia- 
trist about a defendant if one is willing to shop around and 
pay the price of consultation. Are there no established cri- 


teria describing fitness to stand trial? We also read of psychi- , 


atrists relating a clinical diagnosis to an opinion of Freud's 
that was based solely on his interpretation of the autobiogra- 
phy of a paranoid patient, an opinion supported by onlv 
tenuous clinical evidence and rejected by most modern con- 
tributors to theories of paranoid development, including Sul- 
livan, Salzman, Ovesey, and Schwartz, to name a few. 

From this evidence, readers of the news story would have 
to agree with District Attorney Gold that psychiatry is not a 
science, and they would have to accept on faith that there is 
some art to it. Can we not do better than this with our public 
image? 


PAUL C.S. HOAKEN, M.D. 
Kingston, Ont., Canada 


SIR: We. would like to report a case in which hospital- 
ization apparently was triggered by publicity surrounding the 
arrest of the ‘“‘Son of Sam.” The patient, a 43-year-old mar- 
ried schizophrenic man, had been hospitalized only twice, 
for brief periods in 1963 and 1968. He worked as a postal 
clerk and has functioned well throughout the years of his 
illness, despite the fact that he has heard ‘‘obscene voices"' 
many times every day since 1963. He has been followed in 
an outpatient clinic and treated with neuroleptics throughout 

* his iliness, including the last year. Despite such treatment, 
on dr around Sept. 1, 1977, the voices began to suggest that 

- «the patient kill himself or someone else. He had never before 
had such an aggressive content in his illness and the increas- 
ing severity of these ‘‘command voices” led tc the patient's 


* 
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" hospitalization in late September. During his interview in the 


hospital, the patient stated that he had serfsed his coworkers 
‘‘withdrawing’’ after the Son of Sam arrest. The patient was 
“nauseated” by the Son of Sam crimes, but he felt that ' 
"there but for the grace of God go T’ and asked himself, 
whether “‘maybe the Lord wants me to kill some people." 
The patient had read voraciously all the details of the Son of 
sam case in the newspapers. : 

This case vignette illustrates the possible role of national 
news events in exacerbation of psychiatric illness. 


Mico Durst, M.D. 
ROBERT H. BELMAKER, M.D. 
Milwaukee, Wis. 


Who Was First? 


Str: Jambur Ananth, M.D., and Avrum Costin, M.D., re- 
ported a case of ‘‘Dyskinesia with Thiothixene'"' (Clinical 
and Research Reports, June 1977 issue) with the apparent 
belief that tardive dyskinesia associated with thiothixene or 
other thioxanthene derivatives had not been reported pre- 
viously. However, the first documented case of persistent 
dyskinesia with thiothixene was published 10 years ago (1). 
Dr. Walter Poeldinger of the University of Basel initially re- 
ported this first case to the Central European Congress on 
Pharmacopsychology and Pharmacopsychiatry at Karlsbad, 
Czechoslovakia, in October 1967. The patient was an elderly 
paranoid schizophrenic woman who had been treated exclu- 
sively with thiothixene, 15-30 mg/day, for 18 months. Anti- 
parkinsonian agents were ineffective, and the dyskinesia 
worsened when thiothixene was discontinued. Restarting 
thiothixene resulted in diminution but not disappearance of 
the dyskinetic symptoms. We hope that this information will 
be of interest to the Journal readership. 
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NEAL R. CUTLER, M.D. 
DouGLas J. ANDERSON, M.D. 
Orange, Calif. 


Dr. Ananth Replies 


Sir: I thank Drs. Cutler and Anderson for bringing to my 
attention an earlier presented report of tardive dyskinesia as- 
sociated with thiothixene administration. However, we be- 
lieve our case is the first full published report of a patient 
who received only thiothixene and had no prior episodes. 
Thus the association between the drug and tardive dyski- 
nesia is better established in our case. 


JAMBUR ANANTH, M.D.” . 
Montreal, Que., Canada 


Empiricism and Eclecticism in Psychiatry 


Str: I found “Psychiatric Eclecticism: A Cognitive View," ^ 


: (July 1977 issue) by Joel Yager, M.D., both intefesting and ' 


ISL... 
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refreshing. However, I take issue with the section entitled 
"*Polyfocal reality' and pSychiatric thinking." In that section 
. Dr. Yager compared the field of psychiatry with that of com- 
parative epistemology, concluding that they are similar be- 
. cause in both fields each theoretical "framework deserves 
attention in its own right. . . ." This argument is open to se- 
rious misinterpretation that Dr. Yager did not discuss. 

Unlike the situation in a philosophical discipline such as 
epistemology, the validity of a theoretical framework in psy- 
chiatry is open to empirical question. Although Dr. Yager is 
certainly correct when he states that as psychiatrists ‘‘the 
empirical base upon which we operate is as yet meager,” he 
is not justified in concluding that each viewpoint in psychia- 
try is of equal validity. For example, a recent adoption study 
failed to find support for the importance of environmental 
factors in the etiology of schizophrenia (1). The validity of a 
school in psychiatry may also be judged by the demonstrated 
efficacy of its treatment methods. The effectiveness of anti- 
psychotic medication in reducing schizophrenic symptoms 
has been demonstrated in many well-designed studies (2). In 
contrast, a recent review of the efficacy of psychotherapy for 
schizophrenics concluded that the few controlled studies do 
not enable one to reach a conclusicn regarding the method's 
effectiveness (3). 

Dr. Yager argues that psychiatrists should be able to view 
human psychopathology from many different orientations. 
There is much merit to this because human behavior is multi- 
determined and highly complex. But this does not mean that 
all of the many expounded viewpoints of human mental ill- 
ness are correct or that their treatment methods are ef- 
fective. Just as it is our responsibility as psychiatrists to be 
eclectically open minded, we must also be empirically hard 
nosed. When possible, we must use viewpoints and thera- 
pies that have been demonstrated to be valid. 
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KENNETH S. KENDLER, M.D. 
New Haven, Conn. 


Dr. Yager Replies 


Sir: I thank Dr. Kendler for providing me with the oppor- 
tunity to reemphasize a central point in my article. Unfortu- 
nately, Dr. Kendler confuses theoretical frameworks with 
assertions made from within theoretical frameworks. I be- 
lieve Dr. Kendler failed to see that a major point made in mv 
paper was precisely that eclecticism must rest on hard-nosed 

‘empiricism and scientifically based data when available. I 
stress that the eclectic psychiatrist needs to be a critical eval- 

- uator of his views. The last question in the ‘‘eclectic exer- 
Pre” is ''What's the evidence for that?" In the face of com- 
pelling scientific evidence that favors one therapeutic asser- 
tion or disproves another, not all assertions are to be given 

* equal credence simply because they derive from different 


* frameworks. However, in areas of ambiguity—and it is safe, 


< T92 


Am J Psychiatry 135:1, January 1978 


Y 


to say that ambiguity remains in much of our field—there is 
no a priori reason why any frame of reference should com- . 
mand either unquestioning allegiance or out-of-hand rejec- 


tion. 


JoEL Y AGER, M.D. 
Los Angeles, Calif. 


On the Use of Dopamine Agonists in Tardive Dyskinesia 


Sır: We would like to comment on the interesting paper 
“Effects of Dopamine Agonists in Tardive Dyskinesia’’ (July 
1977 issue) by Robert C. Smith, M.D., Ph.D., and associ- 
ates. They reported an unexpected reduction in dyskinetic 
symptoms in some patients who had received apomorphine. 
A possible explanation given for this was a predominance of 
»resynaptic receptor stimulation over direct postsynaptic 
stimulation in dopaminergic neurons in the low dosage 
-ange. Carlsson (1) and Fuxe and associates (2) have similar- 
-y postulated that inhibition of motor activity and dopamine 


metabolism caused by low-dose dopamine agonists is the re- 


sult of preferential activation of presynaptic inhibitory re- 
ceptors, or ‘‘autoreceptors,’’ located on dopamine neurons. 

Smith and associates stated that the dopamine agonist 
bromocriptine has not yet been reported to possess potent 
presynaptic inhibitory effects. However, Dray and Oak- 
ley (3) compared bromocriptine, apomorphine, and am- 
phetamine in rat studies and felt that the differences in the 
interactions of bromocriptine with rotational behavior pro- 
duced by the other two drugs suggested complex effects on 
dopaminergic neurotransmission, including perhaps an ac- 
tion on presynaptic terminals, affecting dopamine release. 
Other animal experiments with bromocriptine have shown a 
biphasic response of motor behavior, i.e., supression of mo- 
tor activity being associated with low dosage while high dos- 
age produces hyperactivity. Snyder and associates (4) ex- 
plained this effect by suggesting that low doses of bromo- 
criptine act preferentially on the presynaptic inhibitory 
dopamine receptor, whereas large doses of the drug may ac- 
tivate both the presynaptic and postsynaptic receptor, re- 
sulting in inhibition of dopamine metabolism and increased 
rather than decreased motor activity. Thus they suggested 
that low-dose bromocriptine may be useful in hyperkinetic 
movement disorders. Dolphin and associates (5), on the 
basis of further animal studies, thought that both cerebral 
roradrenaline and dopamine are involved in the locomotor 
response to bromocriptine administration. They concluded 
that the effects may involve action on both pre- and post- 
synaptic monoamine sites and appear to be dose-dependent. 

We are currently involved in a preliminary investigation of 
tne use of bromocriptine in the treatment of tardive dyski- 
nesia. We plan to administer a low dose of the.drug to pa- 
tients in addition to their neuroleptic medication. This 
should lead to predominant stimulation of the presynaptic 
inhibitory dopaminergic receptor and thus decreased pre- 
synaptic dopamine release. We hope that stimulation of the 
“hypersensitive” postsynaptic receptor will be reduced. As- 
suming our theoretical model is correct, amelioration of the 
tardive dyskinesia symptoms should be achieved. 
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T.R.E. BARNES, M.B., B.S. 
T. Kipcer, M.B., B.S. 

P.J. TAYLOR, M.B., B.S. 
London, England 


Dr. Smith and Associates Reply 


Sir: As Dr. Barnes and associates note, recent research, 
most of which has been published since our article was sub- 
mitted, indicates that bromocriptine may have a consid- 
erably more complex pharmacology. Like apomorphine, it 
may have agonist effects on presynaptic dopamine recep- 
tors, which may result in decreased synthesis or availability 
of dopamine, as well as its previously established direct 
agonist stimulating effect on postsynaptic dopamine recep- 
tors. We have recently reported (1) behavioral evidence for 
dopamine receptor supersensitivity in mice during and after 
chronic administration of bromocriptine, and this effect also 
may be related to presynaptic actions of the drug inhibiting 
dopamine synthesis. However, recent research by Goldstein 
and associates (2) indicates that the pharmacological effects 
of bromocriptine on dopaminergic mechanisms may even be 
more complex than those recently established for apomor- 
phine; bromocriptine appears to have both agonist and zn- 
tagonist properties at both the pre- and postsynaptic dopa- 
mine receptors, as evidenced by both binding and enzymatic 
studies conducted by Goldstein's group. Moreover, it ap- 
pears that bromocriptine may have relatively weak pre- 
synaptic agonist effects, as indicated by the very small de- 
crease It causes in tyrosine hydroxylase. 

These findings may be relevant to the interpretation of the 
clinical studies that Dr. Barnes and associates are con- 
ducting. Although we believe that their study may yield im- 
portant information about whether there is substantial clini- 
cal efficacy of a combination of bromocriptine plus neurolep- 
tics in reducing symptoms of tardive dyskinesia in some 
patients, one should keep in mind that it may not be app-o- 
priate to extrapolate from these therapeutic effects to a pos- 
tulated pharmacological mechanism. Because of the very 
complexity of bromocriptine's intereaction with dopamine 
receptors, as revealed by the Goldstein and associates study, 
a simple pharmacological interpretation of positive therapeu- 
tic effects, in terms of the action of bromocriptine at pre- 
synaptic dopamine receptors, may not be possible. For ex- 
ample, since the drug seems to be more potent in displacing 
*H-haloperidol than *H-dopamine from postsynaptic recep- 
tors, a therapeutic effect of bromocriptine on tardive dyski- 
nesia could be due as easily to the antagonist properties of 
the drug on the postsynaptic receptor as to the agonist prop- 
erties on the presumed presynaptic dopamine receptor. 


' . Of mofe direct clinical relevance, we believe that another 


area in which to look for clinically important psychiatric ef- 
fects of à treatment program that combines bromocriptine 
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with neuroleptics would be the effects of such a regimen ón 
the psychotic symptoms of schizophrenit patients. We have 
recently shown (3, 4) that apomorphine may potentiate the 
effects of neuroleptics by further decreasing psychotic symp- 
toms in some severely disturbed schizophrenic patients; we 
suggested that this clinical effect may also be related to the 
interaction of apomorphine with presynaptic dopamine re- 
ceptors. We are starting studies to see whether bromocrip- 
tine has a similar svnergistic effect when combined with 
neuroleptics and thus to investigate whether there are other 
potential clinical uses for this ergot alkaloid in psychiatry. 
Therefore, it might be useful for Dr. Barnes and his collzbo- 
rators to add scales measuring psychotic symptoms to the 
protocol they are intending to pursue. 
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ROBERT C. SMITH, M.D., PH.D. 
Houston, Tex. 


CAROL TAMMINGA, M.D. 
JoHN M. Davis, M.D. 
Chicago, Il. 


Placebo and Comparative Efficacy in Psychotherapy 


Sir: Overall, **Psvchotherapies: An Overview” (by Tok- 
soz B. Karasu, M.D., August 1977 issue) is a learned presen- 
tation of the psychotherapies. 

However, I am disturbed by the lack of comparative criti- 
cism and evaluation of the therapies and by the omission of 
the placebo effect. . 

All therapies seem to have a place, even Janov’s primal 
scream therapy. Is there really no superiority or advantage 
of one therapy compared with another? I believe there is. 
The resilience of most humans is remarkable, and recovery 
often takes place in spite of what is done in the name of ther- 
apy. Dr. Karasu briefly mentioned Strupp’s comments in 
1970 concerning the patient's relationship to the therapist as 
being a powerful force. Roy Grinker, Sr., M.D., has stated, 
“The common factor to which constructive results may be 
attributed may be contact with an understanding empathetic 
other human being for variable periods of time with opportu- 
nities for ventilation of feelings and understanding, if not ex- 
planation, by the therapist” (1). The behaviorists have come 
to recognize ‘‘the power in their therapeutic methods has 
been increasingly demonstrated to be provided by non- 
specific suggestion effects rather than by specific behavior 
technology directly derived from behavior therapy” (2.3 

The placebo effect occurs in psychotherapy just asit 
does in pharmacotherapy. Even the Wall Street Journal 
quotes the Mayo Clinic Proceedings (1976) as follows: *' Be it. 


, mother’s kiss or voodoo drums, leeches, purgatives, poul- 
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tices or snake oil, the wondrous effect of placebo therapy is 
undeniably evident" (3). Surely this placebo effect should be 
considered when discussing the psychotherapies. It is pos- 
"sible that some psychotherapies cannot compete with the 
placebo effect. Truax may be correct in the statement that 
some therapists (therapies) can do harm (4). 

I believe it is time a critical look was taken at some of the 
many’ “‘inspired’’ therapies that have appeared in recent 
years. My own gut inspiration is to reject them completely as 
so much garbage; I continue ta be amazed at the tolerance of 
many human beings for what is done to them in the name of 
“newest” and “‘latest’’ therapeutic modality. 
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. SAMUEL E. PAUL, M.D. 
Fresno, Calif. 


Early ECT Research 


Sir: In ‘Current Perspectives on ECT: A Discussion" 
(September 1977 issue) Fred E. Frankel, M.D., rightly criti- 
cized Dr. John Friedberg's quotation from an article by Bini. 

The quotation is taken from a paper on experimental epi- 
lepsy that referred to an old Italian technique of passing an 
electric current through the entire body by way of electrodes 
in the mouth and rectum. The actual studies by Cerletti and 
Bini before and during the introduction of ECT in humans 
were published in 1940 and were extremely extensive. It is 
probable that the reason they are not quoted is that they only 
" appeared in Italian. In the present controversy it seems im- 
portant to report briefly on their results. 

Under the title ‘The Histcpathological Changes of the 
' Nervous System in Electric Shock” in Rivista Sperimentale 
di Freniatria , (volume 64, 1940, p. 11), Cerietti and Bini de- 
scribed their intensive work on the subject. They treated 
three groups of dogs, one with bilateral ECT in the same 
manner used with humans except that the dogs were treated 
daily and sometimes had more than one treatment, receiving 
a total of 20-40 convulsions. Zven in this somewhat more 
intense treatment thev found only a slight edema but no cell 
damage and no glia reaction. Some picnotic cells were not 
more numerous than in untreated comparison animals. In 
treated dogs killed a month after the ECT, the edema had 
disappeared. 

Jn a second group of dogs treated with 20-70 convulsions 


in intervals of 3-5 minutes they found changes identical with . 


those in any acute toxic or infectious brain disease, changes 

that are known to be reversible. In animals that were kept 
ye for a few months, the changes were no longer present. 
Ir a third group, the authors applied the current for 50 sec- 
onds several times within a few minutes until the animal died 
. from asphyxia. Onlv in this third, group did severe cell 


* changes octur, and in one dog mar survived after four such , 
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sessions, no more cell changes were found a month later. 

These investigations encouraged Cerletti and Bini not only 
to recommend ECT as a treatment that does not, cause any 
brain damage but also to apply it in the form of regressive 
ECT with several seizures a day. 


* 


LOTHAR B. Katinowsky, M.D. | 
New York, N.Y. 


A Note to Correspondents 


Sir: Approximately eight letters were received at my of- 
fice after the publication of my article ‘‘Collaboration Be- 
tween Ohio Psychiatrists and the Legislature To Update 
Commitment Laws’’ (July 1977 issue). Due to an accident 
tnese letters were lost. | 

I apologize to the correspondents. 1 hope they see this no- 
tice and will send me carbon copies of their letters. My re- 
sponse will be prompt. 


Victor M. VicToRorFr, M.D. 
2231 Taylor Rd. 
Cleveland, Ohio 44112 


Another Case of Lycanthropy 


SIR: I would like to add another example of lycanthropv to 
the case that was so well described by Harvey A. Rosen- 
stock, M.D., and Kenneth R. Vincent, Ed.D. (Clinical and 
Research Reports, October 1977 issue). 

I have a woman patient who gives a lifelong history com- 
patible with schizoid personality traits but who first present- 
ed with a psvchotic state at age 56. Her marriage had been 
deteriorating for several years, and immediately after an at- 
tempted reconciliation through sexual activity with her hus- 
band she believed that she had become a wild dog. When 


‘seen in the emergency room, she was making barking 


sounds, crouched down, cowering in the corner, extending 
her hands in claw-like fashion. During the intervals between 
the canine behavior she was very anxious and talked of being 
possessed by the devil. She was clearly quite frightened of 
other people at that time. Her dog-like behavior rapidly re- 
mitted with antipsychotic medication, but the next day she 
had many illusions and misidentified most strangers as 
fr:ends and acquaintances. She was discharged after a short 
hospitalization and followed in supportive psychotherapy. 
Ai that time she refused to continue antipsychotic medica- 
tion. She had erotomanic delusions that occupied increas- 
ingly more of her thoughts. 

Five months after the first hospitalization she was admit- 
ted again, this time having driven herself to the hospital in 
what appeared to be a fugue state. Again, her symptoms had 
developed after an attempt at sexual relationships with her 
husband. During that first night in the hospital she inter- 
mittently growled and clawed at the air while crouching on 
the floor, obviously in a panic. Two days later, she again 
developed a transient Capgras syndrome, this time in a nega- 


. tive sense, being convinced that J was an impostor and that I 


was making it impossible for the real Dr. Jackson to see her. 
Ske could remember nothing of the delusional material she 
had presented over the previous few weeks, insisting instead 
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that she was happily married. By the next day (again, while 


, on antipsychotic medication) she was relatively clear, identi- 


fied people appropriately, and could describe the activities 
immediately before her admission, especially ‘‘turning into a 
wild dog." | | 

She has now been out of the hospital for 8 manths and is 
still receiving antipsychotic medication as well as psycho- 
therapy. She often talks of her fear that she will turn into a 
wild dog again, and she tries to prevent this by avoiding sex- 
ual contact with her husband. Much as in the case reported 
by Drs. Rosenstock and Vincent, this patient’s underlying 
psychodynamics include problems with the expression of ag- 
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gression and sexual feelings, with considerable guilt and be-' 
lief that sexual activity is subhuman. i 

PAULINE M. JACKSON, M.D. ' 
La Crosse, Wis. 


Correction 
In the November 1977 issue (letters to the editor, ‘‘Avail- 


ability of L-Tryptophan’’), there was an error in the spelling 
of Dr. John G. Lofft's name. The staff regrets this error. 


I3 





- 


. nonmedical workers is undertaken to 


= " $ 


* 


‘BOOK REVIEWS 


Am J Psychiatry 135:1, January*l 978. 


Y 





Psychoanalytic Education and Research: The Current Situa- 
tion and Future Possibilities, edited by Stanley Goodman, 
M.D. New York, N.Y., International Universities Press, 
1977, 396 pp., $15.00. 


This book presents the substance of the Conference on 
Psychoanalytic Education and Research (COPER) held by 
the American Psychoanalytic Ássociation in 1974. The aim 
of the conference was to review the status of psychoanalysis 
and make recommendations for change. The participants 
were divided into nine commissions, each of which was 
asked to prepare a paper as a basis for discussion of a specif- 
ic subject in the three areas of education, research, and the 
relation of psychoanalysis to other disciplines. 

The validity of the tripartite system of psychoanalytic edu- 
cation (personal analysis, supervision, and courses) was 
reaffirmed. Curricula were reviewed, as were methods of re- 
porting student progress; suggestions for improvements in 
these areas were made. Child analysis was considered both 
as a subspecialty of the practice of psvchoanalysis for which 
special training is required and as an investigative tool that 
has yielded important knowledge about human devel- 
opment. À proposed core curriculum based on devel- 
opmental concepts generated lively discussion. 

The relationship betweer. the structure of psychoanalytic 
institutes and the educational process was examined, and al- 
ternatives were suggested for coping with some of the prob- 
lems that were identified. Because a major part of psvcho- 
analytic training follows psychiatric residency training, ca- 
reers in psychoanalysis begin at a fairly advanced age. 
Although maturity is an advantege, protracted training im- 
poses hardship. A proposed solution to this problem is a 
combined psychiairic and psychoanalytic residency. The ad- 
.vantages of a closer association between psychiatry and psy- 
choapalysis were noted, but concern was expressed that the 
distinctive quality of the unique and valuable contributions 
that psychoanalysis can make to medical education and 
health care could be jeopardized if provisions for the mainte- 


nance of the autonomy of psychoanalysis were not included , 


in the arrangements for a joint program. 

Although the conferees agreed that the ties of psychoanal- 
ysis to medicine will remain strong, they recognized that 
there are also other disciplines to which psychoanalysis has 
contributed and from which it has gained insight. To foster 
interdisciplinary activities, it was suggested that depart- 
ments of psychoanalysis might be organized in universities. 
These departments would be responsible for the training and 
research activities of people with varying backgrounds. The 
importance of encouragirg psychoanalytic research was 


- Stressed, and the -esearch contributions of medical and non- 


medical workers were reviewed. Currently, the training of 
increase the ef- 


P~<fsctiveness of their research. The possibility of training non- 


+ 


medical workers for clinical practice was thoughtfully con- 
sidered. 

Although each commission was assigned a different sub- 
ject, the overlapping that occurred in the presentations of4 
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fers a valuable perspective on the accomplishments, hopes, 
and fears of psychoanalysis. The ever-broadening scope of 
psychoanalysis, as manifested by the change in the nature of 
patients, by changes in patterns of patient care, and by the 
demands on analysts as educators, consultants, and partici- 
pants in a variety of multidisciplinary activities, was 
stressed. Two major concerns were repeatedly voiced: 1) 
that psychoanalytic concepts risk dilution, distortion, and 
oversimplification when applied uncritically to situations for 
which they were not originally intended and 2) that over- 
protectiveness of psychoanalytic concepts can lead to rigidi- 
ty and unresponsiveness to new developments. To avoid the 
pitfall of either extreme, the conferees recommend contin- 
uing evaluation of the status of psychoanalysis. This COPER 
report as well as the follow-up studies of this conference 
(POST-COPER) can serve as the basis of this evaluation be- 
cause they define and clarify the issues and highlight the 
challenges that confront psychoanalysis. 


REBECCA Z. SOLOMON, M.D. 
Hartford, Conn. 


Western Attitudes Toward Death: From the Middle Ages to 
the Present, by Philippe Ariés; translated by Patricia M. Ra- 
num. Baltimore, Md., Johns Hopkins University Press, 
1974, 107 pp., $6.50. 


In 1490 William Caxton, England's first printer, printed an 
exceedingly popular little conduct book that taught one how 
to die. The Ars Moriendi, or as he called it, the Arte and 
Crafte to Knowe Well to Dye, still exists in one of several 
versions.! There are at least 300 manuscripts in Latin and the 
Western vernaculars. Editions of it were made from wood- 
blocks and from movable type well over 100 times before 
1500 (1). 

The subject of death has been popular in literature as far 
back as literature goes. In 1936 Spencer wrote, ''It is hardly 
an exaggeration to say that in Northern Europe the whole 
fifteenth century was frenzied about death. . .. Emphasis 
upon death seems to have mounted like a rushing tide'' (2). 

We are experiencing at present an exacerbation of this 
same interest. Thanatology has achieved academic status as 
a subject worthy of not only clinical interest but also dis- 
passionate analysis. Ámong the spate of learned persons to 
inquire into attitudes toward death is Philippe Ariés. The lec- 
tures he gave in April 1973 at the invitation of the history 
department of Johns Hopkins University are available in 
this book. 

Ariés, a distinguished French social historian (the author 
of the well-known Centuries of Childhood [3]), divides his 


‘According to the list of manuscripts and printed books in the British 
Museum and Bodleian libraries, the Arno Press has reprinted the 





London 1917 edition under the title The Book of the Concept of* ^ 


Dying and Other Early English Tracts Concerning Death , edited by 


Frances M.M. Comper. ; 
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nes historical perspective into four lectures that distinguish the 
"^ se, attitudes toward death as they have changed over the cen- 
4 d türies. *''Tamed Death," the first lecture, is Ariés’ epitomiza- 
: tion of the ideas that prevailed for a thousand years, until the 
thirteenth century. The mood during this long period was 

one of resignation: ‘‘We shall all die.” ‘‘One’s Own Death," 

n the second lecture, is Ariés' characterization of the philoso- 
phy and death customs of the thirteenth through the fifteenth 
centuries. This attitude was a reflection of the burgeoning of 
individualitv, man's concern for himself. From then through 


— the eighteenth centurv, according to ‘Thy Death," the third 
lecture, death again reflected the changing mores. In the cus- 
x tom of memento mori, the celebration of the death of others 


in ritual, symbolization took eroticized forms and became 
institutionalized. Mourning ceremonies were ostentatious, 
funerary rites became public demonstrations of bereave- 
ment, cemeteries became shrines for periodic pilgrimage, 
and the social institution of funeral parlors came into vogue. 
The cult of death became romanticized. 
( The present era is still different. We are reluctant to admit 
that one out of one will surely die. We act as if this inevitable 
phenomenon were shameful and forbidden. From this comes 
the title of Ariés last lecture, *''* Forbidden Death.” People nc 
longer die at home; the hospital is the favored site '*because 
the doctor did not succeed in healing.” This change in loca- 
tion has become necessary in order to provide the doctor and. 
the hospital team with the prescribed technology—an array of 
extraordinary resuscitation measures: oxygen and other res- 
piratory-assist measures, intravenous medications, trans- 
fusions, and organ transplants. Ariés concludes, ‘‘Death has 
been dissected ... which finally makes it impossible to 
know which step was the real death.” 

The clear implication of Ariés' thesis is that Western man 
in this century refuses to see himself as mortal. The final 
irony is concomitant with this gross act of lése majesté: the 
same mindlessness that long ago compelled Cadmus to sow 
and then destroy the harvest of dragon's teeth has loosened 
among us destructive forces far more lethal and terrifying 
than armed soldiers. 
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Grief and Mourning in Cross-Cultural Perspective, by Paul C. 
Rosenblatt, R. Patricia Walsh, and Douglas A. Jackson. 
New Haven, Conn., HRAF Press, 1976, 219 pp., $9.00; 
$4.50 (paper). 


This book bases its cross-cultural perspective on grief and 
mourning on a study of 78 cultures. By examining ethno- 
graphic descriptions of mourning behaviors the authors test 

various hypotheses regarding the influences of culture on the 
coufse and outcome of bereavement. They conclude that 

- «grief and mourning behaviors are universal res»onses to be- 
reavement, and that we in the United States have much in 

- common with diverse cultures in this regard. However, they 
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also conclude that American culture is relatively lacking in* 
those institutionalized practices (e.g?, standard mourning pe- 
riod, final ceremonies, and marking) which guide and sup- 
port bereaved people in other cultures. As a consequence, 
the authors feel, grief for some Americans is complicated or , 
prolonged. 

Understanding grief has become a matter of great practical 
as well as theoretical importance. With the growing demand 
for crisis-oriented services, bereaved people have more fre- 
quently turnec to mental health professionals for guidance 
and counseling. And with research linking bereavement to 
increased morbidity and mortality, grief has emerged as a 
model of psychosocial stress to be understood in terms of its 
impact on physical and emotional health. Although much has 
been written about the subject in recent years, the data base 
has remained small; therefore, the present study is impor- 
tant. It provides new data from a fresh and promising ap- 
proach. 

This report ts brief, clearly written, and carefully refer- 
enced. The conclusions reached by the authors have practi- 
cal import and lead to a number of constructive proposals. It 
is a book of interest not only to educators and counselors 
dealing with the subject of death but also to researchers and 
scholars in this area. 


RUSSELL Noyes, M.D. 
Iowa City, [owa 


Death, Society, and Human Experience, by Robert J. Kasten- 
baum. St. Louis, Mo., C.V. Mosby Co., 1977, 321 pp., $7.95 
(paper). i 


In this worthwhile book Robert Kastenbaum adheres to 
his title, developing his material in a way that could be con- 
sidered a model for eclecticism. He presents thought-pro- 
voking questions on each topic, then deliberates in depth 
many sides of all relevant issues and views. 

Although this technique is used in every chapter, it is par- 
ticularly evident in chapter 16, ‘‘Between Life and Death.” 
One who stands ''between life and death’’ suggests many 
images, e.g., a person who is attempting suicide; a daredevil; 
and prisoners in the death cell. The author, using the Quinlan 
case as a springboard, debates the pros and cons of the.ques- 
tions the case evokes. What is death with dignity? What are 
the outcomes in terms of viability and recovery, considering 
medical fallibility, religious values, and moral values? What 
about the individual's preference and the prolonged, unful- 
filled grief and mourning of those close to that individual? 
What consideration is given to members of society who are 
not young and attractive? Kastenbaum explores these ques- 
tions in considerable detail and then offers a caveat against 
pressure for legislative action. At this point I part company 
with him, if only temporarily. 

The law condemning even passive euthanasia (withdrawal 
of life-support systems) is absolute. Patient intentions are 
paramount but legally irrelevant, and the physician's ''pull- 
ing the plug" is a criminal act. The doctor's hand must be 
guided, and only legislative rulings can accomplish this. (AS - 
I write this review, 4 states have enacted natural death act 
bills, 13 are considering such legislation, and 13 have de- - d 
feated such:legislation. Unfortunately, the laws that hwe” 
been passed are clumsily written, ambiguous, and impotent 3 

Kastenbaum emphasizes that this is not a ‘“how-to”’ book, 
but he offers useful guidelines on helping children cope with - 

» death. Interspersed in various chapters are questionnaires ' 
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` for the reader's completion, e.g., '' Your Earliest Death-Re- 
lated Memory," * Your First Realization of Personal Mortal- 
ity," and "Your Questions About Death.” These are recom- 
mended as learning experiences for the reader. Other chap- 


. ters include ‘‘Death Is," "Death Is Like," “Death Means," 


“The Individual in the Death System,” “Disaster and the 
Death System,” “Death Will Be,” and others (17 in all. 
Using a browsing technique, the author perused obituary 


. notices in two popular newspapers for a month. He felt this 


was ''a natural place to look for possible sex bias" in death. 
Indeed, 8196 of the notices were for males; 1996 were for 
females. I wonder if this is valid discrimination. Could this 
differential reflect that males predominate at this time in the 
professions and community activities, that more men die 
each year than women, or that copy has to be submitted by 
the family and some newspapers charge for this ‘‘service’’? 
A man or woman well Known locally or nationally enters the 
news columns rather than the obituaries on death. The above 
is not intended to chide the author but to provide an opportu- 
nity to use Kastenbaum’s technique. It is an excellent teach- 
ing device. His style is delightfully conversational and stimu- 
lates the reader to thoughtfully challenge the author’s and 
one’s own concepts. 

I share with Kastenbaum the belief that any approach to 
this topic should be ‘‘both emotional and intellectual, both 
individual and socially oriented, both experiential and schol- 
arly." To his statement in the preface that this book will 
"contribute nothing at all to those aspects of the ‘awareness 
of death movement’ that are comprised mostly of froth, fad, 
and personal opinion dressed up in various guises," I 
chorus, "Wellsaid." 

If the reader cf this review has come this far, it must be 
obvious that I feel that this bcok is an important contribution 
to the literature on the subject of death. It is commended to 
students and teachers in all ranges of the spectrum of the 
health care fields. I can only add that I wish I had written this 
book. 


NATHAN SCHNAPER, M.D. 
Baltimore, Md. 


New Dimensions in Psychiatry: A World View, Vol. 2, edited 
by Silvano Arieti, M.D., and Gerard Chrzanowski, M.D. 
New York, N.Y., Wiley-Interscience (John Wiley & Sons), 
1977, 469 pp., $26.95. 


‘What to do," asks Fangel in one chapter of this compre- 
hensive book, “when society itself seems to foster new 
clients much faster than anv psychiatric service can take 
care of?" As much as any one sentence this question sug- 
gests the range of subjects covered by this series of articles, 
although there are excursions into neurophysiological, psv- 
chopharmacological, biological, and therapeutic areas. 

The editors have put together chapters by 25 authors rep- 
resenting 10 countries and offering a wide spread of topics. 
For convenience the book is divided into four sections: Psv- 
chiatric Issues in Relation to the Social Environment, New 

-"and Unusual Therapies and Related Issues, Biological Stud- 
ies, and Clinical Contributors. Some of the articles are very 


- broad; here I might mention Ashley Montagu's ‘‘Sociogenic 


“Brain Damage" (certainly an intriguing title)-and Paul D. 
eMacLean's ‘‘On the Evolution of Three Mentalities." Oth- 
ers are more limited, either to geographic areas or to subjects 
or techniques, but the reader is sure to find something—sev- 


eral somethings, in fact—of interest and importance. e 
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In ihe lead chapter, ‘‘Sociogenic Brain Damage," Mon- 


tagu discusses, among other matters, the revival in recent . 


months of the Jensen contention that black people displáy 
lower intellectual abilities than white people. Montagu adds 
the intriguing comment that although American Indians gen- 
erally test at about 80 IQ points, when oil is discovered on 
Indian land and the Indians are permitted to share in the 
profits there is a spectacular rise in their IQs. ‘‘The oil,” he 
says, ''facilitates the lubrication of intelligence potential.” 
Following this there is a highly specific discussion by Cal- 
houn on ‘‘Crowding and Social Velocity in Mice," and fol- 
lowing this is a more philosophical presentation by Cancro 
on **Psychological Adaptation in a Changing Environment." 

Various contributions elucidate psychiatric issues in Sar- 
dinia, India (Hoch's discussion on ‘‘Psychotherapy for the 
Illiterate” probably has wider application than in that coun- 
try alone), Spain, and Nigeria. There is also a cross-cultural 
consideration of dependence by J.S. Neki with some refer- 
ence to the implications for psychotherapeutic techniques in 
various cultures. 

The second section does not really contain anything on 
"new" therapies unless the chapter by Ehrenwald on ‘‘Psi in 
Psychiatry and Psychotherapy" belongs in this category. 
Kondo's paper on '* Folklore Psychotherapy in Japan” offers 
some ways in which Western psychotherapeutic ideas can be 
2ffectively melded with Japanese concepts of ritual, group 
dynamics, and exorcism. Torrance's discussion of creativity 
actually deals with communication and its importance in 
-herapy. He touches on poetry therapy, a topic that is elabo- 
-ated in the succeeding chapter by Pietropinto. The pre- 
sentation by Cori on psychodrama is, I feel, useful. It out- 
ines room arrangements, techniques, roles of the therapists, 
etc., in a very practical way, and the description of clinical 
incidents is helpful. 

The greater part of the third section of the book is taken up 
by three articles on various aspects of psychopharmacology 
by Rotzin, Adriani, and Heimann and associates. These are 
useful, pragmatic, and highly instructive. The first chapter, 
MacLzan’s ‘‘On the Evolution of Three Mentalities,’’ is an 
ambitious and intriguing attempt to relate behavior patterns 
to what he calls the ‘‘triune brain," consisting of the reptil- 
lan, paleomammalian, and neomammalian formations. In de- 
scribing the functions of these parts metaphorically he imag- 
mes ''that the reptilian brain provides the basic plots and 
actions; that the limbic brain influences the development of 
the plots; while the neomammalian brain has the capacity to 
expound the plots and emotions in as many ways as there are 
authors." 

In the final section of the book are the clinical pre- 
sentat.ons. Levit reminds us that all forms of schizophrenia 
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deserve careful reexamination, and his scientific study of the | 


simple form reveals that it is more rare and less malignant 
than it has been widely assumed to be. The various ramifica- 
tions of the importance of the psychotherapeutic group as 
mediator are discussed by Bettegay. and Bodenheimer has 
an interesting article on ‘‘Communicative Drawing and 
Painting" with good clinical illustrations. Of special impor- 
tance is the chapter by the Doctors Knobloch on ''Recent 
Advances in Residential and Day-Care Treatment of Neurot- 
ic Patients; Concept of Integrated Psychotherapy." They 
outline in some detail the establishment of a treatment plan 
involving a residential center in Lobec, Czechoslovakta, de- 
scribing the center's use of relatively untrained social thera- 
pists with occasional supervisory visits from professionals,* 
the very practical side of the therapeutic experience, and the 
use of the center for the training of professional staff by - 
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Nas. them in the role of patients to Lobec." No one who 
has been subjected to hospitalization could have avoided the 
"wish that the nurses and other caretakers had themselves 
known what it was like to be a patient. 

The editors of this comprehensive and interesting volume 
are no amateurs, and they have again demonstrated their 
skills by the compilation and arranging of this material. 


C.H. HARDIN BRANCH, M.D. 
Santa Barbara, Calif. 


Coping and Defending: Processes of Self-Environment Organi- 
zation, by Norma Haan. New York, N.Y., Academic Press 
(Harcourt Brace Jovanovich), 1977, 342 pp., $17.50. 


Both in human personalities and in psychological debate 
there is a constant tension between the cognitive and rational 
on the one hand and the affective and irrational on the other. 
In Coping and Defending Norma Haan addresses this dialec- 
tic in a highly original way. In an effort to observe the rigor 
of academic psychology while measuring the ineffable, her 
book is a valuable empirical work on the ego and its mecha- 
nisms of defense. 

By way of background, Norma Haan has for many years 
been a psychologist working at the Institute of Human De- 
velopment at Berkeley. With Theodore Kroeber in 1963 she 
defined a taxonomy of ego processes that has provided ex- 
perimental psychologists with a workable hierarchy of de- 
fenses and has allowed the concepts of Anna Freud to be 
used with some success in experimental psychology. More 
recently, Haan helped Jack Block research Lives Through 
Time (1), which described human lives prospectively fol- 
lowed from junior high school to middle adulthood. 

In her current book, Norma Haan divides all ego mecha- 
nisms into three linked groups of mechanisms, which she 
calls coping mechanisms, defending mechanisms, and mech- 
anisms reflecting ego fragmentation. Her empirical data are 
derived from the unique five-decade longitudinal archives of 
the Institute of Human Development at Berkeley and from 
her own pioneering work on the moral development of ''hip- 
pies.” In her efforts to explicate the work of the ego she has 
used clear rating schemes and has directly and empirically 
addressed the development of ego processes. 

Her book has to be regarded as a first draft or an approxi- 
mation, and for that reason it is easy to criticize. Her labels 
are often idiosyncratic, and as a clinical psychiatrist I would 
disagree with her definitions of sublimation and isolation. In- 
deed, Norma Haan has tended to ignore more conventional 
psychiatric schemes for ordering the defenses. She fails to 
amplify her Q-sort descriptions—an analytic method ideally 
suited for computer analysis— with a more graphic descrip- 
tion of the people she is really talking about. She seems not 
to appreciate that many so-called defense mechanisms may 
in fact cope, and that they may evolve, rather than switch, 
into coping mechanisms. She fails to address the issue of in- 
ternalization and identification as a source of ego formation. 
Finallv, she tends to treat both her own and Kohlberg's 
schemata of development as if they were as clear and as well 
validated as those of Piaget. 

On the other hand, it was easy to criticize the Wright 
brothers’ airplane. The wonder is that Norma Haan has been 
able to discuss something as elusive as the ego with in- 


'tellectual rigor and place its study within an empirical and 


experimental setting. She is also intellectually venturesome. 


. She has been bold enough to examine the ways in which 
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maturity of defensive style in Kohlberg's and Loevinger’s 
stages intercorrelate. She tries to syntheslze the views of fig- 
ures as diverse as Jean Piaget, Sigmund Freud, W.V. Quine, 
Lyman Wynne, Jane Loevinger, and B.F. Skinner. She ad- ' 
dresses some of the most trying conundrums in psycholo-, 
gy—for example, the association between the ego mecha- 
nisms of adolescents and their parents. 

In examining the development of coping and defencing 
styles over time, Haan observes that coping styles are more 
stable than the more crisis-oriented defenses. She also offers 
the interesting observation that adults who tended to use 
coping mechanisms (e.g., empathy) experienced more con- 
flict and disequilibrium as adolescents than did adults who 
tended to use predominantly defensive maneuvers (e.g., pro- 
jection). 

In underscoring her major thesis, that personality is proc- 
ess, Haan points out the power of leaning to think of stress in 
terms of the defenses used to manage it rather than trying to 
assess the magnitude of the stress per se. She shares with us 
an important lesson from her own work, that “‘coping tends 
to be self constructive,’’ and thus the adaptive ego can be 
relatively independent of childhood environment. 

In summary, Haan's book reminds us once again of the 
importance of prospective longitudinal studies, especially 
those precious few which have followed individuals for 20, 
30, even 40 years. Such studies illustrate that adult person- 
alities are not transfixed forever in immutable character ar- 
mor. We are fortunate, indeed, that despite the vagaries of 
funding, the Institute of Human Development has managed 
to survive. Haan's book reminds us that the gradual harvest- 
ing of the great longitudinal studies must move us contin- 
ually toward a more dynamic psychology of human behav- 
ior. 

Perhaps Haan's two most important conclusions are 1) 
that the ego is not merely a buffer to conflict but ever '*works 
toward novel, experimental actions and solutions" and 2) 
that the ego is inexorably linked, not just to Freud's psycho- 
sexual levels of instinctual and social maturation, but to Pia- 
get's stages of cognitive development. 
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Manual of Psychiatric Therapeutics: Practical Psycho- 
pharmacology and Psychiatry, edited by Richard 1. Shader, 
M.D. Boston, Mass., Little, Brown and Co., 1975, 321 pp., 
$8.95 (spiral-bound). 


The state of the art of psychiatry today may be summa- 
rized by saying that we know virtually nothing about primary 
prevention, a great deal about treatment, and appallingly little 
about rehabilitation. Since the days of the earliest practical 
and. effective psychiatric therapy, that is, the ‘‘moral treat 
ment” that was developed in mental hospitals during the last 
century—or as we would call it today, milieu therapy—there - 
has been an onrush of so many new theories, methods, snd 
techniques of psychiatric therapy that to cover them all 
would require an encyclopedic, multivolumed publication. 
However, the editor of this manual has apparently attempted | 
. to do it in a small, almost pocket-sized book. " 


139. 


N 


BOOK REVIEWS 


* 
* 


* The title Manual of Psychiatric Therapeutics is misleading 
in that it promises much more than the book can actually 
offer. It concentrates mainly on the currently used physical 
treatments in psychiatry, psychopharmacology, disorders of 
metabolism associated with addiction to drugs and alcohol, 
overdosage, and ECT. One brief chapter on hypnosis seems 
to be curiously out of place; it is also much too superficial to 
serve as an instruction on the technique of hypnosis and too 
ambiguous to be a helpful guide to the indications for its ap- 
plications. No attempt has been made to cover any other 
forms of either psychodynamically or behaviorally oriented 
psychosocial therapies. 

Questions of psychiatric diagnosis are discussed at consid- 
erable length in the chapters on classification and treatment 
of depressive disorders as weil as in other parts of the book. 
In my opinion, these discussions may onlv be confusing for 
readers who are looking for a practical clinical guide and in- 
adequate for others who seek a thorough methodological 
analysis of the issues. 

Having expressed these criticisms, I still feel that as a 
manual of psychopharmacological treatment this book may 
serve as an authoritative, well-organized, up-to-date, and 
practical guide and reference ior the psychiatric clinician. In 
20 chapters and 5 appendices the psychopharmacological 
treatment of anxiety states, manic-depressive disease, and 
schizophrenia is covered, as well as the therapeutic ap- 
proaches to psychiatric disorders cf childhood and old age. 
Special chapters deal with the management of violent 
patients and with ECT, ‘‘bad -rips," dependence on barbitu- 
rates, heroin withdrawal, and alcohol withdrawal. Useful 
and detailed information is provided in chapters on drug 
overdosage and drug interactions, and there is even a chap- 
ter on dietary considerations and the roles of vitamins and 
electrolytes in psychopharmacological treatment. 

As may be expected from a publication to which 17 au- 
thors have contributed, the different chapters vary not only 
in their style but also as far as conciseness, comprehensive- 
ness, and clarity of exposition of subject matter are con- 
cerned. However, most of the authors are well-known au- 
thorities in the fields they discuss in the manual. 

There is a good index, and many informative tables bring 
together a wealth of those practical—and sometimes hard to 
find—details which not only students but also experienced 
clinicians often have to look up in a variety of sources. For 
physicians who frequently prescribe psychotropic drugs, 
this is a good little book to keep vithin an arm's length cf 
their desk. 


HEINZ E. LEHMANN, M.D. 
Montreal, Que., Canada 


Work, Aging, and Sccial Change: Professionals and the One- 
Life-One-Career Imperative, by Sevmour B. Sarason. New 
York, N.Y., Free Press (Macmillan Publishing Co.), 1977, 
293 pp., $14.95. 


" Aging," according to a personal communication from Al 
Rosenfeld to Robert Aldrich, M.D.. ‘‘is a birth defect.” The 
processes begin—the template is set—early in life. Sarason 


. - does not go back tha: far, but he looks piercingly at the inner 


$ 


liwes of people who nave grown up since World. War II. He 
tyies to show the interaction of the internal and external 
forces that ultimately play out in the various scripts of the 
aging process. He is concerned with a particular group of 


* people—professionals with advanced degrees, many of , 
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whom may be readers of this journal. In doing so he plays 
out themes relating personal individuation and societal de- 
velopment and change. s 

I must admit that, even before reviewing this book, T had a 
pro-Sarason prejudice. Over the years his sensitive aware- 
ness cf the community contexts, the personal interconnected 
relationships (networks), and the problems involved in social 
and personal change have been extremely close to my own 
perceptions. His rich involvement in real issues of poverty, 
zducation, jobs, and mental retardation has always been 
»ased on a deep personal experience-—relating the problem 
*o the whole and not losing the part in the process. This time, 
ais takeoff point was his own and his wife's aging and dying 
»arents. 

As one who has tried to couple work in personal psycho- 
:herapy with social change, I have come away with the 
strong notion that to try to deal with an individual's prob- 
.ems out of context often misses the boat. It led me first, as it 
did Szrason, to a community mental health concept. Later, 
30wever, it led to an awareness of network mental health— 
an awareness that what we are is partially related to the net- 
works or support systems we are or are not involved in, in- 
cluding our own internal one. As an introduction to this con- 
cept, I think Sarason's brilliant piece in The American Psy- 
chologist (1) should be required reading for all of us in the 
helping professions. With that, and within the context of 
Sarason’s previous books (2-4), it is vital to look at this one. 

Let me say first that this book 1s disturbing. As Sarason 
points out, it raises issues that rarely have been deeplv stud- 
ied but have been evoked by the novelist, poet, and dreamer 
who ask deep archetypical questions on what life is all about. 
Aging. which begins long before we know we are aging, and 
the groundwork that is laid all through life are particularly 
set by our education, or work, and the climate of social val- 
ues within which we play out our lives. 

Sarason's focus is not on the blue-collar worker or the 
businessman but on the scholar and the highly trained pro- 
fessional who have presumably met the criteria for a success 
higher than material gain. He immediately faces the fact that 
work—and later aging—take in *'the feature,.if not of labor, 
then of despair, disappointment, boredom, and conflict," 
even in this “‘high’’ professional level. Does this mean that 
social change has led to important changes in all education 
and all work—a move to nonrelevance? The underlying 
question may very well be how emerging values affect every 
facet of our society. 

Work, then, becomes more than task; it is the totality of 
experience of the person involved both inside the job situa- 
tion and in the larger context of relationships. Education and 
the GI Bill reinforced our great expectations, and the rheto- 
ric determined the future good life, an advertiser's dream: a 
product sold, continued demand, and a negative response 
too late to affect the continued sale. The education-adver- 
tisement for the good life was indeed broadly based: mental 
health for everyone almost beyond comprehension, leaving 
behind not only unsatisfied consumers of this new education 
but frustrated providers and entrepreneurs. These themes 
were picked up in the humanities (by Camus, Sartre, Beck- 
ett, and Genet); by the social critics in a variety of fields 
including our own (myself included); and in the social move- 
ments and reactions to such heavy issues as the atomic and 


hydrogen bombs, ecological destruction, and population. 


growth. How much of this data input, plus the popular music 


end culture, do we need to redefine our feelings and atti- | 
tudes: ‘‘What the hell are we being educated for or working 
' 


DIE 


*« 


o3 
Am J Psychiatry 135:1, January 1978 


. k : Ds , 
. * 


- 
47 


Sarason's interviews were hard to evoke, almost as if deal- 
ing with the deep issues—issues relating to our very being— 
cannot be faced directly. In therapy it is so much easier to 
talk of sex, superficial angers, and blame directed to specific 
persons than to the "awful" and basic issues that Sarason 
tries to deal with. To deal with these issues forces one to 
“face personal and social change, to re-create’’ (5) in order 
to even survive within this new experience. 

What does all this mean for aging now and in the future? 
Since aging begins early, it means important policy change. 
Every solution creates its own problems. What will we, 
through our *'dead-hand control," lay on our children and 
our children's children? The women's liberation movement 
will liberate male and female alike and, policy aside, will 
change the natures of career, education, and work. Central 
to it all is belonging, being part of a social support system, 
having a rootedness not in knowledge but in a sense of com- 
munity and a being that truly is the real reason for existence. 

Out of the cynicism—the Waiting for Godot—comes an 
awareness of death and dying as something real. In the past, 
with its unlimited optimism, death was an annoyance; now it 
Is part, not the end, of our whole existence. Death and aging 
are life; the limits, the frustrations, the ‘‘nothingness,”’ are 
part of day-by-day existence in education, work, and the 
community. How changed then must work become if it is not 
the road to an optimistic future but a process of laboring— 
waiting for Godot? No wonder the content of our therapies 
gets closer to who and what we are; to religious and spiritual 
questions; to the questions of the cosmos. No wonder psy- 
chiatry, holding on to past concepts, is bypassed by psychia- 
try-psychology wrapped in Eastern mysticism, exercise, bio- 
feedback, acupuncture, massage, and holistic medicine. No 
wonder aging and psychiatry become blended together so 
that at least two major departments of psychiatry (Duke Uni- 
versity and the University of Washington in Seattle) have 
aging as central foci of concern; a National Institute of Aging 
is headed by a psychiatrist who has broken old boundaries; 
and Sarason is tuned in by parents' aging and dying and 
makes it a focus of his current life work. 

I stop here for want of space alone. Clearly, I commend 
this book. 
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Community Survival for Long-Term Patients, by H. Richard 
Lamb and associates. San Francisco, Calif., Jossey-Bass, 


1976, 183 pp., $10.95. 


This book can serve as an outstanding guidepost for those 


- of us who re searching for answers in dealing with the long- 
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term or chronically ill psychiatric patient. Perhaps the word 
"handbook'' is overused, but it best describes the type of 
information and direction that the authors offer. Each chap- 
ter is crammed full of suggestions, ideas, and experiences 
that have been effective in the authors’ experience. Whether 
their concepts range from methods of dealing with individ- 
uals on a one-to-one or group basis to working in the commu- 
nity and developing a range of facilities and residential &lter- 
natives, the book is alive with real-life feelings, successes, 
and failures; it is not merely a theoretical series of essays. In 
addition, there is a useful bibliography that relates this work 
to the field at large and is useful for those of us who wish to 
delve more deeply into this difficult area of mental health 
practice. 

One cannot continue a review of this type of book without 
a word about the fact that it is written about people who not 
so long ago were warehoused in our state hospitals and who 
were often seen, sometimes guiltily, as our treatment fail- 
ures. This is not a glamorous area of psychiatry, but it has 
been a source of advances made through ordinary hard work 
by a variety of people, many of whom are unrelated to psy- 
chiatry. The newer concepts of rehabilitation, the use of a 
variety of social welfare mechanisms, the increased demand 
that the patient has a right to treatment, in combination with 
psychotropic medications, deinstitutionalization, and nor- 
malization philosophies have led us to this development. 
Still, many of our community mental health centers do not 
handle chronically ill patients well. They will never be able 
to do so until thev begin to follow the precepts laid down by 
Dr. Lamb and his associates. When that begins to happen, 
we will al] tend to benefit: the patient, the mental health 
worker, the community, and society in general. a 

This book repeatedly demonstrates that the majority of 
long-term mental patients do not need lengthy hospital- 
ization. Dr. Lamb begins the book with a set of guiding prin- 
ciples, central to which is the view that one must hold high 
but realistic expectations for the patient so that he or she will 
strive to reach his or her fullest social and vocational poten- 
tial. With this in mind, he repeatedly underlines the need to 
help a patient achieve mastery, focusing on the healthy side 
of personality, leaving the pathological features alone, and 
emphasizing how the individual can participate in social and 
work environments. In fact, participation in the world of 
work is seen throughout this book as a key means of.main- 
taining an individual's level of competency. 

The book ranges from chapters on individual psychothera- 
py of the long-term patient to a chapter on program evalua- 
tion and a recommendation for a bill of rights for “‘citizens 
using outpatient mental health services'' written by a 
"former patient." A chapter on alternative living arrange- 
ments by Marjorie Edelson, a social worker in the California 
Department of Health. gives an outstanding review of the 
meaning of these living situations for patients and how they 
can be used to provide a therapeutic milieu. Another chapter 
by Dr. Richard Shadoan, Medical Director of the Westside 
Aftercare Program in San Francisco, follows this up by de- 
scribing the therapeutic potential and problems in achieving 
positive goals in the use of so-called board and care homes. 
The day treatment center, an increasing focus for services tù 
the deinstitutionalized long-term patient, is handled by Dr. 


Lamb in another chapter. He provides an extraordinary - 


service by describing the myriad problems and issues tiiat 
one must contend with. This chapter is must reading for 
those who are contemplating the development of a day treat- 
ment center. Finally, Cecile Mackota, Vocational Services 


» Supervisor in the San Mateo Department of Public Health 
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‘and Welfare, provides an “excellent discourse on the use of 
work as a therapeutic modality. 

This book is strongly recommended for all mental health 
personnel (and citizens and legislators) who must consider 


- the techniques and costs of maintaining the long-term patient 


in the community. We still do nct have all of the answers, 
but Dr. Lamb and his associates have definitely brightened 
our path and defined our way. 


PH.D., M.P.H. 
Boston, Mass. 


ARTHUR J. BINDMAN, 


Scientist As Subject: The Psychological Imperative, by Mi- 
chael J. Mahoney. Cambridge, Mass., Ballinger Publishing 
Co. (J.B. Lippincott Co.), 1976, 242 pp., $6.95 (paper). 


The cryptic title of this book becomes clear after com- 
pleting several pages of chapter 1. It is an expansive, icono- 
clastic review of the apparent and covert limitations in cur- 
rent scientific ideology and practicing scientists (homo scien- 
tus). Drawing heavily on eminent sources of ideas in the 
philosophy of science and related disciplines (Kuhn, Bacon, 
Planck, Merton, etc.), Mahoney states in his character- 
istically discursive style: “I will argue that the scientist’s 
passion for his theories should be adequate to sustain a 
courtship or even a marriage—but inadequate to prevent di- 
vorce” (p. 9). 

In chapters 2-6 Mahoney presents a personalized, highly 
polemic viewpoint of issues, including graduate training 
(Ph.D.), academic politics, publication policies, and the vir- 
tues of research in the psychology and sociology of homo 
scientus. Of greater intellectual significance and more to the 
point of his thesis is the summary and critique of the contem- 
porary status of rational ideological approaches to science 
presented in chapters 7-9. 

Chapter 7 presents a brief overview of Mahoney's solution 
to the inherent subjectivity in all forms of rationalism. The 
answer lies with Robert Bartley's discussion of ‘‘compre- 
hensively critical rationalism.’’ Bartley is cited by Mahoney 
as presenting the view that all beliefs, including those of es- 
tablished scientific dogma, should be held open to criticism 
and thereby subject to abandonment by their adherents. Per- 
petual internal revisions of theories in order to salvage them 
from contradictory evidence (the Duhem-Quine thesis) is a 
self-defeating and nonproductive approach, according to 
Mahoney. To further this commitment to the relative ease 
with which one's beliefs should be vulnerable and replace- 
able, Mahoney advocates the cultivating of disconfirmatory 
reasoning and points out the logical fallacies and current 
blind acceptance of confirmatory reasoning (‘‘verifying’’ the 
hypothesis) and inductive reasoning (reaching conclusions 
that exceed the truth content of the premises). 

The final sections of the book include a postscript, fol- 
lowed by several empirical studies supporting some of the 
above arguments, and closing with a theoretical treatise ti- 
tled “The Costs of Commitment," which Mahoney states 
was the original idea for the title and content of the book. 

he chapters following the postscript may give the reader 
the impression that Mahoney has overstated his case or has 


* * nearly exhausted his intellectual capacity on the topic. On 


further reflection, it may be to the contrary: the' terrain over 
Which Mahoney travels is so abundantly strewn with gems of 
wisdom as well as a few pebbles of questionable value that 
the author fatigues and exhausts the reader in the examina- 


tion of every piece along tke wav. . 
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An example of the stimulating quality of Mahoney's writ- 
ing is the metaphorical treatment of science as religion. Wor- 
shipers of knowledge are well endowed with their share of 
prophets (‘‘Nobelists’’), rituals (publication practices, con- 
vention attendance), gatekeepers of the truth (journal edi- 
tors), and ^*mundane occupants of the pulpit” (college pro- 
fessors) (p. 11). Quotables from the literature abound, many 
of which capture the theme of the book in elegant and poi- 
gnant style. Examples include B.F. Skinner: ‘‘Science is a 
willingness to accept facts when they are opposed to wish- 
es" (p. 108); Max Planck: ‘‘A new scientific truth does not 
triumph by convincing its opponents and making them see 
the light, but rather because its opponents eventually die, 
and a new generation grows up familiar with it’’ (p. 24); and 
Disraeli: ‘“There are three kinds of lies: lies, damned lies and 
statistics" (p. 78). 

Mahoney's suggestions for reform at a practical level are 
parochial and at times platitudinous when addressing gradu- 
ate study (presumably in psychology). They include optional 
master's degrees on the way to a Ph.D., optional compre- 
hensive examinations, specification of personalized core 
courses and a grade of B in each of several disciplines, en- 
suring that students have more voice in departmental policy, 
and teaching students how to raise questions rather than pro- 
vide answers. 

Mahoney's recommendations regarding journal publica- 
tion policy reform are, on the other hand, quite challenging 
and far-reaching. The suggestions are supported by empiri- 
cal studies conducted by Mahoney. Fictitious manuscripts 
were sent to editors in an attempt to identify reviewer bias 
(defined as reaching decisions not based on the merits of the 
work itself) in selecting manuscripts for publication. Vari- 
ables such as positive outcome of results and self-references 
to supportive studies *'in press” correlated with publication 
acceptance. Leaving no stone unturned, Mahoney suggests 
acceptance of multiple submissions of papers to a variety of 
journals simultaneously, arguing that most rejected papers 
are resubmitted and that multiple journal review is common 
practice but sequential rather than simultaneous. The impli- 
cations of simultaneous reviews are obvious in relation to 
reducing publication lag and placing pressure on Journal edi- 
tors to review and publish material expeditiously, before 
competing journals publish the original study received by 
them at the same time. 

The book will appeal to a wide audience among those of us 
concerned with the belief system associated with scientific 
inquiry and the personal paths to recognition and glory. In 
this regard, the traditional psychotherapist may lose his or 
her way in the great expanse of intellectual material present- 
ed by Mahoney in a style that 1s at best self-disconfirmatory 
and at worst self-effacing. What would patients think if we 
told them we thought we had some answers to their prob- 
lems, but we would know a great deal more if our inter- 
ventions failed rather than succeeded, and this in turn would 
lead us closer to the truth? However, cognitive sets or ideol- 
ogies that might be conveyed by the therapist intentionally 
or unintentionally are not the subject of this book, although 
Mahoney dealt with this topic in Cognition and Behavior 
Modification (1). The question of the compatibility of the 
role of psychotherapist and the role of scientist/professional 
is another increasingly important issue that comes to mind in 


. \ 


the light of a growing interest in replicable and accounane: 


methods of psychotherapy. 
In the final analysis, one wonders if more knowledge aight 
have been obtained by the reader in pursuit of a comprehen- 


sive understanding of current views of the philosophy and ° 
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limitations of science by reading the original sources that 
Mahoney stimulates us to consult. The value of Mahoney’s 
book may lie in the eye-opening qualities of much of its con- 
tent and the audacity of its author in treading on sacred 
ground and casting at least a shade of doubt on the scientific 
truths we hold so firmly. Mahoney tries to leave no question 
as,to his "faith" in comprehensively critical reasoning, ear- 
marking the royalties cf the book for further research in this 
area (How will the grants be awarded?). He concludes that 
the book may achieve its purpose if it only provides a heuris- 
tic offering and target of refutation from which, perhaps, a 
new and more effective model will emerge. 


REFERENCE 


i. Mahoney MJ: Cognition and Behavior Modification. Cam- 
bridge, Mass., Ballinger Publishing Co, 1974 


WILLIAM J. Di Scipio, PH.D. 
Bronx, N.Y. 


The Therapeutic Use of Child’s Play, edited by Charies 
Schaefer. New York, N.Y., Jason Aronson, 1976, 663 pp., 
$20.00. 


Play therapy is an integral part of virtually all major ap- 
proaches to understanding and ameliorating the disturbed 
emotional adjustments of children. During the last six dec- 
ades the variety of theoretical constructs (and the play thera- 
py techniques founded on them) has become increasingly 
more complex. The editor of this book has set himself the 
prodigious task of providing a broad introduction to the 
study and use of children’s play for therapeutic purposes. 
Fully aware that a critical assessment of this broad topical 
area is not possible at this time, he sets out to encempass his 
goal sequentially by using classical articles by the original 
authors, providing a succinct introduction to each of the key 
sections of the book, and designing a format that clearly 
shows the variegated richness of this topic. 

The book is arranged into four distinct parts, each of 
which is ushered in by a succinct introduction that places the 
contributions into both general and specific perspectives for 
potential readers from a variety of training backgrounds. 
Part one reviews past and current key theoretical contribu- 
tions to the understanding of children’s play. Part two re- 
views the six modern approaches to the therapeutic use of 
play: psychoanalytical, release, relationship, group, limit- 
setting, and behavioral. Part three provides another excel- 
lent and well-balanced smorgasbord of the most commonly 
used clinical play techniques. Part four returns to the six ma- 
jor approaches to play therapy reviewed in part two and pre- 
sents specific literature contributions on the actual types of 
clinical experiences with each of these approaches and their 
allied techniques. 

The editor's format clearly enhances the overall excel- 
lence of this book. In particular, the presentations move 
smoothly from theory to general approaches, tc specific 
techniques, and then to clear examples of the direct applica- 
tion of this body of information in actual clinical transac- 
tions. Eclectic in scope, this book offers a superb representa- 


* tion of the current diverse viewpoints in play therapy. The 


* * 


excellence of this book's format invites its readers to select 
atid/or refine the therapeutic principles and techniques that 
are most compatible with their own past or current personal 
postures dnd professional training orientations. 
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This is an outstanding book and should be widely used by* 
all professionals who daily extend their efforts on behalf of 
emotionally dis:urbed children. 
FRANK J. MENOLASCINO, M.D. 

Omaha, Neb. 
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Schizophrenia: Selected Papers. Psychological Issues Mono- 
graph 38, by David Shakow. New York, N.Y., Internationa! 
Universities Press, 1977, 345 pp., $12.50. 


David Shakow, the man, humanist, teacher, and scientist, 
can be appreciated from this series of essays. Shakow stands 
above the ordinary as a sensitive psychologist, clinician, and 
researcher with a grasp of the complexity of the study of 
psychosis and as a teacher who has stimulated young investi- 
gators to pursue discrete experimental hypothesis testing 
among schizophrenic subjects. 

In his early essay, " The Nature of Deterioration in Schiz- 
ophrenic Conditions," Shakow enunciates what has become 
one of his great contributions to the study of schizophrenia: 
*"The schizophrenic patient seems unable to keep the 'set' 
(readiness to respond) necessary for the effective handling of 
a task for longer than a few seconds” (p. 67). 

On the basis of his detailed physiological testing data com- 
paring schizophrenic and ‘‘normal’’ subjects, Shakow notes, 


If we were to try to epitomize the schizophrenic per- 
son’s system in the most simple language, we might say 
that he has two major difficulties: first, he reacts to old 
situations as if they were new ones (he fails to habit; 
uate), and to new situations as if they were recent past 
ones (he perseverates); and second, he overresponds 
when the stimulus is relatively small, and he does not 
respond enough when the stimulus is great. (p. 144) 


Through his selected essays, Shakow carefully notes the 
importance of a number of variables to be controlled in any 
study of human behavior and especially schizophrenia. He 
notes the need for careful documentation of diagnosis, espe- 
cially with replication, validation, and continued reappraisal 
by unbiased judges. The issue of nosology, heavily invested 
in the Worcester State Hospital research project, has not 
been resolved but logically extends to the current struggle of 
the DSM-II (1) and DSM-III diagnostic projects of APA. 
Shakow further points out the need to view the group of 
schizophrenic patients for all their expressed needs and div- 
ersity. An early contribution from the Worcester studies ts 
the use of nonschizophrenic control subjects as a means to 
highlight and elucidate the schizophrenic nature. 

In the chapter ‘‘On Doing Research in Schizophrenia," 
Shakow literally provides cookbook instructions for ef- 
fective research regarding schizophrenic subjects. He out- 
lines the possible problems and some solutions and reflects a 
scholarly respect for the difficulty of one human being's eval- 
uating the performance of another. 

Shakow's sensitivity to the historical perspective of sct- 
ence becomes clear in his description of the Worcester pro™ 
ject. This essay documents the real problems of beginning, 


sustaining, and abstracting usable data in a multidisciplinary -- 


assault on the complex problem of schizophrenia. The schol- 
ar of schizophrenia and the research scientist as well as the 
interested layman will find this warmly written essay satis- 
fying but frustrating in that, although productive papers are 
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tained. 

At a time when studies of children at high risk for schizo- 
phrenia are producing significant breakthroughs in the: un- 
derstanding of the genetics of schizophrenia, the reader 
learns that in 1928 Shakow foresaw the potential of studying 
children born to schizophrenic mothers. This is described in 
his essay ‘‘Some Thoughts About Schizophrenia Research in 
the Context of High Risk Studies.” 

In essence, these chapters achieve a balance between sci- 
entific studies of schizophrenic subjects and historically, 
heuristically readable essays about Shakow's long and rich 
experience in establishing ways of considering the why, 
who, what, and how in investigating human behavior. These 
essays reflect the history of the thinking of this man and his 
peers as they set up research institutions and programs, 


clearly displaying the philcsophy, thought, and dedication 


needed for any such research attempt. 
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1. American Psychiatric Association: Diagnostic and Statistical 
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JAMES R. STABENAU, M.D. 


Farmington, Conn. 


Tissue Responses to Addictive Drugs. edited by Donald H. 
Ford, Ph.D., and Doris H. Clouet, Ph.D. New York, N.Y., 


- Spectrum Publications (Halsted Press, John Wiley & Sons, 


distributor), 1976, 693 pp., $50.00. 


Substance abuse is a persistent plague that stubbornly re- 
fuses to disappear. Virtually every society throughout his- 
tory has been forced to recognize this painful reality. In the 
United States :he pain became acute during the past decade 
as we again struggled with a substance abuse pandemic. In 
characteristic -fashion we responded with a deluge of pas- 
sionate rhetoric, but little progress seemed to occur. The 
President of the United States joined the battle and went so 
far as to label the drug problem *'public enemy number 1.” 
Nevertheless, people continued to abuse chemical sub- 
stances. Furthermore, historical trends suggest that they al- 
ways will. 

Despite this pessimistic tradition, we may have cause for 
cautious optimism. Tissue Responses to Áddictive Drugs is 
part of the reason. This excellent book generates optimism in 
several ways. First, it summarizes new knowledge, and new 
knowledge always seems to make one enthusiastic about fu- 
ture potentials. Second, it dramatizes an essential point 
about the need to return to fundamentals when evaluating a 
difficult problem. Indeed, this may be the most important 
message conveyed by the book. To illustrate, whenever an 
identified social dilemma develops, a predictable sequence 
of events seems to occur: people repeatedly discuss the 
problem; they dissect its various components in an attempt 

-fo understand it; often, there is a desire to blame someone or 
something for its occurrence; individual casualties of the 


s- problem are dramatized by the mass media; and, finally, a 


floed of suggestions is generated, public suppert is mobi- 
làzed, and there is a mass clamor for programs to counteract 
the perceived evil. This is precisely. what happened with the 
pandemic of substance abuse still under way in the United 


" States. Unfortunately, clinical investigators working in this , 
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climate are too often influenced by the demand for prompt 
solutions, which results in a premature asking of global ques- 
tions: What causes heroin abuse? Why do people become 
alcoholic? How do we get rid of substance abuse? Disap- 
pointingly, such broad-spectrum questions in science are 
somewhat like constructing pyramids from the top down- 
ward. The ultimate product can be visualized, but without a 
firm foundation the work proceeds very slowly and repeat- 
edly crumbles. Much of the substance abuse research seems 
to fit this metaphor. 

Fortunately, as global questions about substance abuse 
were being publicly debated, hundreds of investigators 
were researching the more fundamental issues: What are dis- 
tribution patterns for opiates? Where do they accumulate in 
the body? Are there specific receptor sites? If so, how do 
they operate? What role do neurotransmitters such as dopa- 
mine, acetylcholine, and norepinephrine play in addiction? 
Are there naturally occurring morphinelike substances? If 
so, what effect do they have in the production of tolerance 
and withdrawal? The return rate of information from such 
basic laboratory quesiions is slower than that from social 
evaluations, but I have little doubt that if we ever master the 
problem of substance abuse, a great deal of the credit will go 
to the hundreds of investigators who have forged the funda- 
mental basic foundations of substance abuse in the last dec- 
ade. Many of their findings are presented in this book. 

Tissue Responses To Addictive Drugs stems from a sym- 
posium conducted in June 1975 at the Downstate Medical 
Center of the State University of New York. The book con- 
tains proceedings of a workshop session for the International 
Society for Neuroendocrinology. Specifically, the works of 
93 contributors are presented in 41 papers. The only com- 
mon theme for the papers is that each pertains to some rela- 
tively technical aspect of biomedical studies of drug depen- 
dence. Most deal with opiates and endogenous morphinelike 
factors (endorphins). Several alcohol studies are also includ- 
ed. Of special interest, many of the reports blend studies on 
abused substances, their interactions with neurotransmit- 
ters, and their impact on neuroendocrinological function. 
Because of this blend, the reader is left with the sudden real- 
ization that drug abuse may not be the isolated problem it 
often seems. Many of the same neurochemical mechanisms 
that are helping to explain other psychopathological condi- 
tions may be relevant to substance abuse. Science has been 
known to proceed in strange ways, and it is entirely conceiv- 
able that a biochemical understanding of hedonic behavior, 
such as is found with heroin abuse, might produce greater 
understanding of psychopathological dilemmas such as an- 
hedonic experiences found with depression. 

The papers in this book are uniform in style, describe well- 
designed experiments, contain good visual displays, are de- 
void of typograhical errors, include many tables, and are 
widely referenced. A point of caution, however: this book is 
not a basic primer. A degree of biochemical sophistication is 
required to absorb many of the findings. However, any read- 
er would inevitably develop some appreciation for the com- 
plexity of the problem of substance abuse by reviewing this 
text. It probably has greatest value for the newcomer to the 
field, but mental health professionals of all types will be in- 
terested to learn that investigators have identified a drug- 
membrane opiate receptor bond; that there are naturally oc- 
curring morphinelike substances within the body; that the - 
secondary responses to the initial drug receptor interactzen 


are probably mediated via neurotransmitters, the adenylate * 


cyclase system, and the prostaglandins; that there may be 
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secondary intracellular binding sites for narcétics: that - 
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many abused substances have biphasic effects differing with 
dosage; and that acute manifestations may differ from those 


' Observed chronically. Surely, we will someday use some of 


this information to answer troublesome clinical questions. 
Such facts might even move.us one step closer ta finding the 
long-sought nonaddictive analgesic. 

The editors conclude their text by saying that the final val- 
ué of meetings such as the one that led to this book will re- 
quire fuiure validation. Since a variety of the findings report- 
ed in these papers are in disagreement with each other, such 
future assessment of merit is certainly required. However, 
this book is clearly a sound infrastructure on which to build. 
As such, it is a valuable contribution to the literature. 


JOHN F. GREDEN, M.D. 
Ann Arbor, Mich. 


Hypnotic Realities: The Induction of Clinical Hypnosis and 
Forms of Indirect Suggestion, by Milton H. Erickson, Ernest 
L. Rossi, and Sheila I. Rossi. New York, N.Y., Irvington 
Publishers (Halsted Press, John Wiley & Sons, distributor), 
1976, 318 pp., $23.50 (includes a I-hour cassette recording). 


Milton Erickson is generally regarded as one of the most 
prodigious and original contemporary workers in the field of 
hypnosis. His contributions to technique have for many dec- 
ades served as an inspirational magnet attracting profession- 
als in psychiatry and psychology to hypnosis as a research 
and therapeutic tool. Those of us who have seen Erickson 
work are both awed and inspired by his extraordinary clini- 
cal sensitivity and untiring facility to enter into the intra- 
psychic designs of his hypnotic subjects, influencing them 
with carefully targeted suggestions. His contributions to 
trance induction have been particularly noteworthy, and we 
have wished that one could devise a medium that could com- 
municate Erickson's methods in a more facile way. Hypnotic 
Realities is an effort in this direction. 

Erickson's novel contribution to hypnosis is his singular 
ability to influence his patients toward therapeutic goals by 
indirect suggestions that bypass defensive resistances. Al- 
though the patient possesses the potential for improved ad- 
aptation, he or she is usually unable to mobilize these re- 
sources without working through psychological obstruc- 
tions, which requires many months and even years of 
traditional painstaking psychotherapy. It is Erickson's con- 
tention that hypnosis, properly employed, can operate as a 
catalyst in the process of working through. 

What is essential in Erickson's technique is that the hyp- 
notherapist detect and employ the patient's own learnings, 
associational processes, and latent aptitudes to overcome 
obstructions. Toward this end Erickson exploits what he 
calls a “utilization theory" that focuses on the patient's pre- 
senting behavior and symptoms. The hypnotherapist care- 
fully studies the patient's unique modes of verbal and non- 
verbal response for clues and then manipulates these by in- 
direct forms of suggestion, which include questions, binds, 
double binds, puns, metaphors, and truisms. The hypno- 
therapist also uses other two-level communications, classi- 
cal procedures of dissociation, ideomotor signaling, implied 
directions, implications, multiple tasks, partial remarks, 
dangling phrases, pantomime, and other types of nonverbal 

uggestion. Visual imagery, shock, and surprises are also in- 
educed at crucial points. These forms of suggestion, which 
have never been so precisely described before, are illustrat- 
ed and analyzed in Hypnotic Realities in the context of a 


. 
* 


5. 
- un 


BOOK REVIEWS 


series of hypnotic sessions with à voluntar 
The authors show how we all understand, behave, and re- 
spond only in terms of our own experiential background— 


FO . 


our.own frames of reference. It is the hypnotherapist's task * 


to learn to recognize his or her own as well as the patient's 


uniqué frames of reference and how to translate them. ` 


Patients have problems because of the learned limitations 
that their too-limited frames of reference impose on them. 
The authors describe a score of indirect suggestions that 
have been fourd effective in helping patients break through 
these self-limitations. The indirect approaches have been 
misunderstood as tricks and manipulations in the past; this 
book delineates how they are actually linguistic tools that 
may help individuals unlock their own potentials and achieve 
their own therapeutic goals in their own way. 

The format cf the book is unusual in that it employs both 
verbal (cassette audiotape) and printed material. The text 
contains Erickson's exact words as recorded on the tape and 
his comments later in the form of a discussion with one of the 
coauthors, Ernest Rossi, explicating his procedures and re- 
lating them to what was happening with the patient. At the 
end of each sessicn there is a general commentary that dis- 
cusses clinical and research implications. The cassette adds 
an interesting dimension that is usually lacking in books on 
techniques, i.e., the illusion of being present at the sessions, 
absorbing not only the content of what is said but also the 
mode of presentation. In listening to the tape, it is best to 
follow it with the text because some sections are not tco 
clear. One mav then interrupt the tape and study the com- 
mentaries in the book as one desires. 

This is not a book to be skimmed through casually. It must 
be studied thoroughly and reread. The reader’s ability to ab- 
sorb the subtleties of Erickson’s strategems will depend on 
whether he or she can integrate cognitively what is heard and 
read, on his or her flexibility and sensitivity, and, most im- 
portant, his or her ability to adapt what has been learned to 
new and unique situations in clinical practice. The book is 
particularly suited for the clinician who seeks to perfect his 
or her hypnotic induction techniques and methods of trance 
utilization. It will also be valuable for the researcher investi- 
gating communication and the influencing process. 


LEwIs R. WOLBERG, M.D. 
New York, N.Y. 


The Freudian Paradigm: Psychoanalysis and Scientific 
Thought, edited by Md. Mujeeb-ur-Rahman, Ph.D. Chi- 
cago, Ill., Nelson-Hall, 1977, 404 pp., $17.50; $9.95 (paper). 


In this volume the editor seeks to demonstrate, through 
the writings of psvchologists, psychoanalysts, philosophers, 
and other scholars, that the Freudian paradigm is consistent 
with scientific and philosophical thinking. One hopes that the 
essays presented here can emphasize the scientific under- 
pinnings of psychoanalysis and possibly assist in the in- 
tegration of the objective experimental tradition with the 
clinical tradition. 


The papers, all of which are reprinted from various jour-. 


nals, anthologies, and monographs with the exceptign of the 
editor’s initial essay, are organized into three major sections. 
The first, Freud and the Structure of Scientific Revolutions, 
compares the Freudian ‘‘revolution’’ with the developments 
associated with Copernicus, Darwin, and Einstein. The see- 
ond section, Freud and the Modern Philosophy of Science, 


, consists of discussions of scientific meaning, approaches to 


. 
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"validation, du e criteria of evidence as applied to psycho- 
analytic hypotheses. The concluding portion, Freud and the 
Science of Psychology, discusses the position of psychoanal- 


* ysis in the broad fleld of psychology. The papers in this 


.largest section include contributions by Ernest Hilgard, 
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Lawrence Kubie, David Shakow, Heinz Hartmann, Gardner 
Murphy, David Rapaport, and other illustrious authors. 

This collection of readings, unlike others devoted to this 
topic, presents 24 essays by 22 different authors, all focused 
on the validity of tke psychoanalytic approach and its scien- 
tific justification. The Freudian Paradigm is thus one of the 
most comprehensive anthologies available to us today. Un- 
fortunately, however, many of the essays, although classic, 
are somewhat dated. The editor provides no introductory 
comments that would explain his reasons for selecting and 
reprinting each paper. There is no critique at the end of the 
book pointing out where we have been, where we are, and 
where we may go in the future. There is also no index. De- 
spite these criticisms and the fact that the articles have 
been published before, the book provides a convenient 
source of these scholarly contributions. 


GEORGE H. PorLock, M.D., PH.D. 
Chicago, Iil. 


Crime and Personality, revised ed., by H.J. Eysenck. Boston, 
Mass., Routledge & Kegan Paul, 1977, 217 pp., $8.95. 


This edition of Crime and Personality is the third revised 
edition of a collection of nine essavs written in a lucid, popu- 
lar style, devoted to the thesis that criminality is of genetic 
and biological origin. Those familiar with Eysenck's exten- 
sive psychological writings will immediately recognize the 
author's consistency. Among academic psychologists, Pro- 
fessor Eysenck of the University of London is one of the 
foremost in persistently proclaiming a genetic foundation for 
intelligence, personality, and most human behavior. 

It is difficult for an American psychiatrist to properly ap- 
praise Eysenck's assertions because just about all of his 
work has been so foreign to the sociological, psychological, 
and environmental perspectives of psychiatry and criminolo- 
gy in the United States. The idea that criminals are born 
rather than made and that their criminality is recognizable 
throügh their personality traits at a very early stage of child- 
hood is not an attractive thesis for most of us. We find it 
difficult to attribute to it much scientific validity. 

Others, particularly legislators and those in the criminal 
justice system faced with the onerous task of coping directly 
with the offender, may find ideas like those promulgated by 
Eysenck very attractive in the same way the Jensen- 
Shockley assertion of genetically based differences in racial 
intelligence is attractive to the reactionary educator and the 
racist public. Shades of Lombroso! 

Eysenck stresses that even though he is convinced that 
criminality is genetizally determined he is not a rehabilitative 
nihilist. To the contrary, he insists that the realization of the 
inherited nature of the personality and the neurological defi- 


.ejiencies underlying criminal propensities makes it possible 


to rationally use ccnditioning and other behavior modifica- 
tion techniques with the offender. He is aware of the charge 
of brainwashing, but he responds, ‘‘Positive reinforcement 


through rewards for proper behaviour presents the best as. 


well as the kindest way of carrying out this task [of rehabili- 
tation]; if this be caled ‘brainwashing,’ then by all means let 
us brain-wash our prisoners” (p. 179). 
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I find very little that is convincing or credible in Eysenck's 
many writings about psychology, personality, intelligence, 
and crime or in his criticisms of psychotherapy. However, 1 
am a psychiatrist with Freudian psychoanalytic training and 


-a strong sociological bent, so I suppose Eysenck would find 


little that is convincing and credible in the concepts in which 
I believe. | 


BERNARD L. DIAMOND, M.D. 
Berkeley, Calif. 


Neighborhood Psychiatry, edited by Lee B. Macht, M.D., 
Donald J. Scherl, M.D., and Steven Sharfstein, M.D. Lex- 
ington, Mass., Lexington Books (D.C. Heath and Co.), 
1977, 222 pp., $17.50. 


In this day of heightened interest and rapid advances in 
biological psychiatry, this book stimulates the reader to 
pause and reflect on community and neighborhood psychia- 
try. For those well acquainted with community psychiatry, 
the book provides interesting examples of where various 
programs are today and where they might be going. For psy- 
chiatrists not so well acquainted with this area, the descrip- 
tions of certain community programs aid in understanding 
how neighborhood psychiatry relates to the broad range of 
human service programs. Many psychiatrists may not be 
aware of recent developments in human service programs 
and how these have become related to community mental 
health centers. Julius Richmond’s well-written foreword 
may provide some insights into the future of health care de- 
livery systems. For example, he states, ‘‘Integration of our 
present fragmented system represents one of the next major 
creative efforts in developing human services." 

Jack Ewalt discusses the crucial difference between treat- 
ing the poor in a large psychiatric medical center in the cen- 
tral city and treating them in their own neighborhoods: ‘‘I 
question the morality, the good sense, or the usefulness of 
diagnosing as a psychiatric problem the depressed, angry, 
and discouraged mother with a number of children who lives 
in poverty in the slums.” It is only by treating people in their 
neighborhood settings that psychiatrists can appreciate the 
real problems that may be contributing to the emotional 
states they are evaluating. 

The book begins with Lee Macht's concise, historical per- 
spective of the field of neighborhood psychiatry. Following 


. the commentaries of Jack Ewalt and Chester Pierce, Donald 


Scherl discusses the human services movement and its rela- 
tionship to psychiatric services in the neighborhood. The 
section on neighborhood psychiatry program models is the 
most interesting and useful aspect of the book, although I 
cannot help but add that the book is a bit provincial in that 


the program models come from the northern half of the east- . 


ern seaboard of the United States. In spite of this provincial- 
ism, there are good examples of program models, such as 
developing and working with an outreach team, psychiatric 
consultation to an outreach team, and development of a 
comprehensive neighborhood psychiatric center. 

In the section on research and training, Roberto Jiminez 
presents an experiential group approach to working with 
neighborhood workers and professionals to help them not 


problems. The section on evaluation as a whole, howevetsdi; 
rather 'cookbookish,'" but it would be worth reading for 
those planning to evaluate an outreach program and it con- 
tains a good bibliography. 


only to work better with their clients but to solve eremi 
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All of the chapters are well written. The introduction to 
the book and the introductions to the chapters are helpful in 
making transitions, but it is dificult to weave the many short 
chapters about different and specialized situations into a 
meaningful picture. Nevertheless, this book will be valuable 
for those who want a current view of neighborhood psychia- 


try. 


ROBERT L. LEON, M.D. 
San Antonio, Tex. 


The Parents Book About Divorce, by Richard A. Gardner, 
M.D. Garden City, N.Y., Doubleday & Co., 1977, 357 pp., 
$9.95, 


The continuously rising divorce rate in the United States 
brings an increasing number of patients to psychiatrists’ of- 
fices not only for individual or marital therapy but also for 
divorce therapy. Some marital and family therapists flooded 
by the onslaught of these divorce problems are heavily in- 
volved in research and treatment of the many problems ac- 
companying divorce. Dr. Gardner, already widely known for 
his work in his second profession—that of a zommercial 
writer—scores again in the vital area of public education. 
This book follows naturally from his well-read book, The 
Boys and Girls Book About Divorce (1). Now parents are 
given the advantage of his knowledge and experience in this 
crisis-oriented field. Gardner provides dynamically sound 
and solid advice in a clear, lucid, and unequivocal style. 

For the professional, this book can be used both for his or 
her own education and enlightenment and for recommenda- 
tions as bibliotherapy for patients. I recommend it highly. 


REFERENCE 


I. Gardner R: The Boys and Girls Book About Divorce. New 
York, Science House, 1970 


PETER A. MARTIN, M.D. 
Ann Arbor, Mich. 


Phenomenology and Treatment of Depression, edited by Wil- 
liam E. Fann, M.D., Ismet Karacan, M.D., (Med)D.Sci., 
Alex D. Pokorny, M.D., and Robert L. Williams, M.D. New 
York, N.Y., Spectrum Publications, 1977, 340 pp., $20.00 


The goal of this symposium report is to survey current 
clinical knowledge and research on depression. It does not 
shun the controversial issues (including the use of ECT or 
psychotherapy without medication), but it generally stays 
with therapies that have been extensively tested. 

The clinically oriented papers include Kane's report on 
the 50% of women taking oral contraceptives who experi- 
ence moderate depression. He suggests that this is related to 
progestins, which influence CNS action through biogenic 
amines. Kaplan points out that married women consistently 
have higher rates of depression. This is presumed to be due 
to a loss of self-esteem and inner-directed anger because 
women are taught to inhibit responses that would deflect 
blgme. Rumbaut's study of life events, change, migration, 

nd depression hypothesizes an accumulation of precipi- 
tating hazards that convey loss and social undesirability. 
Gaitz describes how difficult it is to distinguish between or- 
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ganic ‘brain syndrome and depressive spin in the el. 
derly. Normal elderly people have sympt6ms similar to de- 
pression. Karacan and associates report on sleep abnormal- 
ities in depression, but the several patterns they found lack 
consistency. Pokorny reminds us that about 1796 of deaths in 
affective disorders are due to suicide but we still cannot pre- 
dict just who will complete a suicide. Prevention of suicide 
depends on the early recognition of depression. Zung reports 
on a comparison of his scale with other scales for measuring 
depressive discrders. 

The papers on biological causes of depression include 
work on amine metabolism as well as a review of neuroenco- 
crinology. Prange's chapter describes five distinct patterns 
of pituitary responses in depression. He highlights the need 
to clarify the relationship among biogenic amines, hypotke- 
lamic releasing factors, and pituitary trophic hormones. C'a- 
vis' chapter presents a clear description of the biogenic 
amine hypothesis; he covers the norepinephrine theory, tae 
serotonin theory, and the permissive theory as well as a two- 
disease theory to account for the reduction of norepineph- 
rine and/or serotonin. Burns and Mendels' paper offers a 
more complex review of the biochemistry of serotonin pre- 
cursors and catecholamine precursors. 

In one of the clearest chapters of the book, White reviews 
current psychoanalytic concepts, starting with the fact that 
there is as much disagreement among analysts as among bi- 
ologists. Analytic theories include concerns with 1) the af- 
fect of depression as a response to loss, 2) losses that may be 
real, fantasized, or symbolic, 3) a primary depression that is 
due to a loss of the mother-infant attachment between the 
ages of 6 and 36 months, 4) a loss of the mother that may be 
physical or emotional, and 5) the fact that early loss sensi- 
tizes a child to later life losses and therefore to depressióa. 
Bruch writes or. depressive factors in adolescent eating and 
highlights the interaction between depression and weigat 
changes during adolescence. Decker bravely covers a very 
sensitive phenomenon, the patient who makes a decision for 
death (as opposed to suicide), presenting six cases to illus- 
trate his classification scheme. Fabish and Kimbell write on 
psychological correlates of the severity of depression. They 
hoped to relate psychological characteristics to severity ar.d 
outcome but found only trends, not clear-cut correlations. 
Subjects who performed better seemed less sick, but this 
might have been a chicken-or-egg question: Were the right 
questions tested? t. 

Another series of chapters deals with the clinical manage- 
ment of depression. One interesting study reported by Fel- 
som concerns the use of a milieu approach in attitude thera- 
py, but most clinicians today would be concerned about not 
using antidepressants in the more serious depressive illness- 
es. Sherman writes about the crisis management of depres- 
sion, focusing on suicidal patients, withdrawn patients, agi- 
tated patients, and those with a variety of somatic com- 
plaints. The chapter by Comstock concerning outpatient 
management of depressive disorders proposes to separate 
reactive from endogenous depression. The chapter by Staf- 
ford on management of. depression and addictive syndromes 
proposes a problem definition, behavioral goals, the use of 
antidepressants, and a flexible approach to psychotherapy. | 

There are several chapters on drug treatment of depres- 
sion. Schoolar describes the use of mood-active agents and 
reviews tricyclics, monoamine oxidase inhibitors, and lith- 
ium in terms of clinical use and side effects. Glassman and 
associates describe the usefulness of antidepressant plas 
levels. Although plasma levels are not generally available to 
the clinician, a tricyclic plasma level of more than 180 ng/ml 
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is associated Wwth a significantly increased response fate. 
Fann and Whele®% write about the pharmacological treat- 
ment of the anxious and depressed patient and describe sub- 


. groups with both symptoms. Fink, who has written exten- 


¢ 
a 


sively about ECT, proposes that this treatment is best under- 

' stood using a pharmacotherapy model. He suggests that the 
results of ECT depend on seizures and not the way the sei- 
zures are induced. 

This is a useful book that will benefit the student and prac- 
titioner in the health sciences and mental health fields. It is a 
reviewer's cliché to mention the unevenness of articles in an 
edited book, but this one has the merits of an attempt at con- 
sistent editing and a well-organized index. The book does 
justice to the symposium but lacks the consistency that 
would be found in a review by a single author. 

Perhaps the topic of depression is so complex that it defies 
a unified approach. This is a shame, because depression is 
the most common symptom in psychiatric practice and the 
most common psychiatric problem seen by primary care 
physicians. Since there are accepted approaches to the diag- 
nosis and treatment of depressions as well as exciting break- 
throughs in a deeper understanding of etiology, this sym- 
posium would have merited a report by one author. If the 
many symposia tha: are now published deserve the audience 
of the printed word, they should not be collections of papers 
recorded as spoken but careful syntheses of the meritorious 
findings of the conference. Were this challenge met, the field 
would benefit. Considering that these authors are only fol- 
lowing accepted practice, one can praise the effort but hope 
that the synthesis will come. 


DoNALD G. LANGSLEY, M.D. 
s Cincinnati, Ohio 


The Suicidal Patient: Recognition and Management, by Ari 
Kiev, M.D. Chicago, Ill., Nelson-Hall, 1977, 153 pp., 
$12.00. 


This little volume is based on Dr. Kiev's experience with 
300 self-selected patients admitted to the outpatient service 
of a New York hospital. The promise of intensive evaluation 
and follow-up of this group is made but not fulfilled. What is 
presented is a series of short clinical vignettes amply sup- 
porting the view that suicide attempters come from a larger 
population sample than just depressed patients. Other clus- 
ters of personality include patients making a suicidal gesture, 
those with passive-aggressive and dependent personality dis- 
orders or anxiety reactions with interpersonal conflict, and 
those who are socially isolated, suicidally preoccupied, or 
chronically dysfunctional. 

Given the broad group of suicide attempters, it is not sur- 
prising that the author found no single dynamic constellation 
to explain the behavior. He first attempts to review philo- 
sophical and psychological concepts in a historical over- 
view, dismissing Freudian and other analytic viewpoints as 
inadequate to explain the behavior. His own explanation has 
a more social base; he states that suicidal gestures carrv the 
implicit message of a call for help in most patients. 

Dr. Kiev's group of 300 patients had a long history of psy- 
__ chiatric and social problems with a sudden build-up of ten- 
“sion of generally short duration. He emphasizes the use of 
alcohol or drugs to facilitate the suicide attempt and presents 
cfiteria for estimating the seriousness of the attempt. Dr. 
Kiev recognizes many motivations in the patients but still 

- does not get closer to an explanation for the choice of suicide 
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attempt over other available avenues of behavior. 
The author talks frequently in a somewhat contradictory 


fashion of intensive follow-up in a group that he recognizes is ° 


notoriously inaccessible to long-term follow-up because of a 
high dropout rate. He refers to 299 of 300 followed in the 
group on several occasions. I also quarrel with the book's 
inadequate index, which seems inappropriate. There is one 
reference in the index to Bellevue Hospital (incorrectly 
paged). This reference is a patient’s description of treatment 
received at the hospital, emphasizing the frightening aspects. 
Similar reference is also given to Manhattan State Hospital. 
Neither reference adds anything to the strength of the au- 
thor’s position. 

The material presented is largely familiar, but the style is 
readable and the book can be skimmed rapidly. For me, the 
most useful part of the book is appendix three, the Life 
Crisis Inventory. If such a semistructured interview were 
routinely used, it is probable that physicians in admitting 
services would get a much clearer view of the individual who 
attempts suicide. All in all, the book is casual, readable, but 
not tightly edited. 


MARVIN STERN, M.D. 
New York, N.Y. 


Consent Handbook, by the American Association on Mental 
Deficiency Legislative and Social Issues Committee Task 
Force; edited by H. Rutherford Turnbull HI. Washington, 
D.C., AAMD, 1977, 80 pp., no price listed (paper). 


As noted in the introduction to this small but useful vol- 
ume, ''the concept of consent touches everyone.” Psychiat- 
ric patients are no exception (1, 2). Nevertheless, there may 
be some doubt about the capacity of both mentally retarded 


. people and psychiatric patients to provide consent for treat- 


ment, research, and a host of other services. Therefore, the 
material reviewed in Consent Handbook for the mentally re- 
tarded has general as well as specific interest for psychia- 
trists and their patients. 

Although it is not a formal position statement of the Amer- 
ican Association on Mental Deficiency, it was composed by 
a task force of the AAMD's Legislative and Social Issues 
Committee. The contributors include parents, attorneys, ad- 
ministrators, and practitioners from several disciplines. 

The purpose of the monograph is conceptual. It is not a 
compendium of consent forms or a discussion of “Show to do 
it." Rather, it presents a review of the purposes of the in- 
formed consent doctrine. The three elements of consent (ca- 
pacity, information, and voluntariness) are placed in a gener- 
al framework relevant to decision making. 

The following points are presented: 

1. The mentally retarded person's consent should be ob- 
tained before he or she is involved in procedures that are 
risky, that have a potentially irreversible impact, or that in- 
trude physically, psychologically, or socially. 

2. There is reason to doubt that the retarded person is able 
to give effective consent when he or she lacks mental capac- 
ity, is uninformed, or does not consent voluntarily. 

3. As mental incapacity, lack of information, or unwilling 
consent increases, the effectiveness of consent becomes sub- 
ject to closer scrutiny. 


4. As risk, intrusiveness, or irreversibility of proveduss( 


increases, the effectiveness of consent becomes subject 
closer scrutiny. 


5. The more closely consent is scrutinized begause the | 
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elements of consent are not in evidence, the more justified it 
is to require that another person give concurrent consent or 
éven substitute consent in place of the mentally retarded per- 
son ahd that the formality of the consent process be in- 
creased. 

Within this general framework, consent of the mentally re- 
tarded is analyzed, i.e., consent to contracts, medical treat- 
ment, other treatment programs (including institutional pro- 
grams), diagnosis, evaluation and screening, behavioral 
treatment, educational programming, human experimenta- 
tion, behavioral and social research, legal representation, re- 
lease of information, and family and sexual matters (e.g., 
sterilization and birth control). The handbook attempts not 
only to balance the rights of the retarded but also to give 
some attention to the rights of others and to the necessity for 
services, providing an overall framework that neither fails to 
protect nor overprotects. Wrong choices are permitted, at 
least when such choices afford low risks to the retarded. 

This volume gives testimony to the diversity of opinion 
informing it, affording evidence of underlying tensions, even 
inconsistencies, when balancing out these complex issues. 
For example, in the discussion concerning substitute deci- 
sion makers, it is initially recommended that the substitute 
decision maker attempt to make the same decision the re- 
tarded person would make for himself or herself if he or she 
were competent. However, shortly thereafter appears the 
following statement: 


It should be clear that the rights or interests of the 
retarded person are not absolute. In asking what deci- 
sion the retarded person should make in a particular sit- 
uation were he competent, one has to bear in mind that 
the interests of others enter into the equation. For ex- 
ample, a parent may have to balance the interes: of sev- 
eral children. (p. 19) 


What one hand giveth, then, the other may take away, re- 
quiring from the reader a thoughtful and evaluative approach 
rather than a literal or overly concrete reading of this vol- 
ume. 

In addition to some inconsistencies in recommendations, 
there is a problem of repetitiveness. Key concepts might 
have been better defined, e.g., the concepts of risks that are 
"intrusive" or conditions that are ''least restrictive." Al- 
though these legal terms have become regular features of dis- 
cussions of consent, their meaning is not immediately appar- 
ent to medical professionals. Also, considering the recent 
Supreme Court decision that failed to review Kremens v. 
Bartley (3) on substantive grounds, the Consent Handbook's 
enthusiasm for the lower court decision may require future 
revision. 

The above criticisms are relatively minor. 1 recommend 
this small volume enthusiastically for psychiatrists, for men- 
tal health professionals particularly interested in mental re- 
tardation, and for all those who value an up-to-date and gen- 
erally conceptually sound approach to the problems of ob- 
taining informed consent. A thoughtful reading of the 
Consent Handbook gives evidence of the complexities 
awaiting attempts to apply consent concepts to the treatment 
and handling of the mentally disabled. 
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L oREN H. ROTH, M.D., M.P.H. 
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Human Sexuality in Four Perspectives, edited by Frank A. 
Beach. Baltimore, Md., -Johns Hopkins University Press, 
1977, 317 pp., $15.00. 


Frank Beach does considerably more in Human Sexuality 
in Four Perspectives than one usually expects from an edited 
volume. He writes an introductory chapter providing a 
framework for the 10 chapters to follow. He briefly but per- 
ceptively introduces each chapter, pointing out relationships 
with other sections. He includes 2 excellent chapters of his 
own, and best, he has assembled a truly superb collection of 
writers. However, he is not in awe of them and is willing to 
differ even with the best. For example, he states, 


Increased sexual presentation is stimulated in female 
monkeys by treatment with testosterone as well as es- 
trogens and this ts one reason for John Money’s con- 
clusion that androgen is the ‘“‘libido hormone” in both 
sexes. The fact is that estrogen probably is more ef- 
fective than androgen and, furthermore, androgen has 
no effect upon the female's attractivity and probably 
none upon her readiness to accept the male in copula- 
tion. 


Beach's four perspectives are the developmental, anthro- 
pological, physiological, and evolutionary. A major empha- 
sis throughout much of the book is on neural mechanisms, 
how they develop, and how they affect sexual behavior. 
Richard Whalen specifically addresses this question in his 
discussion of ** Brain Mechanisms Controlling Sexual Behav- 

r." Milton Diamond, John Money, and the editor are also 
particularly interested in this complicated and by no means 
fully understood subject. Diamond, in a provocative chapter 
titled **Biological Foundations for Social Development," 
tries to quantify: 


It is conceivable that since both the peni and neural 
tissues are dependent upon the presence or absence'of 
androgen for normal development, growth of the penis 
might serve as a bioassay for the capacity or potential of 
the nervous system. In other words, an individual show- 
ing a good-sized and adequately functioning penis might 
be accepted as having been primed along masculine 
lines in regard to sexual behavior. 


John Money writes on ''Human Hermaphroditism.”’ For 
anyone not familiar with his work, this chapter alone would 
make the book worthwhile. Money thinks clearly, and his 
chapter is full of observations and relevant analysis. Frank 
Beach's chapters are well organized, brief, and packed with 
information. In ‘‘On the Hormonal Control of Sex-Related 
Behavior” he clearly delineates the developmental and the 
concurrent effects of sex hormones in animals and human 
beings. In ''Cross-Species Comparisons and the Human 
Heritage” he carefully tells us why he wrote this chapter fòr 
inclusion in a volume on human sexuality, clearly warng 
against making unwarranted comparisons between animal 
and human behavior, and then writes a fascinating brief es- 


„Say full of information. 
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* This book, SLT pages Jong, has more information in it 

than many I have read that are twice to three times its length. 

It is the best I have read on the endocrine-neural-behavioral 
* relationships. The aithors in it with whom one is not familiar 
. provide rewarding material, and the others are seen at their 

best. 

This is not a book primar:ly addressed to clinicians; it is 
not a*‘how to” book; and it is not of immediate relevance to 
your patients. However, to those interested in a text on basic 
determinants of behavior written in a clear, concise, compre- 
hensive manner, I highly recommend this volume. 


HARVEY BLUESTONE, M.D. 
Bronx, N.Y. 


Changing Sexual Values and the Family, edited by G. Pirooz 
Sholevar, M.D. Springfield, Ii., Charles C Thomas, 1977, 
173 pp., $11.75. 


This book is a potpourri of papers from a variety of 
sources, such as an address given by Virginia Satir in 1971,a 
brief note by Mel Roman published in 1974, a speech given 
- by Carl Whitaker in 1973, a paper by James Framo published 
in the Journal of Medical Aspects of Human Sexuality , two 
other papers published elsewhere, and several chapters writ- 
ten specifically for this volume. On reading this collection, 
one cannot help but be impressed by the degree to which the 
authors take a totally relativistic view of sexual behavior; 
i.e., whatever is should be, with the clear exception of in- 
cest. 

However, the main questions with a potpourri are, Is the 
flavor good and are the contents nutritious? The flavor of the 
contents of this bcok is readily available in the many articles 
written for the general pub.ic concerning current sexual and 
sexist issues. The level of the book is more appropriate to 
the New York Times Magazine. The book as a whole fails to 
provide nourishment for the professional seriously con- 
cerned with the influence of the change in sexual values on 
the family. 


HENRY GRUNEBAUM, M.D. 
Cambridge, Mass. 
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Progress in Behavior Modification, Vol. 4, edited by Michel 
Hersen, Richard M. Eisler, and Peter M. Miller. New York, 
N.Y., Academic Press (Harcourt Brace Jovanovich), 1977, 
376 pp., $19.50. 


Volume 1 of this series dealt with basic material. Volume 2 
dealt with alcohol modeling therapies, aversion therapy, and 
aberrant behavior. Volume 3 dealt with hypnosis, smoking 
behavior, and behavioral modification in learning disabilities 
and sexual dysfunction. Only in this context does the con- 
centration in volume 4 on behavioral treatment for obesity 
and behavior modification in community settings make 
sense. In addition, the book covers the clinical applications 
of biofeedback and includes a chapter on parents as behav- 
ioral therapists. There is also a chapter on demand charac- 
e. teristics and, finally, a review of theoretical and empirical 
support for flooding therapy. Each of these subdivisions is 
separated into z critical review of the experimental litera- 
ture, a discussion of treatment and research, and a well-done 
bibliography. 


In the first section, on behavioral treatment for obesity, , 
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the authors discuss the effectiveness of modification tech- 
niques and the modification of earlier control programs. 
They then present an evaluation of a stimulus control packt 
age, discussing the high dropout rates. The question of 
whether treatment of obesity is an example of failure for be- 
havioral modification is answered negatively. The authors 
cite Stunkard's study of 1959, which found that the dropout 
rate for traditional methods was 20% to 80%. Against that 
standard, most of the authors' programs had lower dropout 
rates. The most important idea generated in the section on 
behavioral treatment for obesity is a necessity for the learn- 
ing of new eating strategies. Otherwise, even successful be- 
havioral modification treatment will result in failure. 

The extension of operant conditioning principles to eco- 
logical problems such as conserving energy and recycling 
waste is not a new idea. Dr. Kazbin extends it to racial in- 
tegration, community self-government, obtaining employ- 
ment, and limiting applications. He reviews the literature 
critically. The extension of reinforcement systems to our so- 
cial problems is in its infancy; the authors in this book feel 
the risks are very slight, although the benefits have yet to be 
proven. 

In the section on applying behavioral modification tech- 
niques to the community mental health program in Hawaii, 
Dr. O'Donnel reviews the literature on aftercare, new pro- 
grams, corrections, residential programs, nonresidential pro- 
grams, and family intervention programs. He attempts to 
provide a critical review of the results and the effectiveness 
of the different programs, concluding that “‘the results of the 
studies with follow-up data are virtually unanimous in show- 
ing that the improved behaviors are not maintained after the 
participants leave the program.’’ Again, one comes up with 
the feeling that this particular area of application of behav- 
ioral modification techniques is in its infancy and that the 
transition from gains made to gains retained over a longer 
period will be made as we increase our understanding of 
posttreatment deterioration and regression. 

The next chapter, on demand characteristics, is written by 
Berstein and Neitzel. It includes an extensive discussion of 
the behavioral avoidance test as a research technique and às 
a recruitment strategy. 

The next chapter, by Blachard and Epstein, deals with 
clinical uses of biofeedback. The authors describe the con- 
trol of physiological responses like tension headaches and 
differentiate such responses from hypertension. The discrim- 
ination of change in both altered responses is important. The 
authors provide an excellent discussion of the different types 
of studies on which conclusions are based, ranging from the 
anecdotal case report to a carefully designed and controlled 
group outcome study. The authors give a careful, lucid anal- 
ysis of Engel and Weiss's 1970 study of cardiac arrhythmias. 
They then go on to cite Engel and Bleecker's 1974 study of 
cardiac arrhythmias. The cardiac system has been a prime 
target for biofeedback for many reasons. The authors dis- 
cuss the change in alpha rhythm in the ECG, concluding that 


the evidence for clinical utility of alpha ECG feedback train- 


ing remains very unclear and that most of the studies they 
cite are anecdotal. 

Anthony Graziano's chapter on ''Parents as Behavior 
Therapists” is an interesting sidelight. He incorporates some 
of the new techniques for child raising and deals with the 
reduction of children's fears and reduction of nonconforming 
behavior. 


The last section of the book, by Drs. Levis and store A 


to do with flooding or implosive therapy, expounded by 


Stampfl in 1970. Stampfti’s theory has many implications, one . 
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of which is that all symptom formation Is cognitive and con- 
ditioned fear is very central to symptom formation. It is 
beyond the scope of this review to go extensively into 
Stampfl’s therapy, but the authors work that out fairly care- 
fully. 

Overall, this book ts exactly what the title implies: an up- 
dated progress study of recent changes in behavioral modifi- 
cátion dealing with obesity, community settings, flooding 
therapy, and biofeedback. The studies are critical and the 
authors careful, deliberate, and honest. I found the book 
very well written and very well edited. It was a pleasure to 
read and is an extremely useful reference book. For ex- 
ample, to be able to look up the literature on work done re- 
cently in these areas and to have a critical evaluation of it is 
extremely useful. I can recommend the book to any thought- 
ful clinician. 


Jav B. Conn, M.D., PH.D. 
Orange, Calif. 


Cultures in Collision, edited by Issy Pilowsky. Adelaide, Aus- 
tralia, Australian National Association for Mental Health, 
1975, 427 pp.. $17.80 (Australian currency) (paper). 


The World Federation for Mental Health held its 25th An- 


niversary World Congress in Sydney, Australia, in 1973. 


This book consists of 68 papers presented at that congress. 
The papers are divided into nine groups: Cultures in Colli- 
sion, Migration and Mobility, The Law and Mental Health, 
Physical Environment and Social Stress, Religion and Social 
Change, Mass Media and Society, Education and Culture, 
Family and Community, and Mental Health: Measurement 
and Prediction. What awaits the dauntless reader is presaged 
in the book's foreword: ''Seekers after safe passage across 
shifting sands know full well that the very land marks they 
turn to are ephemeral and changing. The challenges; daunt- 
ing as they are, spur us to action nonetheless.” 

Since comments about all nine areas of shifting sand would 
be hopelessly lengthy, I believe the papers can be lumped 
into three groups: lyrical, scientific, and ‘‘fillers.’’ The most 
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lyrical paper, titled ‘The Song Is the Mene charming'y 
describes a musicologist’s efforts to develop an educational 
new song about family planning for Australian Aboriginal 
groups. The most interesting paper in ‘the book deals with ' 
criminal guilt and moral fault in New Guinea. Perhaps tke, 
most discordant lyrical article states, 


Quite obviously the orchestra is led by the ego—the 
will—the realm of the spirit, with reason-—the mind, at 
most as a principal first violin. . . . Whether the patient 
makes the grade depends even more on the reality of 
Christ's presence than on the adequacy of the basic per- 
sonality. 


Religious lyricism reaches its heights in the paper that asserts, 
“Donc plus l'homme est religieux, plus il est real." 

A good number of the papers in this volume fall into the 
scientific categorv. Among the best articles are Teoh and 
Yeoh's study cf epidemic hysteria in Malaysia, Cappon's 
"Priorities in Environmental Health,” and several studies of 
cognitive development among Aboriginal children. Perhaps 
because of the nature of the audience, many of the papers 
are simplifications of previously published works. 

Quite a few papers unfortunately fall into the ‘‘fillers’’ cat- 
egory, e.g., a skort paper on ''Modification of the Behavior 
of Drinking Drivers,” ‘Total Enquiry Into the Mental Dis- 
orders Act (South Africa),’’ and a paper in which the author 
bluntly states that ‘‘the African child is reared in the collec- 
tive family structure as a total person; great importance is 
attached to the way he moves, since almost every gesture of 
a speaker is symbolically interpreted."' 

This is not the sort of volume I would rush to buy. As a 
historical souvenir, however, it serves a purpose—the con- 
tent of world congresses deserves to be set into print. There 
is a certain exuberance about the papers, an exuberance that 
I suspect can best be appreciated by those who attended the 
congress and who can recall the excitement of the week in 
Sydney, when interested people from around the world 
shared their ideas about mental health in a cultural context. 


ARMANDO R. FAVAZZA, M.D,, M.P.H. 
Columbia, Mo. 
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This listing acknowledges the receipt of recent books. Books 
of particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
publishers. 


Transactional Analysis After Eric Berne: Teachings and Prac- 
tices of Three TA Schools, edited by Graham Barnes. New 
York, N.Y., Harper's College Press (Harper & Row), 1977, 
531 pp., $15.95. 


That Which Is: An Inquiry Into the Nature of Energy, Ethics, 
and Mental Health, by John O. Beahrs, M.D. Palo Alto, Cal- 


if., Science and Behavior Books, 1977, 260 pp., no price list- 
ed. 


Biofeedback and Behavior, edited by Jackson Beattv and 
Heiner Legewie. New Yorn, N.Y., Plenum Press, 1977, 497 
pp., $37.50. 


The Merck Manual of Diagnosis and Therapy, 13th ed., edited 
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(Merck & Co.), 1977, 2,079 pp.. $9.75. 
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Joanne E. Bernstein. New York, N.Y., R.R. Bowker Co.. 
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Topics in Child Neurology. edited by Michael E. Blaw, M.D., 
Isabelle Rapin, M.D., and Marcel Kinsbourne, B.M., B.Ch., 
D.M. New York, N.Y., SP Books (Spectrum Publications), 
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Psychiatrists and the Legal Process: Diagnosis and Debate, ec- 
ited by Richard J. Bonnie, LL.B. New York, N.Y., Psychiai- 
ric Annals (Insizht Communications), 1977, 345 pp., $5.00 


(paper). 


Childhood Epilepsy: A Pediatric-Psychiatric Approach, by 
Roland Bouchard, Josette Lorilloux, Colette Guedenav, and 


-Daniel S. Kipman. New York, N.Y., International Universi- 


ties Press, 1977, 136 pp., $10.90. - 


The Perceptual World of the Child, by 7.G.R. Bower. Cam- 
bridge, Mass., Harvard University Press, 1977, 88 pp., 
$6.95; $2.95 (paper). 


Handbook of Physiology: A Critical, Comprehensive Presenta- 
tion of Physiological Knowledge and Concepts, Section 1: The 
Nervous System. Vol. I: Cellular Biology of Neurons, Parts 1 
and 2, edited by John M. Brookhart and Vernon B. Mouat- 
tastle; Eric R. Kandel, volume editor; Stephen R. Geiger, 
executive editor. Baltimore, Md.,' American Physiologicai 
Society (Williams & Wilkins Co., distributor), 1977, 1,182 
pp., $135.00. 
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Systematic Counseling: A Guide for the Practitioner, by Jo- 
seph H. Brown and Carolyn S. Brown. Champaign, Ili., Re- 
search Press, 1977, 297 pp. $6.95 (paper). 
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The Borderline Patient, by Roy R. Grinker, S 
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M.D., ~ . 


Beatrice Werble, Ph. D. New York, N.Y., Jason Avner. 
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York, N.Y., Doubleday & Co., 1977, 197 pp., $7.95. 
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by Donald Meichenbaum. New York, N.Y., Plenum Press, 
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Psychology of Learning: Readiugs, edited by William L. Mi- 
kulas. Chicago, Ill., Nelson-Hall, 1977, 591 pp., $19.95. 


Communication, Language, and Meaning: Psychological Per- 
spectives, edited by George A. Miller. New York, N.Y., Basic 
Books, 1977, 304 pp., $4.95 (paper). 


The Sexual Dream, by Joseph M. Natterson, M.D., and Ber- 
nard Gordon. New York, N.Y., Crown Publishers, 1977, 213 
pp., $10.00. 


; e and Human Behavior, 2nd ed., by Walter S. Neff. Chi- 
cag 


0, Ill., Aldine Publishing Co., 1977, 324 pp., $10.95. 


Psychological and Educational Assessment of Minority Chil- 
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dren, edited by Thomas Oakland, Ph.D. few York, N.Y., 
Brunner[Mazel. 1977, 232 pp., $13.50. 
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Marihuana Research Findings: 1976. NIDA Research Mono- - 


graph.14, edited by Robert C. Petersen, Ph.D. Rockville, * 


Md., National Institute on Drug Abuse, 1977, 225 pp., no 
price listed. 


New Career Options for Women: A Selected Annotated Bibli- 
ography, by Ann T. Phelps, Helen S. Farmer, Ph.D., and 
Thomas E. Backer, Ph.D. Nev’ York, N.Y., Human Sciences 
Press, 1977, 128 pp., $9.95. 


Principles and Techniques of Mental Health Consultation, ed- 
ited by Stanley C. Plog and Paul J. Ahmed. New York, N.Y., 
Plenum Medical Book Co., 1977, 229 pp., $19.50. 
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ing Up Cigarettes, by Ovide F. Pomerleau and Cynthia S. 
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$3.95 (paper). 


Drug Abuse in Pregnancy and Neonatal Effects, edited by 
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ington, D.C., U.S. Government Printing Office, 1977, 229 
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State University Press, 1977, 244 pp., $14.50. 
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Wayne State University Press, 1977, 351 pp., $18.50. 
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Systems Corp., 1977, 516 pp., $22.00; $12.00 (paper). 


The First Relationship: Mother and Infant, by Daniel Stern. 
Cambridge, Mass.. Harvard University Press, 1977, 144 pp., 
$7.95; $3.95 (paper). 


Adjustment in Intercultural Marriage, edited by Wen-Shing 
Tseng, John F. McDermott, Jr., Thomas W. Maretzki, and 
Gardiner Jones. Honolulu, Hawaii, University of Hawaii 
John A. Burns School of Medicine, Department of Psychia- 
try (University Press of Hawaii, distributor), 1977, 132 pp., 
$5.00 (paper). 


Primary Generalized Epilepsy with Sporadic Myoclonias of 
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distributor), 1977, 115 pp., $20.00 (paper). 


Tools for Thought: How to Understand and Apply the Latest 
Scientific Techniques of Problem Solving, by C.H. Wadding- 
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Sex Role Psychology, by Frank Wesley and Claire Wesley. 
New York, N.Y., Human Sciences Press, 1977, 214 pp., 
$12.95; $6.95 (paper). 


Daniel McNaughton: His Trial and the Aftermath, edited by 
Donald J. West and Alexander Waik. London, England, 
Gaskell Books, 1977, 185 pp., £8.50; £5.00 (paper). 


The Wonderful World Within You: Your Inner Nutritional 
Environment, by Roger J. Williams. New York, N.Y., Ban- 
tam Books, 1977, 229 pp., $1.95 (paper). 


Love’s Mysteries: The Secrets of Sexual Attraction, by Glenn 
Wilson and David Nias. London, England, Fontana Paper- 
backs, 1977, 187 pp., $1.95 (paper) (Canadian price). 
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Helps treat the total symptom complex—mod- 
erate anxiety and coexisting depression. 


The antidepressant component is capable of 
alleviating such symptoms of depression as early 
morning awakening, anorexia, poor concentration, 
and feeling of hopelessness. 


The tranquilizer component is capable of alle- 
Viatiag symptoms of anxiety, tension, and psycho- 
motor excitement without apparent dulling of mental 
acuity. Hypnotic effects appear to be minimal, par- 
ticularly in patients who are permitted to remain 
active. 


The drug may impair mental and/or physical 
abilities required for performance of hazardous 
tasks such as operating machinery or driving. 


Depending on the condition being treated, 
relief of symptoms of anxiety may occur within a few 
days, but adequate relief of symptoms of depression 
may take a few weeks or even longer. 


oymptomatic relief often increases the patient's 
ability to return to normal family, social, and voca- 
tional activities. 


Flexibility of four tablet strengths affords ease of 
dosage adjustment for better patient management. 


Initial therapy for many patients is TRIAVIL? 
2-25, containing 2 mg perphenazine and 25 mg 
amitriptyline HCI, or TRIAVIL? 4-25, containing 4 mg 
perphenazine and 25 mg amitriptyline HCI, t.i.d. or 
q.i.d. See full prescribing information for dosage 
in elderly and adolescent patients. 


Treatment with TRIAVIL—a balanced 
view: THIAVIL is contraindicated in CNS depression 
from drugs. in the presence of evidence of' bone 
marrow depression, and in patients hypersensitive 
to phenothiazines or amitriptyline. It should not be 
used during the acute recovery phase following 
myocardial infarction or in patients who have 
received an MAOI within two weeks. Patients with 
cardiovascular disorders should be watched 
closely. Not recommended in children or during 
pregnancy. The drug may enhance the response to 
alcohol. Arttiemetic effect may obscure toxicity due 
to othr. drugs or mask other disorders. Since 

uicide is a possibility in any depressive illness, 
atients should not have access to large quantities 
the drug. Hospitalize as soon as possible any 
a suspected of having taken an overdose. 
- 


a wide range 
of indications... 


patients with moderate to severe anxiety 
and/or agitation and depressed mood 





patients with depression in whom anxiety 
and/or agitation are severe 





patients with depression and anxiety in 
association with chronic physical disease 


schizophrenic patients who have associated 
depressive symptoms 
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Available: 

TRIAVIL” 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCl. 
TRIAVIL^ 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL” 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL” 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 
INITIAL THERAPY FOR MANY PATIENTS 

TRIAVIL* 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL* 2-10 (or TRIAVIL* 4-10) 
CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 
WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage’ of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
' sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcchol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 
Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelinood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not other- 
wise explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 
blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opjates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate tne action 
of heat and phosphorous insecticides. : 

Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. Thefranquilizing effect of TRIAVIL seems to reduce the likeyhood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 


. , 


occur ifi patients taking tricyclic antidepressants in combination with anticholiner- 
gic-typ& <, ugs. 

Caution is advised if patients receive large doses of ethchlorvynol concurrently. , 
Transient delirium has been reported in patients who were treated with 1 g of ] 


ethchlorvynol and 75-150 mg of amitriptyline HCI. ' 
Amitriptyline HCI may enhance the response to alcohol and the effectd of 
barbiturates and other CNS depressants. IU y 


Concurrent administration of amitriptyline HCI and electroshock therapy mae 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days before elective 
surgery if possible. Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver function. : 
ADVERSE REACTIONS: Similar to those reported with either consstuent alonfe. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and /or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical invgjuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth or 
salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, uri- 
nary frequency or incontinence, blurred vision, nasal congestion, and a change In 
pulse rate; other adverse reactions reported with various phenothiazine com- 
pounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and | 
failure of ejaculation. aa 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). — 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovas- 
cular: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction, 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision: disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loSs, 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1 -3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage Df physéstigmine 
should be repeated as required particularly if life-threatening Signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the inrtial dosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tvline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. —J7TR22 (DC6613212) : 
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For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Merck Sharp & Dohme. Division 
of Merck & Co., INC., West Point, Pa. 19486. 


UNIQUE- 
NESS: 


In People 


& at the 
Lutheran 


Hospital 
Psychiatric 
Care Unit 





Providing complete psychiatric care in 
a general hospital setting with special 
emphasis on disorders of adolescence. 


toan Hospital of MN lwaukev, Se. 





Basil Jackson, M.D., D.P.M., M.Th., D.Sc., F.A.C.P. 
Chairman, Department of Psychiatry 
2200 W. Kilbourn Ave., Milwaukee, WI. 53233 





OPENINGS FOR 
ACADEMICALLY ORIENTED 
PSYCHIATRISTS 





For psychiatrists interested in a balanced academic 
career involving clinical work, research and teaching, the 
University of Southern California School of Medicine 
has a number of openings in the outpatient, inpatient, 
emergency psychiatry, psychopharmacology, child and 
adolescent, and consultation-liaison divisions. 


The Department of Psychiatry has a large faculty in- 
cluding behavioral specialists, community psychiatrists, 
psychoanalysts, and psychopharmacologists. 


The clinical facility of the Los Angeles County-USC 
Medical Center offers in its large multi-ethnic patient 
population, many opportunities for clinical experience, 
research, teaching and learning. It is located in the hub of 
a sprawling metropolis with many cultural and 
recreational resources, blessed by a unique climate. 


Those interested in coming to California or getting more 
information, write to: Werner M. Mendel, M.D., 
Professor of Psychiatry, Chairman Committee on Ap- 
pointments and Promotions, USC Department of 
“Psychiatry, 1934 Hospital Place, Los Angeles, Ca 90033. 


‘USC is an Equal Opportunity Employer and welcomes 
all applications. Salary open to negotiation depending on 
- qualifications. 
, E] 
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complete product information, a summary of which follows: 
Indications: Effective in all types of insomnia characterized by 
difficulty in falling asleep, frequent nocturnal awakenings 
and/or early morning awakening; in patients with recurring 
insomnia or poor sleeping habits; in acute or chronic medical 
situations requiring restful sleep. Since insomnia is often tran- 
sient and intermittent, prolonged administration is generally 
not necessary or recommended. 


Contraindications: Known hypersensitivity to flurazepam HCI. 


Warnings: Caution patients about possible combined effects 
with alcohol and other CNS depressants. Caution against haz- 
ardous occupations requiring complete mental alertness (e. g., 
operating machinery, driving). 
Usage in ancy: Several studies of minor tran- 
quilizers (chlordiazepoxide, diazepam, and meproba- 
mate) suggest increased risk of congenital 
malformations during the first trimester of pregnancy. 


| Fa! EMI bie. ys ey) a , a CMAMIAZEDIINIC, ast 
been studied ad tely to determine whether it may 
+ 2 associated with such an increased risk. Because use 
of these drugs is rarely a matter of urgency, their use 
case. benas period should almost always be avoided. 
Consider possibility of pregnancy when instituting 
therapy; advise patients to discuss therapy if they 
intend to or do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use caution in administering 
to addiction-prone individuals or those who might increase 
dosage. 
Precautions: In elderly and debilitated, limit initial dosage to 
15 mg to preclude oversedation, dizziness and/or ataxia. Con- 
sider potential additive eflects with other hypnotics or CNS 
depressants. Employ usual precautions in patients who are 
severely depressed, or with latent depression or suicidal ten- 


Fast. Asleep. 





cautions in presence o P impaired renal or he patic Hi» 4 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occurred, particularly in 
elderly or debilitated patients. Severe sedation, lethargy, dis- 
orientation and coma, probably indicative of drug intolerance 
or overdosage, have been reported. Also reported: headache, 
heartburn, upset stomach, nausea, vomiting, diarrhea, consti- 
pation, GI pain, nervousness, talkativeness, apprehension, irri- 
tability, weakness, palpitations, chest pains, body and joint 


E ‘Ider} y or debilitated patients: 5 mg initially until re sponse S 
determined. 
mee Capsules containing 15 mg or 30 mg flurazepam 
iC. 


REFERENCE | 
1. Data on file, Medical Department, Hoffmann-La Roche Inc., 
Nutley NJ 


pains and GU complaints. There have also been rare occur- 
rences of leukopenia, granulocytopenia, sweating, flushes, dif- 
ficul*y in focusing, blurred vision, burning e aintness, 
hypotension, shortness of breath, pruritus, s dán rash, dry 
mouth, bitter taste, excessive salivation, anorexia, euphoria, 
depression, slurred speech, confusion, restlessness, hallucina- 
tions, paradoxical reactions, e.g., excitement, stimulation and 
hyperactivity, and elevated SGOT, SGPT, total and direct biliru- 
bins and alkaline phosphatase. 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 


“within 17 minutes'on average in sleep laboratory studies 


Dalmane (t urazepam HCl) € 


‘with few nighttime awakenings 40 : 
for an average of 7 to 8 hours' 30-mg and 15-mg capsules 


~ 
EC 
s 
~ 
- 
a 
"e 


EE 


Computer generated translation of color photography depicts 


tt 
>  aWaKe poron res z and ine  Aaciean  nortinn in aonla 





` A48 


Just Published . . : ` | 


The Rape Victim E: 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 

mulated a body of information about rape and about an unfolding series of reactions experi- an 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 

what is now known about the needs and experiences of the victim and her family, and to pro- 

vide a framework in which the clinician can more knowledgeably supply assistance and sup- 

port. This document, published by the American Psychiatric Association, is the result of a 

project of the Association s Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as "a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence S 
of sensitivity to these needs, the experience of reporting becomes another assault. 


This book presents a professional, sobering, and balanced picture of the problems of the rape 
victim and details what the clinician must know—about local hospital policy, criminal justice 
procedure, rape statutes, and community attitudes and services—in order to be able to treat 
victims with an understanding of the larger context in which rape occurs. 


ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 


Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 


Please send me  —  copy(ies) of The Rape Victim, order #243, @ $5.00 ea. (Paper- 
back). 
(Please Print) LJBill Me []Check Enclosed 


Name 
Address 
City State |— Zip 





Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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The United Way is reaching out. It goes into 

every neighborhood. To every age group. Across 
every income level. 

To help. In a thousand ways. 

A nejghbor. A relative. Maybe someone down the 
street who’s out of work. Or sick. Or in trouble. 
Chances are the United Way helps someone you know 
Maybe someday it'll be helping you. 


-. . Kknowssomebo 
whos been helped. 


Everybody — 





Thanks to you 
it works... 


- FOR ALL OF US 


United Way 


A Public Service of This Magazine & The Advertising Council PA 6 
ae Ad 





| | bill me | | remittance enclosed 
Name 
. Address 
OQ42 082 0 PCT State Zip 
Send coupon to: Publications Sales 178AJP 
" American Psychiatric Assn. 
; 1700 18th St., N.W. 7 
Washington, D.C. 20009 
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Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY's 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
: Drugs Used in Psychiatry 
Legal Terms 
Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. 


Order Form: Paperback Edition 
Please send me copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea; 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 3596 discount.) 


LIÉRIUM (chlordiazepoxide Hc) 


5 mg,10 mg, 25 mg capsules i 
Before prescribing, please consult complete product °~ j 
information, a summary of which follows‘ $ T 
Indications: Relief of anxiety and tension occurring alone 

or accompanying various disease states. 

Contraindications: Patients with known hypersensitivity to. - 
the drug. 

Warnings: Warn patients that mental and/or physical abili- 

ties required for tasks such as driving or operating ma- 

chinery may be impaired, as may be mental alertness in 
children, and that concomitant use with alcohol or CNS 
depressants may have an additive effect. Though physical ‘ 
and psychological dependence have rarely been reported 

on recommended doses, use Caution in administering to a 
addiction-prone individuals or those who might increase @ 
dosage; withdrawa! symptoms (including convulsions), 

following discontinuation of the drug and similar to those 

seen with barbiturates, have been reported. 


Usage in Pregnancy: Use of minor tranquilizers 
during first trimester should almost always be 
avoided because of increased risk of congenital 
malformations as suggested in several studies. 
Consider possibility of pregnancy when institut- 
ing therapy; advise patients to discuss therapy 
if they intend to or do become pregnant. 


Precautions: In the elderly and debilitated, and in children 
over six, limit to smallest effective dosage (initially 10 mg 
or less per day) to preclude ataxia or oversedation, in- 
creasing gradually as needed and tolerated. Not recom- 
mended in children under six. Though generally not rec- 
ommended, if combination therapy with other psycho- 
tropics seems indicated, carefully consider individual "d 
pharmacologic effects, particularly in use of potentiating 
drugs such as MAO inhibitors and phenothiazines. Ob- 
serve usual precautions in presence of impaired renal or 
hepatic function. Paradoxical reactions (e.g. , excitement, 
stimulation and acute rage) have been reported in 
psychiatric patients and hyperactive aggressive children. 
Employ usual precautions in treatment of anxiety states 
with evidence of impending depression; suicidal tenden- 
cies may be present and protective measures necessary. 
Variable effects on blood coagulation have been reported 
very rarely in patients receiving the drug and oral anti- 
coagulants; causal relationship has not been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia and confusion 
may occur, especially in the elderly and debilitated. These 
are reversible in most instances by proper dosage ad- 
justment, but are also occasionally observed at the lower 
dosage ranges. In a few instances syncope has been re- 
ported. Also encountered are isolated instances of skin 
eruptions, edema, minor menstrual irregularities, nausea 
and constipation, extrapyramidal symptoms, increased 
and decreased libido—all infrequent and generally con- 
trolled with dosage reduction; changes in EEG patterns 
(low-voltage fast activity) may appear during and after 
treatment; blood dyscrasias (including agranulocytosis), 
jaundice and hepatic dysfunction have been reported oc- 
casionally, making periodic blood counts and liver function 
tests advisable during protracted therapy. 

Supplied: Librium* Capsules containing 5 mg, 10mg ore 
25 mg chlordiazepoxide HCI. Libritabs* Tablets containing 
5 mg, 10 mg or 25 mg chlordiazepoxide. ° 


Roche Products Inc. à 
Manati, Puerto Rico 00701 : 


AN EXCEPTIONAL RECORD OF 
AANTIANXIETY PERFORMANCE | 


Anxiety may be the presenting disorder, 
or a reaction to disturbing material brought to 
the surface during therapy. When excessive 
anxiety impedes the therapeutic relationship, 
adjunctive use of Librium may be indicated. 

The calming action of Librium is 
prompt, specific and predictable. Usually, 
mental acuity is not impaired; however, 
patients should be cautioned against possible 
combined effects with alcohol and other CNS 
depressants, and against hazardous activities 
requiring complete mental alertness. 

The ability of Librium to relieve exces- 
sive anxiety, and thus help the patient to work 
with you in handling his emerging insights, 
has been demonstrated in hundreds of clini- 
cal trials and published papers. 








THAT'S WHAT MAKES 
LIBRIUM LIBRIUM © 


pecu HCI/Roche 








THE ANXIETY. SPECIFIC É 
KA : : : 
Mes see summaly of product information on opposite page. f E- 
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d A Timely New Book from 


The Joint Information Service | | {> 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
* mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore’s Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. - 


This thoughtful and perceptive description of what has been created by some of the best informed. 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children .... A significant contribution. 

James N. Sussex, M.D. 

President, American Association of 

Psychiatric Services for Children 





Please send me 1 copies of Mental Health Programs for Preschool 
children, at $7 each (4 or more copies, $5.75 each). 
R ‘ ae deor E Vm i O bill me O remittance enclosed a 
Publications Services Division ° : 
American Psychiatric Association Name x 
1700 18th St., N.W.. 
* Washington, D.C. 20009 Address . —— Oe TUA 
; e t Zi ? , 
IP 178AJP $ 
. f . 2, 
-* A52 \ . E 


18 converiient dosage forms and strengths 


-Qnetostart with, 
~ -one to stay with... 


brand of 


chlorpromazine 


Tablets: 10, 25, 50, 100 and 200 mg 
Spansule® capsules: 30, 75, 150, 200 and 300 mg 
Ampuls: 1 and 2 ml (25 mg/ml) 
Multiple-dose Vials: 10 ml (25 mg/ml) 
Syrup: 10 mg/5 ml 
Suppositories: 25 and 100 mg 
Concentrate: 30 and 100 mg/ml 
Single Unit Packages: 10, 25, 50, 100 and 200 mg tablets; 
30, 75, 150, 200 and 300 mg Spansule® capsules 


MR 


a SmithKline cor pany 


Smith Kline &Fiench Laboratories 
Division of SmithKline Corporation 
Philadelphia, PA 
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The first epileptic seizure | 
is most likely to occur 


during early childhood and 
at the onset of puberty 


About 9 out of 10 epileptics experience their first seizure before the 
age of 20— with the highest incidence between 5 and 7, when chil- 
dren start school, and at the onset of puberty, a time of physiological 
and psychic turmoil.! The most common type. grand mal, occurs 
in approximately 75% of epileptic children; and more than 50% 
of patients who suffer initially from petit mal develop grand mal 
seizures before they reach the age of 16. 


.Ahe 
ages 


Mysoline (primidone] for 
control of grand mal,psycho- 
motor and focal epilepsy 


At the onset and afterwards — used alone or as concomitant 
therapy, MYSOLINE may reduce the frequency and severity of 
major motor seizures—or even eliminate them. Exce//ent for con- 
trol of grand mal. Valuable for control of psychomotor!.34 and 
focal epilepsy as well.’ 


Add Mysoline when control with other anticonvul- 
sants is inadequate — As concomitant therapy, MYSOLINE can 
improve seizure control in grand mal and psychomotor epilepsy. 
The combined use of phenobarbital, diphenylhydantoin, and 
MYSOLINE may have additive anticonvulsant effects without addi- 
tive side effects.® 


Change to Mysoline when other anticonvulsants fail — 
A changeover to MYSOLINE is frequently warranted when other 
anticonvulsants must be discontinued because of important side 
effects, or when grand mal seizures are refractory to phenobarbital, 


with or without diphenylhydantoin.’ 
Ayerst. 
soline 


Tablets 250 mg. 


s e 
rimidone oe 
, Suspension 250 mg./5 cc. 


a May be the start of a 
re | better life for the epileptic 


? \ See following page of advertisement for prescribing information. 7538 
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. My SOLINE (pimidon)  : 


may be the start. of a better life for the epileptic 


initial and maintenance therapy for 


grand mal, psychomotor and focal epilepsy 


BRIEF SUMMARY 
(For full prescribing information, 
see package circular.) 


e. 


Ayerst. 


'AYERST LABORATORIES 
New York, N.Y. 10017 


MYSOLINE’ brand of PRIMIDONE 


Anticonvulsant 


ACTIONS: MYSOLINE acts on the central nervous system 
to raise seizure threshold or alter seizure pattern. The mecha- 
nism(s) of action of anticonvulsant drugs is not known. 


Primidone has anticonvulsant activity per se. In addition, its 
two metabolites possess anticonvulsant qualities. The major 
metabolite is phenylethylmalonamide (PEMA); the other is 
phenobarbital. In addition to its own anticonvulsant potential, 
PEMA potentiates phenobarbital. 


INDICATIONS: MYSOLINE, either alone or used con- 
comitantly with other anticonvulsants, is indicated in the con- 
trol of grand mal, psychomotor, and focal epileptic seizures. It 
may control grand mal seizures refractory to other anticonvul- 
sant therapy. 


CONTRAINDICATIONS :Primidone is contraindicated 
in: 1) patients with porphyria and 2) patients who are hyper- 
sensitive to phenobarbital (see ACTIONS). 


WARNINGS: The abrupt withdrawal of antiepileptic 


medication may precipitate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes several days 
before it can be assessed. 


Use in pregnancy: Recent reports strongly suggest an asso- 
ciation between the use of anticonvulsant drugs by women with 
epilepsy and an elevated incidence of birth defects in children 
born to these women. Reference has been made to primidone in 
several cases in which it was used in combination with other 
anticonvulsants; but its teratogenicity hasnot been conclusively 
demonstrated. The possibility exists that other factors, e.g., 
genetic factors or the epileptic condition, may contribute to the 
higher incidence of birth defects. The data also indicate that the 
great majority of mothers receiving anticonvulsant medication 
deliver normal infants. 

Anticonvulsant drugs should not be discontinued in patients in 
whom the drug is administered to prevent major seizures be- 
cause of the strong possibility of precipitating status epilepticus 
with attendant hypoxia and risk to both mother and the unborn 
child. 

When the nature, frequency, and severity of the seizures do not 
pose a clear threat to the patient, good medical practice requires 
that the physician weigh the expected therapeutic benefit of 
anticonvulsant therapy against possible risk on an individual 
basis. 

Neonatal hemorrhage, with a coagulation defect resembling 
vitamin K deficiency, has been described in newborns whose 
mothers were taking primidone and other anticonvulsants. 
Pregnant women under anticonvulsant therapy should receive 
prophylactic vitamin K, therapy for one month prior to, and 
during, delivery. 


The physician should weigh all of the foregoing considerations 
when treating and counseling epileptic women of childbearing 
potential. 


PRECAUTIONS: The total daily dosage should not exceed 
2 Gm. Since MYSOLINE therapy generally extends over pro- 
longed periods, a complete blood count and a sequential mul- 
tiple analysis-12 (SMA-12) test should be made every six 
months. 


In nursing mothers: There is evidence that in mothers 
treated with primidone, the drug appears in the milk in sub- 
stantial quantities. Since tests for the presence of primidone in 
biological fluids are too complex to be carried out in the average 
clinical laboratory, it is suggested that the presence of undue 
somnolence and drowsiness in nursing newborns of 
MYSOLINE-treated mothers be taken as an indication that 
nursing should be discontinued. 


ADVERSE REACTIONS: The most frequently occur- 
ring early side effects are ataxia and vertigo. These tend to dis- 
appear with continued therapy, or with reduction of initial 
‘dosage. Occasionally, the following have been reported: nausea, 
anorexia, vomiting, fatigue, hyperirritability, emotional dis- 
turbances, sexual impotency, diplopia, nystagmus, drowsiness, 
and morbilliform skin eruptions.* Occasionally, persistent or 
severe side effects may necessitate withdrawal of the drug. 
Megaloblastic anemia may occur as a rare idiosyncrasy to 
MYSOLINEand toother anticonvulsants. The anemia responds 


. . 
to tolic acid, 15 mg. daily, without necessity of discontinuing 
medication. 


DOSAGE AND ADMINISTRATION: The average 
adult dose is 0.75 to 1.5 Gm. per day. The initial dose is 250 mg. 
Increments of 250 mg. are added, usually at weekly intervals, 
to tolerance, or therapeutic effectiveness, up to daily doses not 
exceeding 2.0 Gm. A typical dosage schedule for the introduc- 
tion of MYSOLINE ( primidone) is as follows: 


Adults and Children Over 8 Years of Age 

















2nd Week 
250 mg. b.i.d. 


lst Week 
250 mg. daily at bedtime 










3rd Week 
250 mg. t.i.d. 


4tb Week 
250 mg. q.i.d. 


levels are es- 


In children under 8 years of age 
tablished by a similar schedule, but at one-half the adult dosage. 
It is best to begin with 125 mg., with gradual weekly increases 
of 125 mg. a day, to a daily total usually between 500 mg. and 
750 mg. 


, maintenance 


In patients already receiving other anticonvulsants: 
MYSOLINE should be graduallv increased as dosage of the 
other drugis) is maintained or gradually decreased. This regi- 
men should be continued until satisfactory dosage level is 
achieved for combination, or the other medication is completely 
withdrawn. When therapy with this product alone is 
the objective, the transition should not be completed in less 
than two weeks. 


MYSOLINE 50 mg. Tablet can be used to practical advantage 
when small fractional adjustments (upward or downward) 
may be required, as in the following circumstances: 
* for initiation of combination therapy 
* during "transfer" therapy 
* for added protection in periods of stress or stressful situa- 
tions that are likely to precipitate seizures ( menstruation, 
allergic episodes, holidays, etc.) 


HOW SUPPLIED: MYSOLINE Tablets — No. 430 — Each 
tablet contains 250 mg. of primidone (scored), in bottles of 
100 and 1,000. Alsoin unit dose package of 100. No. 431 — Each 
tablet contains 50 mg. of primidone ( scored), in bottles of 100 
and 500. MYSOLINE Suspension — No. 3850 — Each 5 cc. ( tea- 
spoonful) contains 250 mg. of primidone, in bottles of 8 fluid- 
ounces. 


References: 1. Livingston, S.: Comprehensive Management 
of Epilepsy in Infancy, Childhood and Adolescence, Springfield, 
111., Charles C Thomas, 1972, pp. 6, 7. 584. 2. Grossman, H.J.: 
ll. Med. J. 135:260 (Mar.) 1969. 3. Scholl, M.L., in Conn, 
H.F.: Current Therapy 1973, Philadelphia, Saunders, 1973, 
pp. 675-7. 4. Metrick, S.: C.M.D. 37:49 (Jan.) 1970. 5. Forster, 
F.M.: Med. Clin. North Am. 47: 1579 ( Nov.) 1970. 6. White, 
P.T.: Wis. Med. J. 68:178 ( Apr.) 1969. 7. Millichap, J.G.: 
Drug Ther. 1:15 (Oct.) 1971. 
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They're 
-Fighting 





r His Life. 





Each year heart attack 
accounts for over 350,000 deaths 
which occur before the victim 
reaches the hospital. It doesn't 
have to be that way. 

What is done for a victim within 
the first few minutes after a heart 
attack may determine survival or 
death. Cardiopulmonary 
resuscitation (CPR) could make 
the difference. And you can 
learn it. 

Some day, with CPR, you could 
save a life. Some day, your own 
life could depend on it. 

CPR is a basic life-saving 
technique, performed after a 
person has suffered "cardiac 
arrest" — that is, after the heart 
nas stopped beating. It provides 
emergency life support until more 
advanced support is available, 
through a combination of chest 
compression and mouth-to-moduth 
breathing. 

Trained instructors, certified Dy 
the American Heart Association 
can teach you CPR. It takes 
several hours. It could mean a 
lifetime. 

Contact your local Heart 
Association for more information 
on this program. 


The American 
Heart Association f 


WE'RE FIGHTING 
FOR YOUR LIFE | 








DESCRIPTION Chemically, AZENE* (clorazepate monopotassium) is a ben- 
zodiazepine. The empirical formula is Ci&H1003N2CIK; the molecular weight is 
352.82; and the structural formula may be represented as follows: 


, O R 
x H I 


The compound occurs as a fine, off-white, practically odorless powder. It is insol- 
uble in the common organic solvents, but very soluble in water. Aqueous solu- 
tions are unstable, clear, and slightly alkaline. 


ACTIONS Pharmacologically, AZENE* has the characteristics of the ben- 
zodiazepines. It has depressant effects on the central nervous system. The 
primary metabolite, nordiazepam, reaches peak level in the blood stream at 
approximately 1 hour. The average serum half-life from bioavailability studies is 
Biiroxmatewy 2 days. The drug is metabolized in the liver and excreted primarily 
in the urine. 


INDICATIONS AZENE: is indicated for the symptomatic relief of anxiety asso- 
ciated with anxiety neurosis, in other psy- 
choneuroses in which anxiety symptoms 
are prominent features, and as an 
adjunct in disease states in which anxiety 
is manifested. 


AZENE:* is indicated for the symptomatic 
relief of acute alcohol withdrawal. 


The effectiveness of AZENE* in long- 
term use, that is, more than four months, 
has not been assessed by systematic 
clinical studies. The physician should 
reassess periodically the usefulness of 
the drug for the individual patient. 


CONTRAINDICATIONS AZENE: is con- 
traindicated in patients with a known 
hypersensitivity to the drug, and in those 
with acute narrow angle glaucoma. 


WARNINGS AZENE: is not recom- 
mended for use in depressive neuroses 
or in psychotic reactions. 


Patfents on AZENE* should be cau- 
tioned against engaging in hazardous 
occupations requiring mental alertness, 
such as operating dangerous machinery 
including motor vehicles. 


Since AZENE* has a central nervous 
system depressant effect, patients 
should be advised against the simulta- 
neous use of other CNS-depressant 
drugs, and cautioned that the effects of 
alcohol may be increased. 


Because of the lack of sufficient clinical 
experience, AZENE* is not recom- 
mended for use in patients less than 18 
years of age. 


Physical and Psychological Depen- 
dence: Withdrawal symptoms (similar in 
character to those noted with barbitu- 
rates and alcohol) have occurred follow- 
ing abrupt discontinuance of clorazepates. Symptoms of nervousness, 
insomnia, irritability, diarrhea, muscle aches and memory impairment have fol- 
lowed abrupt withdrawal after long-term use of high dosage. 


Caution should be observed in patients who are considered to have a psycho- 
logical potential for drug dependence. 


Tolerance developed within 3 to 9 days in dogs. Evidence of drug dependence 
has been observed in dogs and rabbits which was characterized by convulsive 
seizures when the drug was abruptly withdrawn or the dose was reduced; the 
syndrome in dogs could be abolished by administration of clorazepate. 


Usage in Pregnancy: An increased risk of congenital malformations asso- 
ciated with the use of minor tranquilizers (chlordiazepoxide, diazepam, 
and meprobamate) during the first trimester of pregnancy has been 
suggested in several studies. AZENE', a benzodiazepine derivative, has 
not been studied adequately to determine whether it, too, may be asso- 
ciated with an increased risk of fetal abnormality. Because use of these 
drugs is rarely a matter of urgency, their use during this period should 
almost always be avoided. The possibility that a woman of childbearing 
potential may be pregnant at the time of institution of therapy should be 
considered. Patients should be advised that if they become pregnant dur- 
ing therapy or intend to become pregnant they should communicate with 
their physician about the desirability of discontinuing the drug. 

age during Lactation: AZENE* should not be given to nursing mothers since it 

S been reported that nordiazepam is excreted in human breast milk. 

» NBECAUTIONS In those patients in which a degree of depression accompanies 
the anxiety, suicidal tendencies may be present and protective measures may be 
required. The least amount of drug that is feasible should be available to the 
patient. . : 
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BENZODIAZEPINE 


Periodic blood counts and liver function tests are advisable for patients on , 
AZENE* for profonged periods. The usual precautions in treating patienfs with 
impaired renal or hepatic function should also be observed. ast 


In elderly or debilitated patients, the initial dose should be small, and increments ; 
should be made gradually, in accordance with the response of the patient, t 
preclude ataxia or excessive sedation. ig 
ADVERSE REACTIONS The side effect most frequently reported with the uee of “so 
benzodiazepines is drowsiness. Less commonly reported side effects are: dizzi- 
ness, various gastrointestinal complaints, nervousness, blurred vision, dry 
mouth, headache, and mental confusion. Other side effects include insomnia, a 
transient skin rashes, fatigue, ataxia, genitourinary complaints, irritability, diplo- 

pia, depression and slurred speech. 


There have been reports of abnormal liver and kidney function tests and of  « * 
decrease in hematocrit. g 


Decrease in systolic blood pressure has been observed with clorazepates. 


DOSAGE AND ADMINISTRATION For the symptomatic relief of anxiety: 
AZENE* is administered orally in divided doses. The usual daily dose is 26 mg. 
The dose should be adjusted gradually within the range of 13 to 52 mg daily in 
accordance with the response of the patient. Drowsiness may occur at the initia- 
tion of treatment and with dosage increments. In elderly or debilitated patients it 
is advisable to initiate treatment at a daily dose of 6.5 to 13 mg. 


AZENE: capsules may also be administered as a single dose daily at bedtime: 

the recommended initial dose is 13 mg. After the initial dose, the response of the 

patient may require adjustment of subsequent dosage. Lower doses may te 
indicated in the elderly patient. Drow- 

siness may occur at the initiation of treat- 

ment and with dosage increments. 


For the symptomatic relief of acute alco- 
hol withdrawal: 


The following dosage schedule 
is recommended: 


1st 24 hours 


26 mg AZENE, * initially; 
(Day 1) 


followed by 26 to 52 
mg in divided doses 


2nd 24 hours 39 to 78 mg in divided 
doses 
19.5 to 39 mgin 

(Day 3) divided doses 

Day 4 13 to 26 mg in divided 
doses 


Thereafter, gradually reduce the daily 
dose to 6.5 to 13 mg. Discontinue drug 
therapy as soon as patient's condition is 
stable. 


The maximum recommended total daily 
dose is 78 mg. Avoid excessive reduc- 
tions in the total amount of drug adminis- 
tered on successive days. 


DRUG INTERACTIONS If AZENE* is to 
be combined with other drugs acting on 
the central nervous system, careful con- 
sideration should be given to the phar- 
macology of the agents to be employed. 
Animal experience indicates that cloraze- 
pates prolong the sleeping time after 
hexobarbital or after ethyl alcohol, 
increase the inhibitory effects of chlorpro- 
mazine, but do not exhibit monoamine 
oxidase inhibition. Clinical studies have 
shown increased sedation with concur- 
rent hypnotic medications. The actions of 
the benzodiazepines may be potentiated 
by barbiturates, narcotics, phenothia- 
zines, monoamine oxidase inhibitors or other antidepressants. 


If AZENE* is used to treat anxiety associated with somatic disease states, 
careful attention must be paid to possible drug interaction with concomitant 
medication. 


MANAGEMENT OF OVERDOSAGE Overdosage is usually manifested by vary- 
ing degrees of CNS depression ranging from slight sedation to coma. As in the 
management of overdosage with any drug, it should be borne in mind that mul- 
tiple agents may have been taken. 


There are no specific antidotes for the benzodiazepines. The treatment of over- 
dosage should consist of the general measures employed in the management of 
overdosage of any CNS depressant. Gastric evacuation either by the induction 
of emesis, lavage, or both, should be performed immediately. General supportive 
care, including frequent monitoring of the vital signs and close observation of the 
patient, is indicated. Hypotension, though rarely reported, may occur with large 
overdoses. In such cases the use of agents such as Levophedft (levarterenol) or 
Araminet (metaraminol) should be considered. 


HOW SUPPLIED AZENE: is supplied as 3.25 mg and 6.5 mg capsules in bottles 
of 100 and 500, and as 13 mg capsules in bottles of 100. 


e E 
*Registered Trademark, Winthrop Laboratories M. 
tRegistered Trademark, Merck Sharp & Dohme ^ 
"Trademark a 
Licensed under U.S. Patent Reissue No. 28,315 t 


Manufactured by Abbott Laboratories, North Chicago, Illinois 60064 iy 


Endo Laboratories, Inc. 


Subsidiary of E.l. du Pont de Nemours & Co. (I 
Garden City, N.Y. 11530 
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"Maybeit _ 
will go away.” 


The five most dangerous words in the English language. 





American Cancer Society | 


We want to cure cancer in your lifetime. 


— Why Endep makes 
with amitriptyline HC 





Scored tablets b.s. enbance compliance and tolerability 





Once you select the appropriate maintenance dose, you 
can prescribe a single tablet of Endep b.s. secure in the knowledge that 
you can adjust the dose by a half tablet without requiring the patient to 
obtain a new Rx. The simplicity of this b.s. schedule not only encourages 
compliance, but lessens the likelibood of anticholinergic and sedative side 


effects during daytime. 


Scored tablets b.s. reduce confusion 





Bedtime dosage means that the patient bas only one dose 
of Endep to remember, thus minimizing possible confusion with other 
medications taken concomitantly. The built-in flexibility of the scored tablet 
permits balf-strength dosage adjustments without confusing the patient 
with a new color or size of medication. 








ong-term maintenance 
more practical: 


Scored tablets h.s. promote economy 





“n o 

The economy of Endep (amitriptyline HCI) is particularly evident 
during long-term maintenance therapy, when your patient is purchasing refills of 
the single strength you have prescribed. The b.s. schedule enables you to prescribe 
a single strength in place of a more expensive multiple-dose prescription. The scored 
tablet permits you to adjust the regimen without putting the patient through the 
expense of a new prescription fee, without wasting tablets and without necessitating 
the purchase of more costly multiple-dose refills. 





amitriptyline HCI/ Roche - 


f | The balf-strength advantage XY 


v 
J \ Before prescribing, please see following page for a summary of product information. - 
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Every tablet of 
Endep (amitriptyline HCl) 
is scored for precise, 
convenient adjustment 
of dosage. 


Half-tablet adjustment 
of dosage does not require 
a new Rx. 


Q KD OQ 


Single daily b.s. dosage 
promotes compliance and 
economy. 


Compliance with 
practical regimen promotes 
optimal response. 


Before prescribing, please consult complete 
product information, a summary of which 


follows: 


Indications: To relieve symptoms of depression 

(notably endogenous depression) and depression 

accompanied by anxiety. . 

Contraindications: Known hypersersitivity. Do 

not use with monoamine oxidase (MAO) inhibitors 
€ or within at least 14 days following discontinuation 


of MAO inhibitors since hyperpyretic crises, severe 
, V, Convulsions and deaths have occurred with con- 
comitant use; then initiate cautiously, gradually 
increasing dosage until optimal response is 
achieved. Use not récommended during acute 
recovery phase after myocardial infarction. 


F 


— Practicality is 


afundamentalfact = ^ 


about Endep 
amitriptyline HCT/ Roche 


50 mg 


Warnings: May block action of guanethidine or similar 
antihypertensives. Use with caution in patients with 
history of seizures, urinary retention, angle-closure glau- 
coma, increased intraocular pressure. Closely supervise 
cardiovascular patients, hyperthyroid patients 

and those receiving thyroid medications. zi: 
(Arrhythmias, sinus tachycardia and E 
prolongation of conduction time 
reported with use of tricyclic anti- 
depressants, including amitriptyline ! 
HCl, especially in high doses. Myocardial | 777 
infarction and stroke reported with use 100 mg 
of this class of drugs.) May impair alertness; warn against 
hazardous occupations or driving a motor vehicle during 
therapy. Weigh possible benefits against hazards during 
pregnancy, the nursing period and in women of child- 
bearing potential. Not recommended inchildren under 12. 


Precautions: May exaggerate symptoms in schizo- 
phrenic and paranoid patients, or shift manic-depressives 
to manic stage; reduce dose or administer major tran- 
quilizer concomitantly. Close supervision and careful 
dose adjustments required when given with anticholin- 
ergic or sympathomimetic agents. Exercise care in 
patients receiving large doses of ethchlorvynol; transient 
delirium reported with concomitant administration. May 
enhance effects of alcohol, barbiturates and other CNS 
depressants. Because of the possibility of suicide in de- 
pressed patients, do not permit easy access to large drug 
quantities in these patients. Because it may increase haz- 
ards of electroshock therapy, limit concomitant use to 
essential treatment. If possible, discontinue drug several 
days before elective surgery. Both elevation and lowering 
of blood sugar levels have been reported. 


Adverse Reactions: Note: This list includes a few ad- 
verse reactions not reported with this specific drug but 
requiring consideration because of similarities of tricyclic 
antidepressants. Cardiovascular: Hypotension, hyperten- 
sion, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. CNS and Neuromuscular: 
Confusional states; disturbed concentration; disorienta- 
tion; delusions; hallucinations; excitement; anxiety; 
restlessness; insomnia; nightmares; numbness, tingling 
and paresthesias of the extremities; peripheral neuro- 
pathy; incoordination; ataxia; tremors; seizures; alter- 
ation in EEG patterns; extrapyramidal symptoms; 
tinnitus. Anticholinergic: Dry mouth, blurred vision, dis- 
turbance of accommodation, constipation, paralytic ileus, 
urinary retention, dilatation of urinary tract. Allergic: 
Skin rash, urticaria, photosensitization, edema of face 
and tongue. Hematologic: Bone marrow depression includ- 
ing agranulocytosis, eosinophilia, purpura, thrombocyto- 
penia. Gastrointestinal: Nausea, epigastric distress, vomiting, 
anorexia, stomatitis, peculiar taste, diarrhea, parotid 
swelling, black tongue. Endocrine: Testicular swelling and 
gynecomastia in the male, breast enlargement and 
galactorrhea in the fenrale, increased or decreased libido, 
elevation and lowering of blood sugar levels. 








10 mg io 


25 mg 





Otber: Dizziness, 
weakness, fatigue, 
headache, weight gain or loss, 
increased perspiration, urinary fre- 
quency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal 
Symptoms: Abrupt cessation of treatment 
after prolonged administration may 
produce nausea, headache and malaise. 
» These are not indicative of addiction. 


Dosage: Initiate at low levels, 

| increase gradually, watching for signs 
of intolerance. As long as 30 days 
may elapse before adequate antide- 
pressant effect develops; sedative effect 
may be noted earlier. 


Initial Adult Dosage: Outpatients — 25 mg t.i.d., may be 
increased to 150 mg/day. Add increased drug to after- 
noon and/or bedtime doses. Alternate — 50 to 100 mg 
h.s., gradually increasing b.s. dose up to 150 mg/day. 
Hospitalized Patients — Up to 100 mg/day; increase 
gradually to 200 mg if necessary. A few patients may 
require 300 mg/day. 











150 mg 


Adolescent and Elderly Patients: In general, 10 mg t.i.d. with 
20 mg h.s. may be satisfactory for those who do not 
tolerate higher doses. 


Maintenance Dosage: With symptomatic improvement, 
reduce dosage to lowest amount that gives relief, usually 
25 mg b i.d. to q.i.d., or 10 mg q.i.d. Continue maintenance 
therapy 3 months or longer to avoid relapse. 


Overdosage: Immediately hospitalize patient suspected 
of having taken an overdose. Treatment is symptomatic 
and supportive. IV administration of 1 to 3 mg physostig- 
mine salicylate reported to reverse the symptoms of 
amitriptyline poisoning. See complete product informa- 
tion for manifestations and treatment. 


Supplied: 10-mg, 25-mg, 50-mg, 75-mg, 100-mg and 
150-mg scored tablets —bottles of 100 and 500; 
Tel-E-Dose* packages of 100; Prescription Paks of 60 
(10 mg, 25 mg and 50 mg) or 30 (75 mg, 100 mg and 
150 mg), available singly and in trays of 10. 


>) Tay 
Roche Laboratories 
Division of Hoffmann-La Roch! 
Nutley, New Jersey 07110 
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a Valuable link 
to the 
resources of the 


American Psychiatric Association 


for institutions and agencies 
concerned with the care 
of the mentally disabled 


Enrollment in the Hospital & Community Psychiatry 
Service brings multiple copies of Hospital & Community 
Psychiatry into member agencies every month, keeping staff up to 
date on developments and issues in the mental health field, 
offering new ideas and fresh perspectives, and serving as a useful 
resource in staff development and training programs. 

Hospital & Community Psychiatry 1s just one of the 
benefits of membership in the H&CP Service. Others include a 
film library containing more than a hundred films specially chosen 
for their usefulness in staff development and community education 
programs; supplementary mailings of important books, reports, 
articles, or other material of special interest to administrators or 
clinicians; reduced registration fees at the annual fall Institute on 
Hospital & Community Psychiatry; and, on request, information 
and consultation from the professional staff of the American 
Psychiatric Association. The H&CP Service also sponsors the 
annual Achievement Awards competition, which gives special 
recognition to outstanding programs for the mentally ill and 
mentally retarded. 


Please send me information about membership in the Hospital & Community Psychiatry Service. 


BAMEB. a Áo 








FACILITY 














ADDRESS 











CITY STATE ZIP CODE 


... Hospital & 





Communily 
hialry 





AMERICAN PSYCHIATRIC ASSOCIATION 
ervice 1700 18TH STREET, N.W. 
WASHINGTON, D.C. 20009 


`~ 


\Warner/Chilcott Introduces 


VERSTRAN 


(prazepam)  @ 


A new addition for the treatment 
of anxiety 








.Verstran(prazepam) provides . ~ 


c 


—* ™ 


he antianxiety effectiveness you 


expect from a benzodiazepine 


—plus dosage versatility 





-New Verstran New Verstran 
Reduces symptoms of anxiety- | Eleven double-blind studies 
whether psychic or somatic — | totaling 560 patients were con- 


in origin. ducted using b.i.d. and h.s. 
dosage regimens. Global 
New Verstran Improvement Ratings, made 


Provides the simplicity of a at week 2, 3, or 4 for the b.i.d. 
single scored 10 mg tablet to | dose, and at week 3 or 4 for 
facilitate titration. the h.s. dose, confirmed the 


clinical efficacy of Verstran 





Plus 2 dosage options in both dosage options? 


Option 1: 

New Verstran can be administered in a daily 
divided dose. 

Starting with 10 mg b.i.d., dosage may be titrated 
gradually within a range of 20 to 60 mg per day in 
accordance with response. 


Option 2: 

New Verstran can be taken once a day at 

bedtime. 

The usual starting dose for this regimen is 20 mg (two 
10 mg tablets). Optimum dosage usually ranges from 
20 to 40 mg daily. 


d 
%. 


Qdtaron file, Warner/ Chilcott Medical Department. 
*Nember of patients cited represents those evaluated at final 
* observation 
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m New Verstran 
Effective for the symptomatic relief of 
a wide range of anxiety conditions — 
whether psychic or somatic in origin. 


= New Verstran 


The versatility of fully effective divided 
daily or single nighttime dosage. 


Verstran' (prazepam) (V 


Caution: Federal law prohibits dispensing without 
prescription. 


Description: Verstran (prazepam); a benzodiazepine 
derivative, is identified chemically as 7-chloro-l-(cyclo 
propylmethyl)-1,3-dihydro-5-phenyl-2H-l, 4-benzodiaz - 
epin-2-one. The molecular weight is 324.8 and the 
structural formula is as follows 


CI 


Clinical Pharmacology: Studies in normal subjects 
have shown that Verstran (prazepam] hes depressant 
effects on the centra! nervous system. Oral administra- 
tion of single doses as high as 60 mg and divided doses 
‘up to 100 mg t.i.d. (300 mg total daily dose) were 
without toxic effects. 


Single oral doses of Verstran in normal subjects pro- 
duced peak blood levels at 6 hours postadministration, 
with significant amounts still present after 48 hours 
Verstran was slowly absorbed over a prolonged period, 
rather constant blood levels were maintained, and 
excretion was prolonged. The mean half-life of praze- 
pam measured in subjects given 10 mg t.i.d. for one 
week was 63(-- 155.d.) hours before and 70( + 10 s.d.) 
hours after multiple dosing—a nonsignificant dif- 
ference. Human metabolism studies showed that prior 
to elimination from the body, prazepam is metabolized 
in large part to 3-hydroxyprazepam and oxazepam 


Indications: Verstran (prazepam) is indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct in 
disease states in which anxiety is manifested. 


Contraindications: Verstran (prazepam) is contraindi- 
cated in patients with a known sensitivity to the drug and 
in those with acute narrow angle glaucoma. 


Warnings: Verstran (prazepam) is not recommended in 
psychotic states and in those psychiatric disorders in 
which anxiety is not a prominent feature. 

Patients taking Verstran should be cautioned against 
engaging in hazardous occupations requiring mental 


alertness, such as operating dangerous machinery, 


including motor vehicles. 


Because Verstran has a central nervous system depres- 
sant effect, patients should be advised against the 
simultaneous use of other CNS-depressant drugs, 
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m New Verstran 


The simplicity of a single scored 
10 mg tablet. 


gm New Verstran 


including phenothiazines, narcotics, barbiturates, MAO 
inhibitors and other antidepressants. The effects of 
alcohol may also be increased. 


Physical and Psychological Dependence: Withdrawal 
symptoms similar in character to those noted with 
barbiturates and alcohol have occurred following 
abrupt discontinuance of benzodiazepine drugs. These 
symptoms include convulsions, tremor, abdominal and 
muscle cramps, vomiting and sweating. Addiction- 
prone individuals, such as drug addicts and alcoholics, 
should be under careful surveillance when receiving 
benzodiazepines because of the predisposition of such 
patients to habituation and dependence. 


Precautions: 

Use in Pregnancy and Lactation: 

An increased risk of congenital malformations asso- 
ciated with the use of minor tranquilizers (chlordiaze- 
poxide, diazepam, and meprobamate) during the first 
trimester of pregnancy has been suggested in several 
studies. Verstran (prazepam) a benzodiazepine deriva- 
tive, has not been studied adequately to determine 
whether it, too, may be cssociated with an increased risk 
of fetal abnormality. Because use of these drugs is rarely 
a matter of urgency, their use during this period should 
almost always be avoided. The possibility that a woman 
of childbearing potential may be pregnant at the time of 
institution of therapy should be considered. Patients 
should be advised that if they become pregnant during 
therapy or intend to become pregnant they should 
communicate with their physician about the desirability 
of discontinuing the drug. In view of their molecular size, 
Verstran and its metabolites are probably excreted in 
human milk. Therefore, this drug should not be given to 
nursing mothers 


In those patients in wnom a degree of depression 
accompanies the anxiety, suicidal tendencies may be 
present, and protective measures may be required, The 
least amount of drug that is feasible should be available 
to the patient at any one time. 


Patients taking Verstran for prolonged periods should 


have blood counts and liver function tests periodically. 


The usual precautions in treating patients with impaired 
renal or hepatic function should also be observed. 
Hepatomegaly and cholestasis were observed in 
chronic toxicity studies in rats and dogs. 


In elderly or debilitated patients, the initial dose should 
be small, and increments should be made gradually, in 
accordance with the response of the patient, to preclude 
ataxia or excessive sedction 


Pediatric Use: 
Safety and effectiveness in patients below the age of 18 
have not been established 


Adverse Reactions: The side effects most frequently 
reported during double-blind placebo-controlled trials 
employing a typical 30 mg divided total daily dose and 
the percent incidence in the Verstran (prazepam) group 
were: fatigue (11.6%), dizziness (8.7%), weakness (7.7%), 
drowsiness (6.8%), lightheadedness (6.8%), and ataxia 
(5.0%). Less frequently reported were: headache, con- 
fusion, tremor, vivid*dreoms, slurred speech, palpitation, 
stimulation, dry mouth, digphoresis, and various gas- 
trointestinal confplaints. Other side effects included: 


Side effects are characteristic of 
benzodiazepine drugs." 


pruritus, transient skin rashes, swelling of feet, joint 
pains, various genitourinary complaints, blurred vision, 
and syncope. Single nightly dose, controlled trials of 
variable dosages showed a dose-related incidence of 
these same side effects. Transient and reversible aberra- 
tions of liver function tests have been reported, as have 
slight decreases in blood pressure and increases in body 
weight. 

These findings are characteristic of benzodiazepine 
drugs. 


Overdosage: As in the management of overdosage 
with any drug, it should be borne in mind that multiple 
agents may have been taken. 


If vomiting has not occurred spontaneously, it should be 
induced. Immediate gastric lavage is also recom- 
mended. General supportive care, including frequent 
monitoring of the vital signs and close observation of 
the patient, is indicated. Hypotension, though unlikely, 
may be controlled with Levophed" (levartereno! bitar- 
trate) or Aramine®™ (metaraminol bitartrate). Caffeine 
and Sodium Benzoate Injection, USP may be used to 
counteract central nervous system depressant effects. 


Dosage and Administration: Verstran (prazepam) is 
administered orally in divided doses. The usual daily 
dose is 30 mg. The dose should be adjusted gradually 
within the range of 20 to 60 mg daily in accordance with 
the response of the patient. In elderly or debilitated 
patients it is advisable to initiate treatment at a divided 
daily dose of 10 mg to 15 mg. (See Precautions.) 


Prazepam may also be administered as c single dose 
daily at bedtime. The recommended starting nightly 
dose is 20 mg. The response of the patient to several 
days treatment will permit the physician to adjust the 
dose upward or, occasionally, downward to maximize 
antianxiety effect with a minimum of daytime drowsi- 
ness. The optimum dosage will usually range from 20 to 
40 mg. 


Drug Interactions: |f Verstran (prazepam) is to be 
combined with other drugs acting on the central 
nervous system, careful consideration should be given 
to the pharmacology of the agents to be employed. The 
actions of the benzodiazepines may be potentiated by 
barbiturates, narcotics, phenothiazines, monamine oxi- 
dase inhibitors or other antidepressants. 


If Verstran is used to treat anxiety associated with 
somatic disease states, careful attention must be paid to 
possible drug interaction with concomitant medication. 


How Supplied: Verstran (prazepam) 10 mg light blue, 
scored tablets in bottles of 100 (N 0047-0276-51). 


STORE BETWEEN 59°-86° F (15?-30? C). 


*Please see this page for warnings, precautions and 
adverse reactions 


U S. Patents 3192199, 3192200 


Warner / Chilcott 
Division, 
Warner-Lambdrt Cómpany . 
Morris Plainsg Y. J. 07950 
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Where The Action Is— 


For more than a decade the general hospital psychiatric unit has been the prin- 
cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increase of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, emergency 
service, and even consultation to community agencies. Indeed, the general 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 


This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964—and they, too, are providing a remarkably comprehensive program. 


It’s your responsibility to be well-informed about these extraordinarily signifi- 
cant and vital pieces of American psychiatric service. You can do so by sending 
the order form below. 


a national survey of ae 
general hospital psychiatry 
and private psychiatric hospitals 





with a foreword by ZIGMOND LEBENSOKN 


Please send me copies of Psychiatric Treatment in the Community. 
(Single copy, $3.50. Four or more copies, $2.75 each) 





Send coupon to: LJ bill me [] remittance enclosed 
Publications Service Division 
American Psychiatric Association kan 
1700 18th St. N.W., Washington, 
D.C. 20009 
- Address 
Á 
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See LOXITANE brief summary on following page fo indications, warni 
and precautions and for more detailed information concerning side effects. : 
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Name l ~T Sex Age 
Bert H.* : Male | 27 
Marital Status Occupation a 
M W D ‘Supermarket clerk 


CASE SUMMARY SHEET 


History: 

Left school at 16. Good in math; poor reader. 
Youngest child (only son); two married 
sisters well adjusted. Father died six years 


ago; mother, two years ago. Patient : 


attractive, precise in manner. Few friends, 
no girlfriend. Lives alone 


Onset of current illness: 

When customer questioned addition of 
grocery slip, patient became abusive, said he 
“didn’t steal.” Threw slip at customer; hit 
store manager; tried to break cash register. 
Police brought him to hospital 


Diagnosis: 
Acute schizophrenia 


Treatment: 

LOXITANE® C Loxapine Hydrochloride Oral 
Concentrate 50 mg stat then 20 mg q.i.d. 
increased over 3 weeks to 55 mg q.i.d. 
Psychotherapy twice weekly 


Therapeutic course: 

First week: Calmer, sometimes curses, not 
physically violent. Believes cash register is 
part of a “conspiracy” to discredit him. 
Facial tremors appeared which responded to 
antiparkinsonism medication 


Second week: Delusions persist but less often 


expressed. Not verbally abusive. Cooperative 
with ward regimen. LOXITANE C 
50 mg q.i.d. 


Third week: Boasts he "figures" better than 
the cash register. No further delusions. 
Switched to LOXITANE® Loxapine Succinate 
Capsules 35 mg q.i.d. 


Fourth week: Says "girls are messy, always 
leaving makeup around.” Encouraged to 
discuss relationships with people. Likes the 
OT worker because she is “neat and tidy”  '* 


Fifth week: In therapy sessions, speaks of 
“loneliness” and “fear of making mistakes.” 
Appears close to premorbid behavior. 
LOXITANE decreased 25 mg qid., 
antiparkinsonism medication discontinued 


Sixth week: Asked to see eldest sister. 
Patient asking about day passes 


Follow-up: 

Tenth week: Sister took patient out for the 
day. Patient pleased but has difficulty 
expressing emotion. Asked about leaving the 
hospital; not upset when told he is not ready 
yet. LOXITANE 20 mg t.i.d. and 10 mg h.s. 
Group therapy once weekly 


\ 


*Not an actual vatient. The collection of clinica! dati upon wi 5 this 
simulation is built illustrates the action of fL OXITANE ^s Loxdpi ue Succinate 
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as reported in clinical studies. MW ` 
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For the symptoms that brought him there 
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Recommended Daily Dosage 
Initial Dosage MILD MODERATE SEVERE 
10 mg bid 10mg tid orqid 25 mg bid 
First 7 to Increase dosage until psychotic symptoms are controllad 
10 Days Dosage should not exceed 250 mg/day 
Usual dosage curing titration 50 to 150 mg/day 
Maintenance Adjust to lowest effective level 
Dosage Usual maintenance dosage 60 to 100 mg/day 
Many patients are controlled with dosages as low as 2C to 
60 mg/day 
Brief Summary 
*LOXITANE* Loxapine Succinate Capsules 


OR 
LOXITANE* C Loxapine Hydrochloride Oral Concentrate 


Description: A dibenzoxazepine compound representing a new subclass of tricyclic 
antipsychotic agent, chemically distinct from the thioxanthenes, butyrophenones, and 
phenothiazines. 


Indications: For the manifestations of schizophrenia. Loxapine has not been evaluated 
for the management of benavioral complications in mental retardation, and therefore 
cannot be recommended. 


Contraindications: In comatose or severe, drug-induced depressed states (alcohol, 
barbiturates, narcotics, etc.); and in individuals with known hypersensitivity to the drug 


Warnings: In Pregnancy: Safe use during pregnancy or lactation has not been 
established; in pregnancy, nursing mothers, or women of child-bearing potential, weigh 
potential benefits against possible hazards to mother and child. No embryotoxicity or 
teratology was observed in studies in rats, rabbits or dogs, although with the excepticn of 
one rabbit study, the highest dosage was only two times the maximum recommendec 
human dose and in some studies they were below this dose. Perinatal studies have shown 
renal papillary abnormalities in offspring of rats treated from mid-pregnancy with doses cf 
0.6 and 1.8 mg./kg., doses which approximate the usual human dose but which are 
considerably below the maximum recommenced numan dose. In Children: Studies have 
not been performed in children; therefore this drug is not for use below the age of 16 


May impair mental and/or physical abilities, especially during the first few days of therapy; 
warn ambulatory patients about activities requiring alertness (e.g. operating vehicles or 
machinery), and about concomitant use of alcohol and other CNS depressants 


Precautions: Use with extreme caution m patients with history of convulsive disorders: 
seizures have been reported in epileptics receiving this drug at antipsychotic dose levels. 
and may occur even with maintenance of routine enticonvulsant drug therapy Has an 
antiemetic effect in animals; this effect in man may mask signs of overdosage of toxic 
drugs and obscure conditions such as intestinal obstruction and brain tumor. Use with 
caution in patients with cardiovascular disease. Increased pulse rates in the majority of 
patients receiving antipsychotic doses and transient hypotension have been reported. In 
hypotension requiring vasopressor therapy, preferred drugs may be norepinephrine or 
angiotensin. Usual doses of epinephrine may be ineffective because of inhibition of its 
vasopressor effect by loxapine. Possibility of ocular toxicity from loxapine cannot be 
excluded at this time, therefore observe carefully for pigmentary retinopathy and 
lenticular pigmentation (observed in some patients receiving certain other antipsychotic 
drugs for prolonged periods). Because of possible anticholinergic action, use with caution 
in patients with glaucoma or a tendency tc urinary retention, particularly with concomitant 
administration of anticholinergic-type antiparkinson medication. 





Adverse Reactions: CNS: Adverse effects other than extrapyramidal, infrequent. 
Drowsiness, usually mild, may occur at beginning of therapy or when dosage is increased, 
usually subsiding with continued therapy. Incidence of sedation is less than that of certain 
aliphatic phenothiazines and slightly more than piperazine phenothiazines. Dizziness, 
faintness, staggering gait, muscle twitching, weakness, and confusional states have been 
reported. Extrapyramidal reactions during use of this drug have been reported frequently, 
often during the first few days of treatment. In most patients, these involve Parkinson-like 
symptoms such as tremor, rigidity, excessive salivation, masked facies, akathisia, usually 
not severe and controlled by dosage reduction or use of antiparkinson drugs in usual 
dosage. Less frequent, but more severe: Dystonias, including spasms of muscles of neck 
and face, tongue protrusion, oculogyric movement; dyskinesia in the form of choreo- 
athetoid movements. These sometimes require reduction or temporary withdrawal of drug 
dosage in addition to appropriate counteractive drugs. Persistent Tardive Dyskinesia: 
May appear in some patients on long-term therapy, or after therapy has been 
discontinued; the risk greater in the elderly, especially females, on high dosage. These 
symptoms, persistent and in some patients apparently irreversible, are characterized by 
rhythmical involuntary movement of tongue, face, mouth or jaw (e.g. protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements, sometimes accompanied by 
involuntary movements of extremities). No known effective treatment; discontinue all 
antipsychotic agents if these symptoms appear. The necessity to reinstitute treatment or 
increase dosage, or switch to a different antipsychotic agent, may mask syndrome. If 
medication is stopped when fine vermicular movements of the tongue occur, the 
syndrome may not develop. Cardiovascular: Tachycardia, hypotension, hypertension, 
lightheadedness, syncope. A few cases of EKG changes similar to those seen with 
phenothiazines have been reported, not known to be related to loxapine use. Skin 
Dermatitis, edema (puffiness of face), pruritus, seborrhea. Possible photosensitivity and/or 
phototoxicity; skin rashes of uncertain etiology seen in a few patients during hot summer 
months. Anticholinergic: Dry mouth, nasal congestion, constipation, blurred vision — more 
likely to occur with concomitant use of antiparkinson agents. Other: Nausea, vomiting, 
weight gain or loss, dyspnea, ptosis, hyperpyrexia, flushed facies, headache, paresthesia, 
polydipsia. Rarely, galactorrhea and menstrual irregularity of uncertain etiology 


Dosage and Administration: Administered orally, usually in 2 to 4 divided doses a day. 
Adjust dosage to patient's need relative to severity of symptoms and history of response 
to antipsychotic drugs. Recommended initial dosage is 10 mg. b.i.d.; in severely disturbed 
patients up to 50 mg. daily. Increase dosage during first 7 to 10 days until psychotic 
symptoms are controlled. Usual therapeutic and maintenance range is 60 mg.- 100 mg. 
daily. More than 250 mg. daily is not recommended. Maintenance dosage should be at 
lowest level to control symptoms; many patients have been maintained on 20 mg. to 

60 mg. daily 


LOXITANE C Oral Concentrate should be mixed with orange and grapefruit juice shortly 


before administration. Use only enclosed calibrated cropper. x . 
LEDERLE LABORATORIES . 
lederle A Division of American Cyanamid Company ^ 
Pearl River, New York 10965 
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“Pm just a 
shadow of what 
l used to be." 





That is what depressed individuals 
may feel is the substance of 

their being. There is no pleasure, 
no joy —nothing grows — and in the 
cold shadow of depression their 
activities are inhibited, while ini- 
tiative may be eroded or des- 
troyed. The tragedy is that they 


Tofranil- PIM 


imipramine pamoate 





can see that others are able to 
live on the brighter side but they, 
themselves, cannot reach it on 
their own. 


Your experience in treating 


depression, and Tofranil-PM 
can help light the way. 


Geigy 


Unsurpassed effectiveness As 
among tricyclics in relieving symptoms Y 


of anxious depression. 


Before prescribing Tofranil-PM, please review a summary of the 


prescribing information on the back of this page. 


ir 
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^Tofrani-PM' - 


imipramine pamoate 


As anxiety, agitation, sleep 

disturbances, and other 

\ depressive symptoms are 
relieved, mood and motivation 

may be markedly improved. 


Patients are usually alert and 
capable of functioning at more 
normal levels of behavior. 


Tofranil-PM® 
brand of imipramine pamoate 


Indications: For the relief of symptoms of depression. 
Endogenous depression is more likely to be alleviated 
than other depressive states. 

Contraindications: The concomitant use of monoamine 
oxidase inhibiting compounds is contraindicated. Hyper- 
pyretic crises or severe convulsive seizures may occur in 
patients receiving such combinations. The potentiation of 
adverse effects can be serious, or even fatal. When it is 
desired to substitute Tofranil-PM, brand of imipramine 
pamoate, in patients receiving a monoamine oxidase in- 
hibitor, as long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days. Initial 
dosage should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 


during the acute recovery period after a myocardial infarc- 


tion. Patients with a known hypersensitivity to this com- 

pound should not be given the drug. The possibility of 

cross-sensitivity to other cibenzazepine compounds 
should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of imipramine 

duririg pregnancy and lactation has not deen established; 

therefore, in administering the drug to pregnant patients, 
nursing mothers, or women of childbearing potential, the 
potential benefits must be weighed against the possible 
hazards. Animal reproduction studies have yielded incon- 
clusive results. There have been clinica! reports of con- 
genital malformation associated with the use of this drug, 
but a causal relationship has not been confirmed. 

Extreme caution should be used when this drug is given 

to: 

—patients with cardiovascular disease because of the 
possibility of conduction defects, arrhythmias, myocar- 
dial infarction, strokes and tachycardia; 

—patients with increased intraocular pressure, history of 
urinary retention, or history of narrow-angle glaucoma 
because of the drug's anticholinergic properties; 

—hyperthyroid patients or those on thyroid medication 
because of the possibility of cardiovascular toxicity; 

—patients with a history of seizure disorder because this 
drug has been shown to lower the seizure threshold; 

—patients receiving guanethidine or similar agents since 
imipramine may block the pharmacologic effects of 
these drugs. 

Since imipramine may impair the mental and/or physical 

abilities required for the performance of potentially 

hazardous tasks such as operating an automobile or 
machinery, the patient should be cautioned accordingly. 
«Usage in Children: Tofranil-PM, brand of imipramine 
pamoate, should not be used in children of any age be- 
cause of the increased pctential for acute overdosage 
* ** due to the high unit potency (75 mg., 100 mg., 125 mg. 
and 150 mg.). Ehch capsule contains imipramine 
pamoate equivatgnt to 75 mg., 100 mg.. 125 mg. or 150 
Mg. imipramine hyWiroshioride. 
* Precautions: It shguld be kept in mind that the possibility 


of suicide T ly depressed patients is inherent in 
fn 
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Tofranil-PM encourages patient 


compliance because one 
capsule lasts from bedtime to 
bedtime. 


Good results are usually seen 
atthe starting dose of one 
75-mg capsule h.s. 


For many patients, dosage can 
be safely increased to 150 mg 
daily. 


the illness and may persist until significant remission oc- 
curs. Such patients should be carefully supervised during 
the early phase of treatment with Tofranil-PM, brand of 
imipramine pamoate, and may require hospitalization. 
Prescriptions should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, particularly in 
patients with cyclic disorders. Such reactions may neces- 
sitate discontinuation of the drug. If needed, Tofranil-PM, 
brand of imipramine pamoate, may be resumed in lower 
dosage when these episodes are relieved. Administration 
of a tranquilizer may be useful in controlling such 
episodes. 

Prior to elective surgery, imipramine should be discon- 
tinued for as long as the clinical situation will allow. 

An activation of the psychosis may occasionally be ob- 
served in schizophrenic patients and may require reduc- 
tion of dosage and the addition of a phenothiazine. 

In occasional susceptible patients or in those receiving 
anticholinergic drugs (including antiparkinsonism agents) 
in addition, the atropine-like effects may become more 
pronounced (e.g., paralytic ileus). Close supervision and 
careful adjustment of dosage is required when this drug is 
administered concomitantly with anticholinergic or sym- 
pathomimetic drugs. 

Avoid the use of preparations, such as decongestants 
and local anesthetics, which contain any sympathomimet- 
ic amine (e.g., adrenalin, noradrenalin), since it has been 
reported that tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 

Both elevation and lowering of blood sugar levels have 
been reported. 

Concurrent administration of imipramine with electroshock 
therapy may increase the hazards; such treatment should 
be limited to those patients for whom it is essential, since 
there is limited clinical exper. ence. 

Adverse Reactions: Note: Although the listing which fol- 
lows includes a few adverse reactions which have not 
been reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when imip- 
ramine is administered. 

Cardiovascular: Hypotension, hypertension, tachycardia, 


palpitation, myocardial infarction, arrhythmias, heart block, 


stroke, falls. 

Psychiatric: Confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions; anxiety, 
restléssness, agitation; insomnia and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, altera- 
tions in EEG patterns; tipnitus. 

Anticholinergic: Dry mouth, and, rarely, associated sub- 
lingual adenitis; blurred vision, disturbances of accommo- 
dation, mydriasis; constipation! paralytic ileus; urinary re- 
tention, delayed micturition, dilation of the urinary tract. 
Allergic: Skin rash, petechiae, urticaria, itching, photosen- 


AS with all tricyclics, sedation y , 
may occur. Please caution 


patients against driving or oper- 


ating dangerous machinery. 


Each capsule contains 


imipramine pamoate equivalent 


to 75, 100, 125 or 150 mg of 
imipramine hydrochloride. 


sitization (avoid excessive exposure to sunlight); edema 
(general or of face and tongue); drug fever; cross- 
sensitivity with desipramine. 

Hematologic: Bone marrow depression including agran- 
ulocytosis; eosinophilia; purpura; thrombocytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever and sore throat during 
therapy; the drug should be discontinued if there is evi- 
dence of pathological neutrophil depression. 
Gastrointestinal: Nausea and vomiting, anorexia, epigas- 
tric distress, diarrhea; peculiar taste, stomatitis, abdominal 
cramps, black tongue. 

Endocrine: Gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or de- 
creased libido, impotence; testicular swelling; elevation or 
depression of blood sugar levels. 

Other: Jaundice (simulating obstructive); altered liver 
function; weight gain or loss; perspiration; flushing; uri- 
nary frequency; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms: Though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy 
may produce nausea, headache and malaise. 

Dosage and Administration: In adult outpatients, 
therapy should be initiated on a once-a-day basis with 75 
mg./day. This may be increased to 150 mg./day which is 
the dose level which usually obtains optimum response. If 
necessary, dosage may be increased to 200 mg./day. 
Dosage should be modified as necessary by clinical re- 
sponse and any evidence of intolerance. Daily dosage 
may be given at bedtime, or in some patients in divided 
daily doses. 

Hospitalized patients should be started on a once-a-day 
basis with 100-150 mg./day and may be increased to 200 
mg./day. Dosage should be increased to 250-300 mg./day 
if there is no response after two weeks. 

Following remission, maintenance medication may be re- 
quired for a longer period of time at the lowest dose that 
will maintain remission. The usual adult maintenance 
dosage is 75-150 mg./day on a once-a-day basis, prefer- 
ably at bedtime. 

In adolescent and geriatric patients, capsules of Tofranil- 
PM, brand of imipramine pamoate, may be used when 
total daily dosage is established at 75 mg. or higher. It is 
generally unnecessary to exceed 100 mg./day in these 
patients. This dosage may be given once a day at bed- 
time or, if needed, in divided daily doses. 

How Supplied: Tofranil-PM, brand of imipramine 
pamoate: Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equivalegt to 75, 
100, 125 or 150 mg. of imipramine hydrochloride.) y 

(B) 98-146-840-A(9/75) 667120 

For complete details, including dosage and adminis: 
tration, please refer to the full prescribing informati 


GEIGY Pharmaceuticals , 
Division of CIBA-GEIGY Corporaffon 
Ardsley, New York 10502 
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“MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 





NAME 


DEPARTMENT 


ORGANIZATION 





STREET 
CITY STATE ZIP 
APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department | 
AMERICAN PSYCHIATRIC ASSOCIATION '$ 
1700 Eighteenth Street, N.W. | 


Washington, D.C. 20009 
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Then why Oylert.for MBD? G0! 

. (pemoline) 

; Because Cylert offers a lot: 


e Once-a-day dosage at home 


e Elimination of mid-day school dose and need for school 


personnel supervision 


e Avoids ups and downs of drug action brought about by multiple 


daily dosage 


e Control of medication by the parent 


e A chewable dosage form 


e Less physician paper work (Cylert is in schedule IV) 


e Safety and efficacy proven in extensive clinical studies* 


*Copy of the Cylert Monograph available to Physicians on written request. | 


Dosage and administration 


Cylert is administered as a single 
oral dose each morning. 


The recommended starting dose is 

37.5 mg/day. This daily dose should be 
gradually increased by 18.75 mg at one 
week intervals until the desired clinical 
response is obtained. The effective daily 
dose for most patients will range from 
56.25 to 75 mg. The maximum recom- 
mended daily dose of pemoline is 112.5 mg. 


Clinical improvement with Cylert is 
gradual. Using the recommended schedule 
of dosage titration, significant benefit may 
. not be evident until the third or fourth 

week of drug administration. Drug 
administration should be interrupted 
occasionally (once or twice a year) to 

M determinąif behavioral symptoms are 

‘ N, sufficient to require continued therapy. 


onf iis à 


When not to use medication 


Cylert should not be used for (and will not _ 
be effective in) simple cases of overactivity ` 
in school age children. 


Neither should it be used in the child who 
exhibits symptoms secondary to environ- 
mental factors and/or primary psychiatric 
disorders, including psychosis. 

The physician should rely on a complete 
history of the child and a thorough 
description of symptoms from both 


parents and teacher before postulating 
a diagnosis of MBD. 


ABBOTT 
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^ Cylert and Cylert Chewable Tablets 


(pemoline) 


Prescribing Information 4€ 


Indications: M/N/MAL BRAIN DYSFUNCTION IN CHILDREN —as 
xnuwe therapy to other remedia! measures (psychological, educational, 
Social). 

Special Diagnostic Considerations: The cause of minimal brain dysfunction 

A (MBD) is unknown. Diagnosis of MBD involves the use of medical. 
psychological, educational, and social tools, since no single diagnostic test is 
adequate. 

MBD is characterized by chronic moderate to severe hyperactivity, short 
attention span, distractibility, emotional lability, and impulsivity. 
Nonlocalizing (soft) neurological signs, learning disability, and abnormal 
EEG may or may not be present. The diagnosis of MBD must be based upon 
a complete history and evaluation of the child and no: solely on the presence 
of one or more of these characteristics. 

Drug treatment is not indicated for all children with MBD. In the primary 
therapy of MBD, appropriate educational placement is essential and 
psychosocial intervention is generally necessary. When these measures alone 
are insufficient, the decision to prescribe stimulant medication will depend 
upon the physician's assessment of the chronicity and severity of the child's 
symptoms. Stimulants are not intended for use in the child who exhibits 
symptoms secondary to environmental factors and/or primary psychiatric 
disorders, including psychosis. 


Contraindications: Cylert (pemoline) is contraindicated in patients with 
known hypersensitivity or idiosyncrasy to the drug. (See ADVERSE 
REACTIONS.) 


Warnings: Cylert is not recommended for children less than 6 years of age 
since its safety and efficacy in this age group have not been established. 

Sufficient data on the safety and the efficacy of the long-term use of Cylert 
in children with minimal brain dysfunction are not yet available. 

A temporary suppression of the predicted growth rate (weight and/or 
height gain) has been reported for children receiving long-term stimulant 
therapy. A definite causal relationship between stimulant drugs and this 
finding has not been established. 


Precautions: Liver function tests should be performed periodically during 
therapy with Cylert. The drug should be discontinued if abnormalities are 
revealed and confirmed by follow-up tests. (See ADVERSE REACTIONS 
regarding reports of abnormal liver function tests and jaundice.) 

Cylert should be administered with caution to patients with significantly 
impaired hepatic or renal function. 

The interaction of Cylert with other drugs has not been studied in humans. 
Patients who are receiving Cylert concurrently with other drugs, especially 
drugs with CNS activity, should be monitored carefully. 

Cylert failed to demonstrate a potential for self-administration in primates. 
However, the pharmacologic similarity of pemoline to other 
psychostimulants with known dependence liability suggests that 
psychological and/or physical dependence might also occur with Cylert. 
There have been isolated reports of transient psychotic symptoms occurring 
in adults following the long-term misuse of excessive oral doses of pemoline. 
Cylert should be given with caution to emotionally unstable patients who 
may increase the dosage on their own initiative. 

Usage during Pregnancy and Lactation: The safety of Cylert (pemoline) for 
use during pregnancy and lactation has not been established. 

Fertility, reproduction, and teratology studies were conducted in laboratory 
animals. Pemoline, in doses of 18.75 or 37.5 mg./kg./day, had no effect on the 
fertility of male or female rats. The drug, when given to pregnant rats (from 
gestation day 15 through weaning) and to rabbits (from gestation days 6-18) 
at these same dosage levels, produced no teratogenic or embryotoxic effects, 
and had no effect on the viability of the young at birth. However, increased 
incidences of stillbirths and cannabilization were observed when pemoline 
was given to rats at these dosage levels, beginning 14 days prior to conception. 


Adverse Reactions: Insomnia is the most frequently reported side effect of 
Cylert; it usually occurs early in therapy, prior to an optimum therapeutic 
response. In the majoritv of cases it is transient in naui responds to a 
reduction in dosage. 

Anorexia with weight loss may occur during the first weeks of therapy. In 
the majority of cases it is transient in nature; weight gain usually resumes 
within three to six months. 

Stomach ache, skin rashes, increased irritability, mild depression, nausea, 
dizziness, headache, drowsiness, and hallucinations have been reported. 

Elevations of SGOT, SGPT, and serum LDH have occurred in patients 
taking Cylert, usually after several months of therapy. These effects appear to 
be reversible upon withdrawal of the drug, and are thought to be 
manifestations of a delayed hypersensitivity reaction. There have also been a 
few reports of jaundice occurring in patients taking Cylert; a causal 
relationship between the drug and this clinical finding has not been 
established. 

There have been reports of dyskinetic movements of the lips, face, and 
extremities occurring with the use of Cylert. Convulsive seizures have also 
been reported. A definite causal relationship between Cylert and these 
reactions has not been established. 

Mild adverse reactions appearing early during the course of treatment with 
Cylert often remit with continuing therapy. If adverse reactions are of a 
significant or protracted nature, dosage should be reduced or the drug 
discontinued. 


How Supplied: Cylert (pemoline) is supplied as monogrammed, grooved 
„tablets in three dosage strengths: 
«. 18.75 mg. tablets (yellow-colored) in bottles of 100 (NDC 0074-6025-13) 
37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6057-13) 
» 75 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-6073-13) 
Cylert CHewmble is supplied as monogrammed, grooved tablets in one 


dosage strength: 
37.5 mg. ta orange-colored) c 
ín bottles of 100 C 0074-6088-13) 
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He is an American Heart Association 


Established Investigator, funded for five 
years to work on some phase of car- 
diovascular disease. He and his asso- 
ciates are researching ways to recognize 
a heart attack before severe damage 
Occurs. 

His ultimate goal is to decrease the 
present toll from cardiovascular diseases. 
Of the four Americans that die every 
minute this year from all causes, two will 
die from these diseases. 

He is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fighting for your life. 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases. 

When a Heart Association volunteer 
asks for your money, think of the 1,400 
scientific invesiigators. Help them fight 
for your life. 


Please give generously to the . 
American Heart Association $) 


WE'RE FIGHTING FOR YOUR LIFE / 
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For the treatment of depression 


PAMELOR 


Dertiohdoe 20) 


25mg. Capsules 
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Provides 2 important benefits for 
both patients and clinicians. - 


e PAMELOR’ begins to improve sleep patterns within a week. 
e PAMELOR" allows patients to remain calm yet alert. 


CN | | For Brief Summary please see followiry page. 





25 mg. Capsules 


PAMELOR 


(nortriotyline HCl) NF 


The antidepressant with 2 important clinical benefits 


PAMELOR® begins to improve sleep 


patterns within a week 


e PAMELOR” helps relieve the sleep problems that 
accompany depression: difficulty in falling asleep, 
restless sleep, and early-moming awakening. An 
improved pattern of sleep begins to appear in some 
patients within the first week of therapy. 


€ Overall improvement is often observed by the end 
of the second week. Maximum improvement with 
Pamelor®, as with other antidepressants, may require 
a longer period of therapy, particularly in severe 


depressive illnesses. 


Indications: For relief of depressive symptoms. 
Endogenous depressicns are more likely to be 
alleviated than others. 


Contraindications: Hypersensitivity. Should not be 
given concomitantly with MAO inhibitors or within 
2 weeks of the use of this drug since hyperpyretic 
crises, severe convulsions, and fatalities have 
occurred when similar tricyclic antidepressants 
were used in such combinations. Cross-sensitivity 
with other dibenzazepines is a possibility. Con- 
traindicated during acute recovery period after 
myocardial infarction. 


Warnings: Use with caution in patients with car- 
diovascular disease because of tendency to pro- 
duce sinus tachycardia and prolong conduction 
time. Myocardial infarction, arrhythmia, and 
strokes have occurred. May block antihypertensive 
action of guanethidine and similor agents. 
Because of anticholinergic activity, use cautiously 
in patients with glaucoma or a history of urinary 
retention. Patients with a history of seizures should 
be followed closely because the drug is known to 
lower the convulsive threshold. Great care is 
required for hyperthyrcid patients and those tak- 
ing thyroid medication because of possible devel- 
opment of cardiac arrhythmia. Caution patients 
about possibility of impaired menta! and/or physi- 
cal ability to operate a motor vehicle or dangerous 
machinery. Response to alcoholic beverages may 
be exaggerated and may lead to suicidal 
attempts. Safe use during pregnancy, lactation, 
and women of childbearing potential has not been 
established and the drug should not be given 
unless clinical situation warrants potential risk. Not 
recommended for use in children. 


* Precautions: Psychotic symptoms may be exacer- 
bated in schizophrenic patients. Increased anxiety 
and agitation may occur in overactive or agitated 
‘patients. Manic-depressive patients may experi- 

* * » "T. 
ence shift to manic phase. Hostility may be 
aroused. Concomitant administration of reserpine 
may producefa “stimulating” effect. Watch for 
possible epildigtiform seizures during treatment. 
Use cautiously Wifh anticholinergic or sympatho- 

~ mimetic drugs. Yoncurrent electroconvulsive ther- 


Me 


3 


calm yet alert 


PAMELOR” allows patients to remain 


e Helps improve depressed mood with a low level 
of stimulatory effect. 


€ PAMELOR* also has a mild calming action to helo 
relieve the anxiety and tension that are often 


symptoms of depression. Because PAMELOR® rarely 


machinery. 


apy may increase hazards associated with 
nortriptyline HCI. When possible, discontinue drug 
several days prior to surgery. Potentially suicidal 
patients require supervision and protective mea- 
sures during therapy. Prescriptions should be lim- 
ited to the least possible quantity. Both elevation 
and lowering of blood sugar levels have been 
reported. 


Adverse Reactions: Note: The pharmacologic 
similarities among the tricyclic antidepressant 
drugs require that each of the following reactions 
be considered when nortriptyline is administered. 
Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhyth- 
mias, heart block, stroke. 

Psychiatric: Confusional states (especially in the 
elderly) with hallucinations, disorientation, delu- 
sions; anxiety, restlessness, agitation; insomnia, 
panic, nightmares; hypomania; exacerbation of 
psychosis. 

Neurologic: Numbness, tingling, paresthesias of 
extremities; incoordination, ataxia, tremors; 
peripheral neuropathy; extrapyramidal symptoms; 
seizures, alteration in EEG patterns; tinnitus. 
Anticholinergic: Dry mouth and rarely, associated 
sublingual adenitis; blurred vision, disturbance of 
accommodation, mydriasis; constipation, paralytic 
ileus; urinary retention, delayed micturition, dila- 
tion of the urinary tract. 

Allergic: Skin rash, petechiae, urticaria, itching, 
photosensitization (avoid excessive exposure to 
sunlight); edema (general or of face and tongue), 
drug fever, cross-sensitivity with other tricyclic 
drugs. 

Hematologic: Bone-marrow depression, including 
agranulocytosis; eosinophilia; purpura; thrombo- 
cytopenia. 

Gastrointestinal: Nausea and vomiting, anorexia, 
epigastric distress, diarrhea, peculiar taste, stoma- 
titis, abdominal cramps, black-tongue. 

Endocrine: Gynecomastia in the male, breast 
enlargement and g@lactorrhea in the female; 
increased or decreased libido, impotence; testic- 
ular swelling; elevation or§depression of blood 
sugar levels. 


causes excessive drowsiness, patients are more alert 
and better able to function. Nevertheless, they 
should be cautioned about driving or operating 


Other: Jaundice (simulating obstructive]; altered 
liver function; weight gain or loss; perspiration; 
flushing; urinary frequency, nocturia; drowsiness, 
dizziness, weakness, fatigue; headache; parotid 
swelling; alopecia. 

Withdrawal Symptoms: Though these are not indic- 
ative of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache, and malaise. 


Dosage and Administration: Usual adult dose —25 
mg. three or four times daily; dosage should begin 
at a low level and increase as required. Elderly and 
Adolescent. 30 to 50 mg. per day, in divided doses. 
Doses above 100 mg. per day and use in children 
are not recommended. If a patient develops minor 
side effects, the dosage should be reduced. The 
drug should be discontinued promptly if adverse 
effects of a serious nature or allergic manifesta- 
tions occur. 
How Supplied: Capsules 10 mg. and 25 mg; 
solution 10 mg./5 cc. 
For more detailed information see full prescribing 
information. SDZ-79 
(O 1977 Sandoz, Inc. 


SANDOZ 


PHARMACEUTICALS 
SANDOZ EAST HANOVER, N.J. 07936 
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CAPSULES, 
“SINGLE DOSE TABLETS 


(CLORAZEPATE DIPOTASSIUM)4oscs Brief Summary ... | 
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Acuons — Pharmacologically, clorazepate dipotassium has the characteristics of the benzo- 
diazepines. It has depressant effects on the central nervous system. The primary metabolite, nor- 
diazepam, quitkly appears in the blood stream. The serum half-life is about 2 days. The drug is 
metabolized in the liver and excreted primarily in the urine. (See ANIMAL AND CLINICAL PHAR- 
MACOLOGY section.) 


INDICATIONS — TRANXENE is indicated for the symptomatic relief of anxiety associated with anx- 
iety neurosis, in other psychoneuroses in which anxiety symptoms are prominent features, and as an 
adjunct in disease states in which anxiety is manifested. 

TRANXENE is indicated for the symptomatic relief of acute alcohol withdrawal. 

The effectiveness of TRANXENE in long-term use, that is, more than 4 months, has not been 
assessed by systematic clinical studies. The physician should reassess periodically the usefulness of 
the drug for the individual patient. 


CONTRAINDICATIONS — TRANXENE is contraindicated in patients with a known hypersensitivity to 
the drug, and in those with acute narrow angle glaucoma. 


WARNINGS — TRANXENE is not recommended for use in depressive neuroses or in psychotic reac- 
tions. 

Patients on TRANXENE should be cautioned against engaging in hazardous occupations requiring 
mental alertness, such as operating dangerous machinery including motor vehicles. 

Since TRANXENE has a central nervous system depressant effect, patients should be advised 
against the simultaneous use of other CNS-depressant drugs, and cautioned that the effects of 
alcohol may be increased. 

Because of the lack of sufficient clinical experience, TRANXENE is not recommended for use in pa- 
tients less than 18 years of age. 


Physical and Psychological Dependence: 


Withdrawal symptoms (similar in character to those noted with barbiturates and alcohol) have occur- 
red following abrupt discontinuance of clorazepate. Symptoms of nervousness, insomnia, irritability, 
diarrhea, muscle aches and memory impairment have followed abrupt withdrawal after long-term use 
of high dosage. 

Caution should be observed in patients who are considered to have a psychological potential for 
drug dependence. 

Evidence of drug dependence has been observed in dogs and rabbits which was characterized by 
convulsive seizures when the drug was abruptly withdrawn or the dose was reduced; the syndrome in 
dogs could be abolished by administration of clorazepate. 


Usage in Pregnancy: 

An increased risk of congenital malformations associated with the use of minor tranquilizers (chlor- 
diazepoxide, diazepam, and meprobamate) during the first trimester of pregnancy has been suggested in 
several studies. TRANXENE, a benzodiazepine derivative, has not been studied adequately to determine 
whether it, too, may be associated with an increased risk of fetal abnormality. Because use of these 
drugs is rarely a matter of urgency, their use during this period should almost always be avoided. The 
possibility that a woman of childbearing potential may be pregnant at the time of institution of therapy 
should be considered. Patients should be advised that if they become pregnant during therapy or intend 
to become pregnant they should communicate with their physician about the desirability of discontinu- 


ing the drug. 


Usage during Lactation: 


TRANXENE should not be given to nursing mothers since it has been reported that nordiazepam is 
excreted in human breast milk. 


PRECAUTIONS — in those patients in which a degree of depression accompanies the anxiety, suici- 
dal tendencies may be present and protective measures may be required. The least amount of drug 
that is feasible should be available to the patient. 

Patients on TRANXENE for prolonged periods should have blood counts and liver function tests 
periodically. The usual precautions in treating patients with impaired renal or hepatic function should 
also be observed. 

In elderly or debilitated patients, the initial dose should be small, and increments should be made 
gradually, in accordance with the response of the patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most frequently reported was drowsiness. Less commonly 
reported (in descending order of occurrence) were: dizziness, various gastrointestinal complaints, 
nervousness, blurred vision, dry mouth, headache, and mental confusion. Other side effects included 
insomnia, transient skin rashes, fatigue, ataxia, genitourinary complaints, irritability, diplopia, 
depression and slurred speech. 
There have been reports of abnormal liver and kidney function tests and of decrease in hematocrit. 
Decrease in systolic blood pressure has been observed. 


DOSAGE AND ADMINISTRATION 


For the symptomatic relief of anxiety: 


TRANXENE is administered orally. The capsules may be given in divided doses. The usual daily dose 
is 30 mg. The dose should be adjusted gradually within the range of 15 to 60 mg. daily in accordance 
with the response of the patient. In elderly or debilitated patients it is advisable to initiate treatment 
at a daily dose of 7.5 to 15 mg. 

TRANXENE capsules may also be administered as a single dose daily at bedtime; the recom- 
mended initial dose is 15 mg. After the initial dose, the response of the patient may require adjust- 
ment of subsequent dosage. Lower doses may be indicated in the elderly patient. Drowsiness may oc- 
Cur at the initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg.) may be administered as a single dose every 24 hours. This 
tablet is intended as an alternate dosage form for the convenience of patients stabilized on a dose of 
7.5 mg. capsules three times a day. TRANXENE-SD tablets should not be used to initiate therapy. 

TRANXENE-SD HALF STRENGTH tablets (11.25 mg.) may be administered as a single dose every 
24 hours. 


For the symptomatic relief of acute alcohol withdrawal: 


Recommended schedule: 1st 24 hours, 30 mg. TRANXENE initially, followed by 30 to 60 mg. in 
divided doses; 2nd 24 hours, 45 to 90 mg. in divided doses; 3rd 24 hours, 22.5 to 45 mg. in divided 
doses; 4th day, 15 to 30 mg. in divided doses. Thereafter gradually reduce to 7.5 to 15 mg. daily, and 
discontinue as soon as condition is stable. Maximum daily dose is 90 mg. Avoid excessive reductions 
in total drug on successive days. 


DRUG INTERACTIONS — it TRANXENE is to be combined with other drugs acting on the central ner- 
vous system, careful consideration should be given to the pharmacology of the agents to be 
employed. Animal exgeriente indicates that TRANXENE prolongs the sleeping time after hexobarbital 
“oP after ethyl alcohol, increases the inhibitory effects of chlorpromazine, but does not exhibit 
monoamine oxidase inhibition. Clinical studies have shown increased sedation with concurrent hyp- 
notic medications. The actior;5 of the benzodiazepines may be potentiated by barbiturates, narcotics, 
phenothiazines, monoamine oxidase inhibitors or other antidepressants. 


If TRANXENE is used to treat anxiety associated with somatic disease states, careful attention 
must be paid to possible drug interaction with concomitant medication. 


MANAGEMENT OF OVERDOSAGE — Overdosage is usually manifested by varying degrees of CNS 
depression ranging from slight sedation to coma. As in the management of overdosage with any drug, 
it should be borne in mind that multiple agents may have been taken. 

There are no specific antidotes for the benzodiazepines. The treatment of overdosage should con- 
sist of the general measures employed in the management of overdosage of any CNS depressant. 
Gastric evacuation either by the induction of emesis, lavage, or both, should be pelformed im- 
mediately. General supportive care, including frequent monitoring of the vital signs and close obser- 
vation of the patient, is indicated. Hypotension, though rarely reported, may occur with large over- 
doses. In such cases the use of agents such as Levophed® (levarterenol) or Aramine® (metaraminol) 
should be considered. 

While reports indicate that individuals have survived overdoses of TRANXENE (clorazepate 
dipotassium) as high as 450 to 675 mg., these doses are not necessarily an accurate indication of the 
amount of drug absorbed since the time interval between ingestion and the institution of treatment 
was not always known. Sedation in varying degrees was the most common physiological manifesta- 
tion of TRANXENE overdosage. Deep coma when it occurred was usually associated with the inges- 
tion of other drugs in addition to TRANXENE. 


CLINICAL PHARMACOLOGY — Studies in healthy men have shown that TRANXENE has depressant 
effects on the central nervous system. Prolonged administration of single daily doses as high as 120 
mg. was without toxic effects. Abrupt cessation of high doses was followed in some patients by nerv- 
ousness, insomnia, irritability, diarrhea, muscle aches, or memory impairment. 


Absorption — Excretion: 

After oral administration of TRANXENE, there is essentially no circulating parent drug. Nordiazepam, 
its primary metabolite, quickly appears in the blood stream. In 2 volunteers given 15 mg. (50 4C) of 
MC-TRANXENE, about 80% was recovered in the urine and feces within 10 days. Excretion was pri- 
marily in the urine with about 1% excreted per day on day 10. 


HOW SUPPLIED — TRANXENE (clorazepate dipotassium) is supplied as capsules in three dosage 
Strengths: 


3.75 mg. capsules (gray with white cap) in bottles of 100 (NDC 0074-3417-13) and 500 (NDC 
0074-3417-53). Also available in ABBO-PAC® unit dose packages of 100 capsules (NDC 
0074-3417-11). 


7.5 mg. capsules (gray with maroon cap) in bottles of 30 (NDC 0074-3418-30), 100 (NDC 
0074-3418-13) and 500 (NDC 0074-3418-53). Also available in ABBO-PAC unit dose packages of 
100 capsules (NDC 0074-3418-11). 


15 mg. capsules (all gray) in bottles of 100 (NDC 0074-3419-13) and 500 (NDC 0074-3419-53). Also 
available in ABBO-PAC unit dose packages of 100 capsules (NDC 0074-3419-11). 


TRANXENE-SD single dose tablets are supplied in two dosage strengths 
TRANXENE-SD 22.5 mg tablets (tan-colored) in bottles of 100 (NDC 0074-2997-13). 


TRANXENE-SD HALF STRENGTH 11.25 mg. tablets (blue-colored) in bottles of 30 (NDC 
0074-2699-30) and 100 (NDC 0074-2699-13). 
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. Hallucinations 
and delusions 
rapid ly controlled 


Trapped by unrealistic perceptions... 

...and terrified by his hallucinations and delusions on admission. Because 
“™Navane (thiothixene) is particularly effective in controlling these symptoms and 
their resulting suspiciousness and anxiety, it can provide the essential first step 
toward restoring stabilization and facilitating the development of purposeful activity. 
Extensive clinical data and widespread experience confirm the effectiveness of 
Navane in rapidly controlling such typical psychotic behavior on admission. 





Long-term therapy is facilitated... 

...because Navane offers an unsurpassed safety record among effective 
neuroleptic agents, permitting continuing control of symptoms of psychoses such 
as hallucinations and delusions. Like other antipsychotic agents, extrapyramidal 
symptoms may occur, but are readily controlled through dosage adjustments 
or antiparkinsonian agents. Cardiovascular effects such as hypotension, and hepatic 
or hematopoietic effects rarely occur and are generally mild and transient, with 
no jaundice or agranulocytosis reported to date. 


Aneffective first step towards discharge... 


Navane 
E (thiothixene) (thiothixene HCI) 


Capsules 1 mg., 2 mg., 5 mg., 10 mg.. 20 mg. Concentrate 5 mg./ml.— Intramuscular 2 mg./ml. 


| il OeRIG GBD 
- For prescribing information, including adverse reactions and ? R RIG 
. . . a . . A division of Pfizer Pharmaceuticals 
oRtraindications, please see following page of this advertisement. j New York, New York 10017 \ 
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| e. N avane: (thiothixene) (thioth}xene hydrochloride) : 


Capsules: 1 mg, 2.mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml  ' 
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PRESCRIBING INFORMATION 

Navane? (thiothixene) 

Capsules 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 
(thiothixene hydroclyoride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Actions. Navane is a psychotropic agent of the 
thioxanthene series. Navane possesses certain 
chemical and pharmacological similarities to the 
piperazine phenothiazines and differences from the 
aliphatic group of phenothiazines. Navane's mode 
of.action has not been clearly established. 
Indications. Navane is effective in the manage- 
ment of manifestations of psychotic disorders. | 
Contraindications. Navane is contraindicated in 
patients with circulatory collapse, comatose states, 
central nervous system depression due to any 
cause, and blood dyscrasias. Navane is contra- 
indicated in individuals who have shown hyper- 
sensitivity to the drug. It is not known whether 
there is a cross-sensitivity between the thioxan- 
thenes and the phenothiazine derivatives, but this 
possibility should be considered. 

Warnings. Usage in Pregnancy — Safe use of 
Navane during pregnancy has not been estab- 
lished. Therefore, this drug should be given to 
pregnant patients only when, in the judgment of 
the physician, the expected benefits from the 
treatment exceed the possible risks to mother and 
fetus. Animal reproduction studies and clinical 
experience to date have not demonstrated any 
teratogenic effects. 

In the animal reproduction studies with Navane, 
there was some decrease in conception rate and 
litter size, and an increase in resorption rate in 
rats and rabbits, changes which have been simi- 
larly reported with other psychotropic agents. 
After repeated oral administration to rats (5 to 
15 mg/kg/day), rabbits (3 to 50 mg/kg/day), and 
monkeys (1 to 3 mg/kg/day) before and during 
gestation, no teratogenic effects were seen. (See 
Precautions.) 

Usage in Children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established. 

As is true with many CNS drugs, Navane may 
impair the mental and/or physical abilities re- 
quired for the performance of potentially hazard- 
ous tasks such as driving a car or operating ma- 
chinery, especially during the first few days of 
therapy. Therefore, the patient should be cau- 
tioned accordingly. 

As in the case of other CNS-acting drugs, pa- 

tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS depressants and with 
alcohol. 
Precautions. An antiemetic effect was observed 
in animal studies with Navane; since this effect 
may also occur in man, it is possible that Navane 
may mask signs of overdosage of toxic drugs and 
may obscure conditions such as intestinal ob- 
struction and brain tumor. 

In consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate convulsions, extreme caution should 
be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Al- 
thbugh Navane potentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is admin- 
istered concurrently. 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with other CNS depressants other than 
anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic 
properties, Navane should be used with caution 
in patients who are known or suspected to have 
glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related 
drugs. 

Use with caution in patients with cardiovascu- 
lar disease. 

Also, careful observation should be made for 
pigmentary retinopathy, and lenticular pigmenta- 
tion (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
for prolonged periods). Blood dyscrasias (agran- 
ulocytosis, pancytopenia, thrombocytopenic pur- 
pura), and liver damage (jaundice, biliary stasis) 
have been reported with related drugs. 

Undue exposure to sunlight should be avoided. 
Photosensitive reactions have been reported in 
patients on Navane. 

Intramuscular Administration — As with all in- 
tramuscular preparations, Navane Intramuscular 
should be injected well within the body of a rela- 
tively large muscle. The preferred sites are the 
upper outer quadrant of the buttock (i.e., gluteus 
maximus) and the mid-lateral thigh. 

The deltoid area should be used only if well de- 
veloped, such as in certain adults and older chil- 
dren, and then only with caution to avoid radial 
nerve injury. Intramuscular injections should not 
be made into the lower and mid-thirds of the 
upper arm. with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent 
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injection into a blood vessel. 

Adverse Reactions. Note: Not all of the following 
adverse reactions have been reported with Navane 
(thiothixene). However, since Navane has certain 
chemical and pharmacologic similarities to the 
phenothiazines, all of the known side effects and 
toxicity associated with phenothiazine therapy 
should be borne in mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness, and syncope. In the event 
hypotension occurs, epinephrine should not be 
used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspe- 
cific EKG changes have been observed in some 
patients receiving Navane. These changes are usu- 
ally reversible and frequently disappear on con- 
tinued Navane therapy. The incidence of these 
changes is lower than that observed with some 
phenothiazines. The clinical significance of these 
changes is not known. 

CNS effects: Drowsiness, usually mild, may 
occur although it usually subsides with continu- 
ation of Navane therapy. The incidence of seda- 
tion appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain 
aliphatic phenothiazines. Restlessness, agitation 
and insomnia have been noted with Navane. Sei- 
zures and paradoxical exacerbation of psychotic 
symptoms have occurred with Navane infre- 
quently. 

Hyperreflexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

In addition, phenothiazine derivatives have been 
associated with cerebral edema and cerebrospinal 
fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo- 
parkinsonism, akathisia, and dystonia have been 
reported. Management: of these extrapyramidal 
symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent. More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis- 
tering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all anti- 
psychotic agents tardive dyskinesia may appear in 
some patients on long term therapy or may occur 
after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on 
high-dose therapy, especially females. The symp- 
toms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the 
tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, 
chewing movements). Sometimes these may be 
accompanied by involuntary movements of ex- 
tremities, 

There is no known effective treatment for tar- 
dive dyskinesia: antiparkinsonism agents usually 
do not alleviate the symptoms of this syndrome. 
It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, 
or increase the dosage of the agent, or switch to a 
different antipsychotic agent, the syndrome may 
be masked. 

It has been reported that fine vermicular move- 
ments of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that 
time, the syndrome may not develop. 

Hepatic effects: Elevations of serum trans- 
aminase and alkaline phosphatase, usually tran- 
sient, have been infrequently observed in some 
patients. No clinically confirmed cases of jaun- 
dice attributable to Navane have been reported. 

Hematologic effects: As is true with certain 
other psychotropic drugs, leukopenia and leuco- 
cytosis, which are usually transient, can occur 
occasionally with Navane. Other antipsychotic 
drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia 
and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, 
photosensitivity and rare cases of anaphylaxis 
have been reported with Navane. Undue exposure 
to sunlight should be avoided. Although not ex- 
perienced with Navane, exfoliative dermatitis and 
contact dermatitis (in nursing personnel) have 
been reported with certain phenothiazines, 

Endocrine disorders: Lactation, moderate breast 
enlargement and amencrrhea have occurred in a 
small percentage of females receiving Navane. If 
persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Pheno- 
thiazines have been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal congestion, constipation, increased sweat- 
ing, increased salivation, and impotence have oc- 
curred infrequently with Navane therapy. Pheno- 
thiazines have been associated with miosis, my- 
driasis, and adynamic ileus. 

Other verf reactions: Hyperpyrexia, anorex- 
ia, nausea, voghiting, @iarrhea, increase in appe- 
tite and weight, weakness or fatigue, polydipsia 
and peripheral edemd 
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Although not reported with Navane, evidence 
indicates there is a relationship between pheno- 
thiazine therapy and the occurrence of a systemic 
lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been 
reported in patients who have received certain 
phenothiazine derivatives. In some cases the cause 
of death was apparently cardiac arrest or asphyxia 
due to failure of the cough reflex. In others, the 


cause could not be determined nor could it b® « 


established that death was due to phenothiazine 
administration. 

Dosage and Administration, Dosage of Navane 
should be individually adjusted depending on the 
chronicity and severity of the condition. In gen- 
eral, small doses should be used initially and 
gradually increased to the optimal effective level, 
based on patient response. 

Some patients have been successfully main- 
tained on once-a-day Navane therapy. 

Usage in children under 12 years of age is not 
recommended because safe conditions for its use 
have not been established. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only. Where more rapid control and 
treatment of acute behavior is desirable, the intra- 
muscular form of Navane may be indicated. It is 
also of benefit where the very nature of the pa- 
tient'S symptomatology, whether acute or chronic, 
renders oral administration impractical or even 
impossible. 

For treatment of acute symptomatology or in 
patients unable or unwilling to take oral medica- 
tion, the usual dose is 4 mg of Navane Intramus- 
cular administered 2 to 4 times daily. Dosage may 
be increased or decreased depending on response. 
Most patients are controlled on a total daily dos- 
age of 16 to 20 mg. The maximum recommended 
dosage is 30 mg/day. An oral form should sup- 
plant the injectable form as soon as possible. It 
may be necessary to adjust the dosage when 
changing from the intramuscular to oral dosage 
forms. Dosage recommendations for Navane Cap- 
sules and Concentrate appear in the follo 
paragraphs. 

Navane Capsules; Navane Concentrate—In 
milder conditions, an initial dose of 2 mg three 
times daily. If indicated, a subsequent increase to 
15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 
mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If 

indicated, an increase to 60 mg/day total daily 
dose is often effective. Exceeding a total daily 
dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms of 
gross overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dvsphagia, hypotension, disturbances of gait, or 
coma, 

Treatment: Essentially symptomatic and sup- 
portive, For Navane oral, early gastric lavage is 
helpful. For Navane oral and Intramuscular, keep 
patient under careful observation and maintain an 
open airway, since involvement of the extrapyra- 
midal system may produce dysphagia and respira- 
tory difficulty in severe overdosage. If hypoten- 
sion occurs, the standard measures for managing 
circulatory shock should be used (I. V. fluids and/ 
or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most suitable drugs. Other 
pressor agents, including epinephrine, are not rec- 
ommended, since phenothiazine derivatives may 
reverse the usual pressor elevating action of these 
agents and cause further lowering of blood pres- 
sure. 

If CNS depression is present, recommended 
stimulants include amphetamine, dextroampheta- 
mine, or caffeine and sodium benzoate. Picro- 
toxin or pentylenetetrazol should be avoided. Ex- 
trapyramidal symptoms may be treated with anti- 
parkinson drugs, 

There are no data on the use of peritoneal or 
hemodialysis, but they are known to be of little 
value in phenothiazine intoxication. 

How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg, 2 mg, 5 mg, and 10 
mg. of thiothixene in bottles of 100 and 1,000. 
Navane is also available as capsules containing 
20 mg of thiothixene in bottles of 100 and 500. 
Navane (thiothixene hydrochloride) Concen- 
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trate is available in 120 ml (4 oz.) bottles with an ~ 


accompanying dropper calibrated at 2 mg, 4 mg, 
5 mg, 6 mg, 8 mg, and 10 mg. Each ml contains 
thiothixene hydrochloride equivalent to 5 mg of 
thiothixene. Contains alcohol, U.S.P. 7.0% v/v 
(small loss unavoidable). 

Navane (thiothixene hydrochloride) Jntramus- 
cular solution is available in a 2 ml amber glass 
vial in packages of 10. Each ml contains thio- 
thixene hydrochloride equivalent to 2 mg of thio- 
thixene, dextrose 5% w/v, btnzyl alcohol 0.9% 
w/v, and propyl gallate 0.02% w/v. 

More detailed professional information avail’ 


able on request. ROeRIG qm i 
i 


A division of Pfizer Pharmaceuticals 
New York, New York 10017 


CULTURAL CONCEPTIONS. | 
AND MENTAL ILLNESS 


A Comparison of 
Germany and America 


John Marshall Townsend 


“Townsend's important contribution to 
labeling theory —which encompasses 
anthropology, psychiatry, psychology, 
and sociology —displays some unique 
strengths. His work is both a thorough 
review of a large and complex literature 
and a well-balanced, carefully con- 











THE BATTERED CHILD 
. Second Edition A 
Edited by Ray E. Helfer and 
C. Henry Kempe 

With a Foreword by s» 

Katherine B. Oettinger 


"This book is the most comprehensive 
single volume now available on the sub- 
ject of the battered child. It is readable, 
full of essential facts and documenta- 
tion, and challenging in its implications 











for and urging of better cooperation and 
coordination of the efforts of the various 
disciplines involved in dealing with this 
tragic problem. It merits wide reading 
not only by professionals, but by lay- 
men who want to learn about child 
abuse and participate in its eradication." 
— Child Welfare 

Paper xvi, 262 pages Illus. $6.95 
March 





ducted empirical study in an area where 
such studies are few and far between.” 





INDIVIDUALITY IN PAIN 
AND SUFFERING 


Second Edition 
Asenath Petrie 


With a new Preface by the author 
and an Appendix by 
Monte S. Buchsbaum, M.D. 


“This book offers valuable insights for 
researchers and practitioners in medi- 
cine, psychiatry, and behavioral 
sciences. The author's discoveries will be 
the foundation for turther important re- 
search in this area. The book deserves 
wide readership and careful study of 
professionals whose work concerns 
human pain." —Medical World News 
Paper xviii, 154 pages TBA May 

















—Robert Edgerton, Neuropsychiatric 
Institute, U.C.L.A. 
Cloth 160 pages $11.00t April 
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The April 1978 issue of 


The American Journal of Psychiatry 


will feature 


| e The Adult Psychiatrist in the 
; Medical Environment | 
_. By Gordon L. Moore 
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Why Endep makes 
with amitriptyline HCt 


Hypothetical 30-day course of Endep therapy for a 120 lb., 50-year old woman. 


150 mg 


100 mg 





50 mg 


Half-dose adjustments b.s., depending on progress or side effects. 


Because therapeutic levels of amitriptyline vary greatly from patient 
to patient, reaching the optimal dose requires careful titration. p 
Endep (amitriptyline HCI) greatly facilitates this process because H im 
it is the only oue with which you can adjust dosage by T. | 
^w balftablet increments or decrements — à 
À N according to tbe therapeutic response 


and/or side effects. 












` titration 
- more practical: 


Flexibility promotes optimal response and economy 


The wide range of six different tablet strengths —from 10 mg to 
150 mg— permits you to prescribe the strength best suited for the individual patiem 
Because you won't need a new Rx, you can save your patient the cost of an 
extra prescription fee. And, by prescribing the daily dose at bedtime, you can 
prescribe the higher strength at the outset and help the patient economize on the 
prescription price per milligram. 


Scored tablets obviate need for new Rx 
P (nA uas Hon noue discs EU PRR a TREE TIES » 


Half-tablet dosage adjustments with Endep (amitriptyline HCL) 
are possible because every tablet is scored. You can prescribe a single strength 
and still have the advantage of adjusting dosage without resorting to a new Rx. 





amitriptyline HCI/ Roch 


i The balf-strengtb advantage ' 


t, m 
Before prescribing, please consult complete a information, a summary of which appears on the following page. 
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Every tablet of 
Endep (amitriptyline HCI) 
is scored for precise, 
convenient adjustment 
of dosage. 


. A Half-tablet adjustment 
of dosage does not require 
a new Rx. 
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Single daily h.s. dosage 
promotes compliance and 
economy. 


Compliance with 
practical regimen promotes 
optimal response. 


Before prescribing, please consult complete 
product information, a summary of which 
follows: 


Indications: To relieve symptoms of depression 
(notably endogenous depression) and depression 
accompanied by anxiety. . 
Contraindications: Known hypersensitivity. Do 
not use with monoamine oxidase (MAO) inhibitors 
or within at least 14 days following discontinuation 
of MAO inhibitors since hyperpyretic crises, severe 
convulsions and deaths have occurred with con- 
comitant use; then initiate cautiously, gradually 
increasing dosage until optimal response is 
‘achieved. Use not pecommended during acute 
recayery phase after myocardial infarction. 


Practicalityis — — 
ndamentalfact — . 


bout Endep 
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amitriptyline HC] 


50 mg 


Warnings: May block action of guanethidine or similar 
antihypertensives. Use with caution in patients with 
history of seizures, urinary retention, angle-closure glau- 
coma, increased intraocular pressure. Closely supervise 
cardiovascular patients, hyperthyroid patients 

and those receiving thyroid medications. ": 
(Arrhythmias, sinus tachycardia and 
prolongation of conduction time 
reported with use of tricyclic anti- ^ 
depressants, including amitriptyline ! 
HCI, especially in high doses. Myocardial ^ 
infarction and stroke reported with use 100 mg 
of this class of drugs.) May impair alertness; warn against 
hazardous occupations or driving a motor vehicle during 
therapy. Weigh possible benefits against hazards during 
pregnancy, the nursing period and in women of child- 
bearing potential. Not recommended in children under 12. 


Precautions: May exaggerate symptoms in schizo- 
phrenic and paranoid patients, or shift manic-depressives 
to manic stage; reduce dose or administer major tran- 
quilizer concomitantly. Close supervision and careful 
dose adjustments required when given with anticholin- 
ergic or sympathomimetic agents. Exercise care in 
patients receiving large doses of ethchlorvynol; transient 
delirium reported with concomitant administration. May 
enhance effects of alcohol, barbiturates and other CNS 
depressants. Because of the possibility of suicide in de- 
pressed patients, do not permit easy access to large drug 
quantities in these patients. Because it may increase haz- 
ards of electroshock therapy, limit concomitant use to 
essential treatment. If possible, discontinue drug several 
days before elective surgery. Both elevation and lowering 
of blood sugar levels have been reported. 


Adverse Reactions: Note: This list includes a few ad- 
verse reactions not reported with this specific drug but 
requiring consideration because of similarities of tricyclic 
antidepressants. Cardiovascular: Hypotension, hyperten- 
sion, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. CNS and Neuromuscular. 
Confusional states; disturbed concentration; disorienta- 
tion; delusions; hallucinations; excitement; anxiety; 
restlessness; insomnia; nightmares; numbness, tingling 
and paresthesias of the extremities; peripheral neuro- 
pathy; incoordination; ataxia; tremors; seizures; alter- 
ation in EEG patterns; extrapyramidal symptoms; 
tinnitus. A nticholinergic: Dry mouth, blurred vision, dis- 
turbance of accommodation, constipation, paralytic ileus, 
urinary retention, dilatation of urinary tract. Allergic: 
Skin rash; urticaria, photosensitization, edema of face 
and tongue. Hematologic: Bone marrow depression includ- 
ing agranulocytosis, eosinophilia, purpura, thrombocyto- 


penia. Gastrointestinal: Nausea, epigastric distress, vomiting, 


anorexia, stomatitis, peculiar taste, diarrhea, parotid 
swelling, black tongue. Efdocrine: Testicular swelling and 
gynecomastia in the maje, breasnlargement and 
galactorrhea in the female, incr: or decreased libido, 


elevation and lowering of bloodXugar levels. 





10 mg 





25 mg 





Other: Dizziness, 
weakness, fatigue, 
headache, weight gain or loss, 
increased perspiration, urinary fre- 
quency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal 
Symptoms: Abrupt cessation of treatment, a 
after prolonged administration may 
produce nausea, headache and malaise. 
These are not indicative of addiction. 


__ Dosage: Initiate at low levels, 
ME increase gradually, watching for signs — ' 
of intolerance. As long as 30 days 
may elapse before adequate antide- 
pressant effect develops; sedative effect 
may be noted earlier. 


Initial Adult Dosage: Outpatients —25 mg t.i.d.; may be 
increased to 150 mg/day. Add increased drug to after- 
noon and/or bedtime doses. Alternate —50 to 100 mg 
b.s., gradually increasing b.s. dose up to 150 mg/day. 
Hospitalized Patients — Up to 100 mg/day; increase 
gradually to 200 mg if necessary. A few patients may 
require 300 mg/day. 









150 mg 


Adolescent and Elderly Patients: In general, 10 mg t.i.d. with 
20 mg h s. may be satisfactory for those who do not 
tolerate higher doses. 


Maintenance Dosage: With symptomatic improvement, 
reduce dosage to lowest amount that gives relief, usually 
25 mg b.id. to q.i.d., or 10 mgq.i.d. Continue maintenance 
therapy 3 months or longer to avoid relapse. 


Overdosage: Immediately hospitalize patient suspected 
of having taken an overdose. Treatment is symptomatic 
and supportive. IV administration of 1 to 3 mg physostig- 
mine salicylate reported to reverse the symptoms of 
amitriptyline poisoning. See complete product informa- 
tion for manifestations and treatment. 


Supplied: 10-mg, 25-mg, 50-mg, 75-mg, 100-mg and 
150-mg scored tablets —bottles of 100 and 500; 
Tel-E-Dose* packages of 100; Prescription Paks of 60 
(10 mg, 25 mg and 50 mg) or 30 (75 mg, 100 mg and 
150 mg), available singly and in trays of 10. 
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Roche Laboratories . 
Division of Hoffmann-La Roche Inc. A 
Nutley, New Jersey 07110 ? 


OXFORD 
UNIVERSITY 
PRESS 


THE BIOCHEMICAL BASIS 


OF NEUROPHARMACOLOGY 


Third Edition 
JACK R. COOPER, Yale University School of Medicine; 
FLOYD E. BLOOM, The Salk Institute; and ROBERT H. 
ROTH, Yale University School of Medicine. To D pace with 
research findings the third edition of this popular text has 
been substantially rewritten. It provides two new chapters on 
neuroactive polypeptides and receptors, much new material 
on the cyclic nucleotides, more correlations with diseases 
such as myasthenia gravis and schizophrenia, and additional 
references. 

April 1978 320 pp.; 6l illus. cloth $13.95 


PSYCHOPHARMACOLOGY 


From Theory to Practice 


Edited by JACK D. BARCHAS, PHILIP A. BERGER, ROLAND 

D. CIARANELLO, and GLEN R. ELLIOTT, all of Stanford Uni- 

versity School of Medicine. This incisive discussion of basic 

and clinical ee Ray describes the latest devel- 

opments in each area against historical backgrounds of re- 

search and therapy. Large sections on drug abuse and on 
sychopharmacology for the young and old are provided. 
hroughout, dosages are indicated. 


1977 560 pp.; 40 illus. cloth $17.95 


NEUROREGULATORS AND 
PSYCHIATRIC DISORDERS 


Edited by EARL USDIN, National Institute of Mental Health; 
DAVID A. HAMBURG, Institute of Medicine, National 
Academy of Sciences; and JACK D. BARCHAS, Stanford Uni- 
versity School of Medicine. Biochemistry, pharmacology, and 
clinical hypotheses are integrated in this comprehensive re- 
view of both the okai and the less well-established 
neurotransmitters and neuromodulators. “A mammoth 
compendium of current knowledge. . . . Exhaustive, excel- 
lent overview.”—Practical Psychology for Physicians 
1977 640 pp.; 100 illus. 


CRISIS INTERVENTION 
AS PSYCHOTHERAPY 


CHARLES P. EWING, Genesee Mental Health Center, Roches- 
ter, New York. This text offers an overview of the theory, 
clinical practice, evaluation, and future role of one of today's 
most widely used forms of mental health treatment. 


1978 128 pp. cloth $7.95 paper $3.95 


ELEMENTS OF PSYCHOTHERAPY 


ALLEN J. ENELOW, University of the Pacific School of Medical 
Sciences. "An excellent quick review of basic psychothera- 
peutic approaches. Excellent DM groups." 
—Alvin Enis House, Illinois State University 

1977 176 pp. cloth $8.95 


BRAIN'S DISEASES 


OF THE NERVOUS SYSTEM 


Eighth Edition 


Edited by JOHN N. WALTON, University of Newcastle upon 
Tyne. One of the most comprehensive and iota 
single-volume texts, this new edition features fully rewritten 
sections on cerebral vascular disease and speech disorders 
and enlarged sections on degenerative and metabolic disor- 
ders of the nervous system. Virtually all of the clinical illus- 
trations and reproductions of radiographs are new. 


iT c. 1,294 pp.; 170 illus. 


paper $6.95 


paper $10.95 


$29.50 


paper $3.95 


$29.50 


OXFORD UNIVERSITY PRESS | 200 Madison Avenue, N& York New York 10016 | 
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Publishers of 
Fine Books for 
Five Centuries - 


BEHAVIORAL NEUROLOGY 


Second Edition 


JONATHAN H. PINCUS, Yale University School of Medicine; 
and GARY J. TUCKER, Dartmouth Medical School. The sec- 
ond edition of a pioneering text gives a fuller picture of the 
relation between brain dysfunction and behavioral distur- 
bance and clearer guidance for making the clinical differentia- 
tion between i and neurological disorders. It offers 
new material on such topics as hysterical psychosis, nutrition 
and brain development, and minimal brain damage. 


1978 288 pp.; 11 illus. cloth $11.95 paper $5.95 


PSYCHOSOMATIC MEDICINE 


Current Trends and Clinical Applications 


Edited by Z. J. LIPOWSKI, Dartmouth Medical School; DON 
R. LIPSITT, Harvard Medical School; and PETER C. WHY- 
BROW, Dartmouth Medical School. These forty-nine papers 
offer a comprehensive and up-to-date overview of 
psychosomatic medicine in the 70's. Key theoretical concepts 
are examined as well as research methods and clinical appli- 
cations. 


1977 648 pp.; 16 illus. 


BRAIN'S CLINICAL 


NEUROLOGY 


Fifth Edition 


Edited by SIRROGER BANNISTER, The National Hospital for 
Nervous Diseases and St. Mary’s Hospital, London. This 
outstanding text has been significantly expanded in its fifth 
edition to reflect recent advances in neurology and, in par- 
ticular, the growing relevance of basic medical research to 
clinical practice. 
1978 480 pp.; 102 illus., 5 pp. halftones, 5 color plates 
cloth $18.95 paper $14.95 


NEUROPSYCHOLOGICAL 
ASSESSMENT 


MURIEL D. LEZAK, University of Oregon Health Sciences 
Center, Portland. “The most comprehensive source book ob- 
tainable on standardized and neuropsychological tests. It is 
an informative, well-documented, and clinically sensible 
overview of this facet of modern clinical neurology.” 
— Archives of Neurology 

1976 560 pp.; 62 illus. 


CRIMINALITY AND 
PSYCHIATRIC DISORDERS 


SAMUEL B. GUZE, Washington University School of 
Medicine. “This work examines the results of one of the most 
extensive, long term, and systematic studies of criminality 
and psychiatric disorders in America. . . . Excellent source 
material."— California Western Law Review 
1976 176 pp. 


PSYCHIATRIC DIAGNOSIS 


The late ROBERT A. WOODRUFF, JR.; DONALD W. GOOD- 
WIN, University of Kansas School of Medicine; and SAMUEL 
B. GUZE, Washington University School of Medicine. “Well- 
researched and well-organized. . . . The authors show the 
usefulness of diagnosis based on specifically defined crite- 
ria. . . . Statements are well-documented with references to 
the psychiatric literature."— American Journal of Psychiatry 

1974 234 pp. cloth $8.50 paper $5.50 


Prices and publication dates are subject to change. 
LJ 
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$16.95 


$9.50 
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ACTIONS — Pharmacologically, clorazepate dipotassium has the charac- 
teristics of the benzodiazepines. It has depressant effects on the central 
nervous system. Thé primary metabolite, nordiazepam, quickly appears in 
the blood stream. The serum half-life is about 2 days. The drug is 
metabolized in the liver and excreted primarily in the urine. (See ANIMAL 
AND CLINICAL PHARMACOLOGY section.) 


INDICATIONS — TRANXENE is indicated for the symptomatic relief of anx- 

iety associated with anxiety neurosis, in other psychoneuroses in which 

anxiety symptoms are prominent features, and as an adjunct in disease 

states in which anxiety is manifested. 

: Mire is indicated for the symptomatic relief of acute alcoho! with- 
rawal. 

The effectiveness of TRANXENE in long-term use, that is, more than 4 
months, has not been assessed by systematic clinical studies. The physi- 
cian should reassess periodically the usefulness of the drug for the in- 
dividual patient. 


CONTRAINDICATIONS — TRANXENE is contraindicated in patients with a 
known hypersensitivity to the drug, and in those with acute narrow angle 
glaucoma. 


WARNINGS — TRANXENE is not recommended for use in depressive 
neuroses or in psychotic reactions. 

Patients on TRANXENE should be cautioned against engaging in hazarc- 
ous occupations requiring mental alertness, such as operating dangerous 
machinery including motor vehicles. 

Since TRANXENE has a central nervous system depressant effect, pa- 
tients should be advised against the simultaneous use of other CNS-depres- 
sant drugs, and cautioned that the effects of alcohol may be increased. 

Because of the lack of sufficient clinical experience, TRANXENE is not 
recommended for use in patients less than 18 years of age. 


Physical and Psychologica! Dependence: 

Withdrawal symptoms (similar in character to those noted with barbiturates 
and alcohol) have occurred following abrupt discontinuance of clorazepate. 
Symptoms of nervousness, insomnia, irritability, diarrhea, muscle aches 
and memory impairment have followed abrupt withdrawal after long-term 
use of high dosage. 

Caution should be observed in patients who are considered to have a psy- 
chological potential for drug dependence. 

Evidence of drug dependence has been observed in dogs and rabbits 
which was characterized by convulsive seizures when the drug was 
abruptly withdrawn or the dose was reduced; the syndrome in dogs could be 
abolished by administration of clorazepate. 


Usage in Pregnancy: 

An increased risk of congenital malformatiens associated with the use of minor tran- 
quilizers (chlordiazepoxide, diazepam, and meprobamate) during the first trimester of 
pregnancy has been suggested in several studies. TRANXENE, a benzodiazepine deriva- 
live, has not been studied adequately to determine whether it, too, may be associated 
with an increased risk of fetal abnormality. Because use of these drugs is rarely a matter 
of urgency, their use during this period should almost always be avoided. The possibility 
that a woman of childbearing potential may be pregnant at the time of institution of 
therapy should be considered. Patients should be advised that if they become pregnant 
during therapy or intend to become pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 
TRANXENE should not be given to nursing mothers since it has been re- 
ported that nordiazepam is excreted in human breast milk. 


PRECAUTIONS — In those patients in which a degree of depression accom- 
panies the anxiety, suicidal tendencies may be present and protective 
measures may be required. The least amount of drug that is feasible should 
be available to the patient. 

Patients on TRANXENE for prolonged periods should have blood counts 
and liver function tests periodically. The usual precautions in treating pa- 
tients with impaired renal or hepatic function should also be observed. 

In elderly or debilitated patients, the initial dose should be small, and in- 
crements should be made gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most frequently reported was 
drowsiness. Less commonly reported (in descending order of occurrence) 
were: dizziness, various gastrointestinal complaints, nervousness, blurred 
vision, dry mouth, headache, and mental confusion. Other side effects in- 
cluded insomnia, transient skin rashes, fatigue, ataxia, genitourinary com- 
plaints, irritability, diplopia, depression and slurred speech. 

* There have been reports of abnormal liver and kidney, function tests and 
of decrease in hematocrit. 

Decrease in systolic blood pressure has been observed. 


DOSAGE AND ADMINISTRATION 

For the symptomatic relief of anxiety: 

TRANXENE is administered orally. The capsules may be given in diyidec 

doses. The usual daily dose is 30 mg. The dose should be adjusted 

ally within the range of 15 to 60 mg. daily in accordance with the response 

of, the patient. In elderly or debilitated patients it is advisable to initiate 
, treatment at a daily dose of 7.5 to 15 mg. 
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TRANXENE capsules may also be administered as a single dose daily at 
bedtime; the recommended initial dose is 15 mg. After the initial dóse the 
response of the patient may require adjustment of subsequent dosage. 
Lower doses may be indicated in the elderly patient. Drowsiness may occur 
at the initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg.) may be administered as a single dose 
every 24 hours. This tablet is intended as an alternate dosage form for fere, 
convenience of patients stabilized on a dose of 7.5 mg. capsules three times 
a day. TRANXENE-SD tablets should not be used to initiate therapy. 

TRANXENE-SD HALF STRENGTH tablets (11.25 mg.) may be ad- 
ministered as a single dose every 24 hours. 


For the symptomatic relief of acute alcohol withdrawal: 
Recommended schedule: 1st 24 hours, 30 mg. TRANXENE initially, followed 
by 30 to 60 mg. in divided doses; 2nd 24 hours, 45 to 90 mg. in divided 
doses; 3rd 24 hours, 22.5 to 45 mg. in divided doses; 4th day, 15 to 30 mg. 
in divided doses. Thereafter gradually reduce to 7.5 to 15 mg. daily, and 
discontinue as soon as condition is stable. Maximum daily dose is 90 mg. 
Avoid excessive reductions in total drug on successive days. 


DRUG INTERACTIONS — if TRANXENE is to be combined with other drugs 
acting on the central nervous system, careful consideration should be given 
to the pharmacology of the agents to be employed. Animal experience indi- 
cates that TRANXENE prolongs the sleeping time after hexobarbital or after 
ethyl alcohol, increases the inhibitory effects of chlorpromazine, but does 
not exhibit monoamine oxidase inhibition. Clinical studies have shown in- 
creased sedation with concurrent hypnotic medications. The actions of the 
benzodiazepines may be potentiated by barbiturates, narcotics, 
phenothiazines, monoamine oxidase inhibitors or other antidepressants. 

If TRANXENE is used to treat anxiety associated with somatic disease 
states, careful attention must be paid to possible drug interaction with con- 
comitant medication. 


MANAGEMENT OF OVERDOSAGE — Overdosage is usually manifested by 
varying degrees of CNS depression ranging from slight sedation to comasAS™ 
in the management of overdosage with any drug, it should be borne in mind 
that multiple agents may have been taken. 

There are no specific antidotes for the benzodiazepines. The treatment of 
overdosage should consist of the general measures employed in the man- 
agement of overdosage of any CNS depressant. Gastric evacuation either by ' 
the induction of emesis, lavage, or both, should be performed immediately. 
General supportive care, including frequent monitoring of the vital signs 
and close observation of the patient, is indicated. Hypotension, though 
rarely reported, may occur with large overdoses. In such cases the use of 
agents such as Levophed® (levarterenol) or Aramine® (metaraminol) should 
be considered. 

While reports indicate that individuals have survived overdoses of 
TRANXENE (clorazepate dipotassium) as high as 450 to 675 mg., these 
doses are not necessarily an accurate indication of the amount of drug ab- 
sorbed since the time interval between ingestion and the institution of treat- 
ment was not always known. Sedation in varying degrees was the most 
common physiological manifestation of TRANXENE overdosage. Deep coma 
when it occurred was usually associated with the ingestion of other drugs in 
addition to TRANXENE. 


CLINICAL PHARMACOLOGY — Studies in healthy men have shown that 
TRANXENE has depressant effects on the central nervous system. 
Prolonged administration of single daily doses as high as 120 mg. was 
without toxic effects. Abrupt cessation of high doses was followed in some 
patients by nervousness, insomnia, irritability, diarrhea, muscle aches, or 
memory impairment. 


Absorption — Excretion: 

After oral administration of TRANXENE, there is essentially no circulating 
parent drug. Nordiazepam, its primary metabolite, quickly appears in the 
blood stream. In 2 volunteers given 15 mg. (50 uC) of '4C-TRANXENE, 
about 80% was recovered in the urine and feces within 10 days. Excretion 
was primarily in the urine with about 1% excreted per day on day 10. 


HOW SUPPLIED — TRANXENE (clorazepate dipotassium) Is supplied as 
capsules in three dosage strengths: 


3./5 mg. capsules (gray with white cap) in bottles of 100 (NDC 
0074-3417-13) and 500 (NDC 0074-3417-53). Also available in ABBO- 
PAC® unit dose packages of 100 capsules (NDC 0074-3417-11). 

7.5 mg. capsules (gray with maroon cap) in bottles of 30 (NDC 
0074-3418-30), 100 (NDC 0074-3418-13) and 500 (NDC 0074-3418-53]. 
Also available in ABBO-PAC unit dose packages of 100 capsules (NDC ' 
0074-3418-11). > 

15 mg. capsules (all gray) in bottles of 100 (NDC 0074-3419-13) and 500 
(NDC 0074-3419-53). Also available in ABBO-PAC unit dose patkages of 
100 capsules (NDC 0074-3419-11). 


TRANXENE-SD single dose tablets are supplied in two-dosage strengths: 


TRANXENE-SD 22.5 mg. tablets (tan-colored) in bottles of 100 (NDG 
0074-2997-13). 


TRANXENE-SD HALF STRENGTH 11.25 mg. tablets (blue-colored) in bottles. 
of 30 (NDC 0074-2699-30) and 100 (NDC 0074-2699-13). \ 





If you're rethinking your 






choice of tranquilizers... 


Tranxene has been shown equivalent to diazepam in 
' antianxiety effectiveness, in controlled studies with 
hundreds of patients. 


) Tranxene is remarkably well tolerated; excessive 
' sedation is seldom a problem. 


3 Tranxene offers oral dosing options unmatched 
' by another tranquilizer: not only conventional 


divided dose forms, but also economical single-dose 
tablets for once-a-day use at any convenient hour. 


here are six good reasons 
to make it Iranxene 
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Tranxene is physically different in form and 
' appearance from other widely used agents. 
(Fewer patients will know or recognize it. ) 


Tranxene offers a smooth, predictable calming 
* action. 


Tranxene has been thoroughly proved c 
° during five years of clinical use. WV 


Please see overleaf for prescribing information. 8013232 
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BOOKS IN PSYCHIATRY AN 


CONTEMPORARY MODELS 
IN LIAISON PSYCHIATRY 


Edited by Robert A. Faguet, M.D., Fawzy |. Fawzy, M.D., 
David K. Wellisch, Ph.D. and Robert O. Pasnau, M.D. “The edi- 
tors have approached their task with enthusiasm tempered by 
critical reason. Their main and novel contribution is to expand 
the boundaries of the field. Most of the chapters deal with 
clinical problems and situations that have not usually been as- 
sociated with liaison psychiatry. By focusing on these new 
frontiers for consultation-liaison activities, the editors and con- 
tributors have performed a valuable service to all of us working 
in this area."—from the Foreword by Z.J. Lipowski, M.D. 
1978 approx. 220pp. illus. $20.00 


BASIC PRINCIPLES AND 
TECHNIQUES IN SHORT-TERM 
DYNAMIC PSYCHOTHERAPY 


Edited by H. Davanloo, M.D. This comprehensive and interview- 
oriented book presents 20 years of clinical work and research by 
clinicians and researchers of recognized excellence. Included are 
transcripts of entire clinical interviews which illustrate and make 
possible comparisons among therapeutic techniques. Beginning 
with an overview of current trends in psychotherapy by Dr. J. 
Marmor, the book proceeds with chapters by Drs. P.E. Sifneos, 
D.H. Malan. H. Davanloo, C. Golden, C. Yung, H.H. Strupp and 


mem} M. Straker. The presentations discuss the selection and evalua- 


tion of patients for short-term dynamic psychotherapy. the li- 
mits of and implications for the future of short-term dynamic 
psychotherapy, and its various clinical techniques and research 
strategies and their ramifications. 


1978 approx. 300pp., illus. $25.00 


PATHOGENESIS AND TREATMENT 
OF HEADACHE 


Edited by Otto Appenzeller, M.D., Ph.D. "When one has Arnold 
l'riedman, John Graham, and Earl Walker, to mention a few of 
the many prominent names connected with headache, writing 
from their own viewpoints, on their own hobby horses, and with 
their own brands of humour, the result is a fascinating series of 
cameos that can be read in any order, at any time, and again and 
again." — Brit Med J 
1976 


x * 217pp., illus. $18.00 


CURRENT DEVELOPMENTS 
IN PSYCHOPHARMACOLOGY, 
Volume 4 


Edited by Walter B. Essman, M.D., Ph.D. and Luigi Valzel- 
li, M.D. “The editors have done well in their choice of hot topics 
and in their choice of writers to cover these." — Karl Usdin, M.D. 
1977 xiv + 296pp., illus. $25.00 
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D RELATED DISCIPLINES 





PHENOMENOLOGY AND TREATMENT 
OF SCHIZOPHRENIA 


Edited by William E. Fann, M.D., ismet Karacan, M.D., D.Sc., 
Alex D. Pokorny, M.D. and Robert L. Williams, M.D. This 
wide-ranging volume covers most of the interesting and signifi- 
cant conceptions of schizophrenia abroad among the mental 
health professions today and provides a considerable amount 
of information concerning the tactics and details of treatment. 
It is an eclectic presentation which unites biological and psy- 
chodynamic approaches in an effort to understand the most 
disabling and disruptive of the psychiatric disorders. 


1978 xx * 551pp., illus. $30.00 


BIOLOGICAL BASES OF 
PSYCHIATRIC DISORDERS 


Edited by Alan Frazer, Ph.D. and Andrew Winokur, M.D., Ph.D. 
An interdisciplinary venture into the mind and the sources of its 
disorders, this text explores the intricate relationship between 
the brain as a biological entity and human behavior. Integrating 
contributions from anatomy, biology, pharmacology, physiolo- 
gy, neuroendocrinology, genetics, psychology and psychiatry, 
it illustrates the fruitful partnership of basic and clinical investi- 
gations in solving practical problems and in framing fundamental 
questions. Based on a carefully planned biological background, 
it deals with substantive issues in the major behavior disorders. 
1977 xiv * 271pp., illus. $15.00 


AGING AND DEMENTIA 


Edited by W. Lynn Smith, Ph.D. and Marcel Kinsbourne, D.M. 
"This small book, written in nine chapters by experts in neuro- 
psychology, psychiatry, neurology, neuropathology, and neuro- 
radiology, from both sides of the Atlantic, recognises the diffi- 
culties, recounts what has been achieved so far, and points the 
way for the future. In particular, it emphasises the value of 
multidisciplinary prospective research. . . .the book should help 
all concerned to understand each other's work better, and pro- 
vide ideas for interdisciplinary research." — Brit Med J 
1977 xii * 244pp., illus. 


PSYCHIATRIC DIAGNOSIS: 
EXPLORATION OF 
BIOLOGICAL PREDICTORS 


Edited by Hagop S. Akiskal, M.D. and William L. Webb, M.D., 
Examines in depth the feasibility of diagnosing mental illness by 
biological methods. Contributors focus on those areas of bio- 
logical research having the greatest potential for clinical applica- 
tion in the area of psychiatric diagnosis. The five main sections 
probe: clinical and biological criteria for psychiatric diagnosis; 
genetic principles in the classification of psychiatric disorders; 
biochemical and pharmacological correlates; neurophysiological 
and neuropsychological correlates. 

1978 approx. 380pp., illus. 


$15.00 


$25.00 


SP MEDICAL & SCIENTIFIC BOOKS 


HI a division of Spectrum Publications, Inc. 
( Contemporary Models in Liaison Psychiatry (031-1) 


— w 


( Basic Principles and Techniques in Short-Term Dynamic 


Psychotherapy (033-8) 
Pathogenesis and Treatment of Headache (000-1) 


Biological Bases of Psychiatric Disorders (011-7) 
Aging and Dementia (01 3-3) 
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(030-3) 


Current Developments in Psychopharmacology, V.4 (024-9) 
Phenomenology and Treatment of Schizophrenia (032-X) City/State/Zip 


applicable in U.S. and Canada only. 


» 


175-20 Wexford Terrace, 
Jamaica, New York 11432 


( ) Payment enclosed ( ) Bill me 


Name 





Address 





Eurgpe, Africa, Middle East: SP Medical & Scientific Books, 
Psychiatric Diagnosis: Exploration of Biological Predictors — 3 v rorum St., 


London WC2E 8LU, England, Listed prices 
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aloperido 


injection 
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For rapid control 
with minimal risk of 
ypotensive crises 


"WV i 
j 
pm 

Rapidly effective in 


a wide range of acute 
psychotic symptoms. * 
Initial control has often been ob- 
tained in as little as one to two 
hours with adequate IM dosage 
levels. 


Facilitates early 
transfer from injectable 
to oral dosage form. 


Often helps avoid 
hospitalization: 

Usually leaves the patient 
ambulatory, sufficiently alert to 
carry on notmal functions, and 
"more accessible to your efforts 


. t6 establish rapport. Although 


some instances of drowsiness 
have been reported, marked se- 
dation is rare. ** 


Minimizes risk of 
hypotension: *^ 

Transient hypotension occurs 
rarely; severe orthostatic hypo- 


tension has not been reported. 


Common side effects 
easily controlled:”” 
Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually 
dose-related and readily con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of HALDOL halo- 
peridol. 


References: 1. Palestine, M.L.: Q.J. Stud. Alcohol 34:185 (Mar.) 1973. 2. Man, P.L., and Chen, C.H.: 
Psychosomatics 14:59 (Jan.-Feb.) 1973. 3. Reschke, R.W.: Dis. Nerv. Syst. 35:112 (Mar.) 1974. 
4. Feldman, P.E., et al.: Curr. Ther. Res. 11:362 (June) 1969. 5. Ayd, FJ., Jr.: Med. Sci. 18:55 (Oct.) 1967. 
6. Anderson, W.H., and Kuehnle, J.C.: JAMA 229:1884 (Sept. 30) 1974. 7. Rapp, M.S.: Can. Psychiatr. 
Assoc. J. 15:73 (Feb.) 1970. 8. Sangiovanni, F, et al.: Am. J. Psychiatry 130:1155 (Oct.) 1973. 9. Gerle, B.: 


Clin. Trials J. 3:380 (Feb.) 1966. 


*Not an actual case history,.this situation illustrates the action of HALDOL haloperidol as 
reported jn various clinical studies (available on request). 


Please turn page for summary of prescribing information. 







Summary of Prescribing Information 

Contraindications: Severe depression, coma, CNS depression due to cen- 
lyally-acting depressants, Parkinson's disease, hypersensitivity to the drug. 
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed during drug treat- 
ment. 

Usage in Children: Safety and effectiveness not established: not recom- 
mended in pediatric age group. 

Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly. Decreased serum cholesterol and. or cuta- 
neous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental anc ‘or physical abilities 
requiced for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension 

Precautions: Administer cautiously to patients. (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and or precipita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur); (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
sive threshold; (3) with known allergies or a history of allergic reactions to 
drugs; (4) receiving anticoagulants. Concomitant antiparkinson medication, if 
required, may have to be continued after HALDOL haloperidol is discontin- 
ued because of different excretion rates; if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs, including antparkinson drugs. are 
administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
peridol is used for mania in cyclic disorders, there may be a rapid mood 
swing to depression. Severe neurotoxicity may occur in patients with thyro- 
loxicosis receiving antipsychotic medication, including HALDOL haloperidol. 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu- 
lar (extrapyramidal) reactions have been reported frequently, often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible. Other 
types of neuromuscular reactions (motor restlessness, dystonia, akathisia. 
nyperreflexia, opisthotonos, oculogyric crises) have been reported far less 
frequently, but were often more severe. Severe extrapyramidal reactions have 
Deen reported at relatively low doses. Generally, extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disappear or 
become less severe when the dose is reduced. Antiparkinson drugs may be 
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required. Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases. 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of short- 
term antipsychotic therapy is generally uneventful. However, some patients 
on maintenance treatment experience transient dyskinetic signs after abrupt 
withdrawal. In certain cases these are indistinguishable from "Persistent 
Tardive Dyskinesia" except for duration. It is unknown whether gradual 
withdrawal will reduce the occurrence of these signs. but until further evi- 
dence is available haloperidol should be gradually withdrawn. 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo- 
peridol, tardive dyskinesia may appear during or after long-term therapy. The 
risk appears to be greater in elderly patients on high-dose therapy, especially 
females. Symptoms are persistent and sometimes appear irreversible; there is 
no known etfective treatment and all antipsychotic agents should be discon- 
tinued. The syndrome may be masked by reinstitution of drug, increasing 
dosage, or switching to a different antipsychotic agent. 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitation, 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand mal 
seizures, and exacerbation of psychotic symptoms. 

Cardiovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mini- 
mal decreases in red blood cell counts, anemia, or a tendency toward 
lymphomonocytosis; agranulocytosis rarely reported and only in association 
with other medication. Liver Effects: Impaired liver function and/or jaundice 
reported. Dermatologic Reactions: Maculopapular and acneiform reac- 
tions, isolated cases of photosensitivity, loss of hair. Endocrine Disorders: 
Lactation, breast engorgement, mastalgia, menstrual irregularities, gyneco- 
mastia, impotence, increased libido, hyperglycemia and hypoglycemia. Gas- 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersalivation, 
dyspepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: Laryngo- 
spasm, bronchospasm and increased depth of respiration. 

The injectable form is intended only for acutely agitated psychotic patients 
with moderately severe to very severe symptoms. 

Caution: Federal law prohibits dispensing without prescription 

Full directions for use should be read before HALDOL haloperidol is 


administered or prescribed. , 
HALDOL tablets are manufactured by McNeil Laboratories Co., Dorado, 
Puerto Rico 00646 i 


McNeil Laboratories, McNEILAB, Inc. 
Fort Washington, PA 19034 " 
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l concentrate i 
A tasteless, odorless, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml ony 
(se) 
Ini 1 HALDOL * 
| Injection T E | 
ROTER Mn Perche eme tablets 
ben and 0.2 mg propy!paraben per ml, and P "axes tablet strengths for convenience in 
lactic acid for pH adjustment to 3.4 + 0.2 4) LDC U individualizing dosage 
— Img 2mg 5mg 
: Yo x \ 10 mg 
HALDOL (haloperidol) 
tablets/concentrate/injection 
A dosage form for every therapeutic need 
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€ PSYCHOTHERAPY FOR WOMEN: Treatment Toward Equality 6 


Edited by Edna I. Rawlings, Univ. 
of Cincinnati, Cincinnati, Ohio, and 
Dianne K. Carter, Univ. of lowa, 


w Iowa City. (22 Contributors) Written 


primarily for practicing psychothera- 
pists and counselors, this book is de- 
signed to help close the gap between 
treatment women are asking for and 
that which is currently available to 
them. It examines the ways in which 
sexism influences the theories and 
practices of psychotherapists and pre- 
sents models for helping women to 
develop as complete and equal people. 


The contributors, each an expert in 
her or his particular area, offer orig- 
inal articles on the concepts, insights, 
techniques and applications of psy- 
chotherapy for women. The first sec- 


tion explores the nature of personal 
and professional values therapists have 
about women and examines ways in 
which these values are imposed during 
therapy. A differentiation between 
nonsexist and feminist therapy fol- 
lows, detailing ten assumptions and 
twenty strategies of feminist therapy 
and presenting comparative sexist and 
feminist analyses of two case histories. 


Nonsexist approaches which are 
helpful to women in realizing their 
equality are described in Section 


Three, while the fourth part discusses 


clinical problems and applications ap- 
propriate for assertion training. Sec- 
tion Five presents career counseling as 
a therapy for women, and Section Six, 
in a rare disclosure for therapists, con- 


, e a ES é 
tains selections on the therapeutic 
treatment of lesbians, written by les- 
bian therapists. 


The remaining portion of the book is 
devoted to contributions which not 
only represent new thinking about 
women, but also challenge traditional 
techniques and suggest approaches 
either not sanctioned by the profes- 
sional community or not previously 
understood or accepted as therapy. In- 
cluded are a description of the thera- 
peutic value of feminist ideology and 
an examination of the roles of the 
mental health profession in perpet- 
uating the status quo of women. 777, 
500 pp. (6 3/4 x 9 3/4), 10 il., 16 tables, 
$17.50 





DIAGNOSIS AND REHABILITATION IN CLINICAL 
NEUROPSYCHOLOGY by Charles J. Golden, The Univ. 
of South Dakota, Vermillion, South Dakota. ’77, 304 pp., 11 
il., 13 tables, $14.75 


THE BIRTH OF LANGUAGE: The Case History of a 
Non-verbal Child (3rd Ptg.) by Shulamith Kastein, Co- 
lumbia Univ., New York City, and Barbara Trace. Fore- 
word by Sidney Carter. '77, 192 pp., 26 tables, $8.50, paper 


SOCIETY'S VICTIM—THE POLICEMAN: An Analysis 
of Job Stress in Policing (2nd Ptg.) by William H. Kroes, 
Institute for Stress Management, Los Angeles, California. 
77, 144 pp., 14 il., 4 tables, $9.75 


THE HYPERACTIVE CHILD IN THE CLASSROOM by 
Frank P. Alabiso, Milton Robinson and Associates, Spring- 
ville, New York, and James C. Hansen, State Univ. of New 
York, Buffalo. '77, 336 pp., 10 il., $15.75 


THE EVOLUTION AND CHEMISTRY OF AGGRES- 
SION by Delbert D. Thiessen, Univ. of Texas, Austin. Fore- 
word by I. Newton Kugelmass. '76, 232 pp., 38 il., 27 tables, 
$18.50 


HUMANIZING ORGANIZATIONAL BEHAVIOR edited 
by H. Meltzer, Washington Univ., St. Louis, Missouri, and 
Frederic R. Wickert, Michigan State Univ., East Lansing. 
(20 Contributors) '76, 456 pp., 14 il., $29.75 


REHABILITATION MEDICINE AND PSYCHIATRY 
edited by Jack Meislin, Albert Einstein College of Medicine, 
Bronx, New York. Foreword by Walter E. Barton. (29 Con- 
tributors) '76, 564 pp., 1 il., 12 tables, $24.75 


THE EMOTIONALLY DISTURBED CHILD: A Book of 
Readings (2nd Ptg.) compiled and edited by Larry A. Faas, 
Arizona State Univ., Tempe. (46 Contributors) '75, 400 pp., 
7 il, 10 tables, $14.50 


LEGACIES IN THE STUDY OF BEHAVIOR: The 
Wisdom and Experience of Many edited by Joseph Warren 
Cullen, National Institutes of Health, Bethesda, Maryland. 
(11 Contributors) '75, 288 pp., 38 il., $17.50 





- 01-327 East Lawrence Avenue 


BOMBERS AND FIRESETTERS by John M. Macdonald, 
Univ. of Colorado School of Medicine, Denver. Contribu- 
tions by Robert B. Shaughnessy and James A. V. Galvin. 
77, 264 pp., $13.50 


MUSIC THERAPY: An Introduction to Therapy and Spe- 
cial Education Through Music (2nd Ptg.) by Donald E. 
Michel, Texas Woman's Univ., Denton. '77, 152 pp., 2 il., 
$9.75 


THE DYING CHILD: The Management of the Child or 
Adolescent Who is Dying (3rd Ptg.) by William M. Easson, 
Medical College of Ohio, Toledo. '77, 112 pp., 1 table, 
$4.75, paper 


CHANGING SEXUAL VALUES AND THE FAMILY 
edited by G. Pirooz Sholevar, Hahnemann Medical College 
and Hospital, Philadelphia, Pennsylvania. (22 Contribu- 
tors) ‘77, 192 pp., 5 1l., $11.75 


GAMBLING AND SOCIETY: Interdisciplinary Studies an 
the Subject of Gambling edited by William R. Eadington, 
Univ. of Nevada, Reno. (34 Contributors) '76, 488 pp., 27 
il., 40 tables, $34.75 


CRISIS INTERVENTION AND HOW IT WORKS by Ro- 
maine V. Edwards. '77, 88 pp., 1 il., 1 table, $8.00 


TECHNIQUES FOR BEHAVIOR CHANGE: Applications 
of Adlerian Theory (3rd Ptg.) compiled and edited by Ar- 
thur G. Nikelly, Univ. of Illinois Health Center, Urbana. 
Foreword by Alexandra Adler. (28 Contributors) '76, 224 
pp., $10.50 


HEMISPHERIC DISCONNECTION AND CEREBRAL 
FUNCTION edited by Marcel Kinsbourne, The Hospital 
for Sick Children, Toronto, Ontario, Canada, and W. Lynn 
Smith, Cortical Function Laboratories, Denver, Colorado. 
(12 Contributors) '75, 316 pp. (7 x 10), 89 il., 6 tables, $21.50- 


PSYCHIATRIC ASSESSMENT BY SPEECH AND 
HEARING BEHAVIOR by Clyde L. Rousey, The Men- 
ninger Foundation, Topeka, Kansas. Foreword by ].*Cotter 


, Hirschberg. (18 Contributors) '74, 392 pp., 12 tables, $18.75 
Orders with remittance sent, on ‘approval, postpaid 
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and ELAVIL is helping 
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Helping with 
symptom relief 


ELAVIL usually relieves a broad range of symptoms associated 
with depression, including sleep disturbance. one of the most 
frequently observed in the "constellation of symptoms; 

and usually the first symptom to respond to therapy. 


And, the anxiety-reducing sedative component extends 
the drugs clinical value when depression is accompanied 
by symptoms of anxiety. 





Helping with convenient 
dosage regimens 


ELAVIL offers a variety of convenient dosage regimens. 

A once-daily bedtime regimen may be an effective 

prescribing option, particularly when taken by a 

depressed patient experiencing sleep disturbance. 

ELAVIL can also be prescribed in divided daily doses. , 


Providing a wide range 
of tablet strengths 


ELAVIL offers six color-coded tablets, available in the following 
strengths: 10 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg. 
And for special circumstances, an injectable form is available. 
Injection ELAVIL is supplied in 10-ml vials, 10 mg/ml. 





ELAVIL (Amitriptyline HCl, MSD) should not be used Ini 
during the acute recovery phase following myocardial In clinically 


, infarction; in patients hypersensitive to It in those who sig nificant depression 


have received an MAOI within two weeks; or in children 
under 12. Patients with cardiovascular disorders should TABLETS: 10 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg 
be watched closely. Safe use during pregnancy and lac- INJECTION: 10 mg per ml 


tation has not been established. The drug may impair 
mental or physical abilities required in the performance 
of hazardous tasks and may enhance the response to 
alcohol. The possibility of suicide in depressed patients 
> remains until significant remission occurs. Potentially 
suicidal patients should not have access to large quan- 
tities of this drug. Prescriptions should be written for the (AMITRIPTYLINE HOI | MSD) 
smallést amount feasible. Hospitalize as soon as possible 
any patient suspected of having taken an overdose. Single -entity antidepressant 
D 
A: LMS . withananxiety-reducing ` 
- For a brief summary of prescribing information, a 
. please see following page. KERK sedative component to its action. 
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Single-entity antidepressant 
with an anxiety-reducing 


sedative component to its action 
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Contraindications: Known hypersensitivity. Should not be given concomitantly with a . 


monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and deaths 
have occurred. When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 
days to elapse before initiating therapy with amitriptyline HCI. Initiate dosage of amitrip- 
tyline HCI cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended during the acute recovery phase following myocardial infarction. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting com- 
pounds. Should be used with caution in patients with a history of seizures or a history of uri- 
nary retention, or with angle-closure glaucoma or increased intraocular pressure; in pa- 
tients with angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely; arrhythmias, sinus tachycardia 
and prolongation of the conduction time have been reported, particularly with high doses; 
myocardial infarction and stroke have been reported with drugs of this class. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid medication. May im- 
pair mental and/or physical abilities required for performance of hazardous tasks, such as 
operating machinery or driving a motor vehicle. In patients who use alcohol excessively, po- 
tentiation may increase the danger inherent in any suicide attempt or overdosage. Safe use 
during pregnancy and lactation has not been established; in pregnant patients, nursing 
mothers, or women who may become pregnant, weigh possible benefits against possible 
hazards to mother and child. Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; pa- 
tients with paranoid symptomatology may have an exaggeration of such symptoms; manic 
depressive patients may experience a shift to the manic phase. In these circumstances, the 
dose of amitriptyline HCl may be reduced or a major tranquilizer, such as perphenazine, may 
be administered concurrently. 


When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages dre 
required; paralytic ileus may occur in patients taking tricyclic antidepressants in combina- 
tion with anticholinergic-type drugs. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administration. 
May enhance the response to alcohol and the effects of barbiturates and other CNS depres- 
sants. The possibility of suicide in depressed patients remains until significant remission 
occurs. Potentially suicidal patients should not have access to large quantities of this drug. 
Prescriptions should be written for the smallest amount feasible. Concurrent electroshock 
therapy may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug several 
days before elective surgery. Both elevation and lowering of blood sugar levels have been re- 
ported. Use with caution in patients with impaired liver function. 


Adverse Reactions: /Vote: Included in this listing are a few adverse reactions not reported 
with this specific drug. However, pharmacological similarities among the tricyclic antide- 
pressant drugs require that each reaction be considered when amitriptyline is administered. 
Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. CVS and Neuromuscular: Confusional states; disturbed 
concentration; disorientation; delusions; hallucinations; excitement; anxiety; restless- 
ness; insomnia; nightmares; numbness, tingling, and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; tremors; seizures; alteration in EEG pat- 
terns. extrapyramidal symptoms; tinnitus; syndrome of inappropriate ADH (antidiuretic 
hormone) secretion. Anticholinergic: Dry mouth, blurred vision, disturbance of accommoda- 
tion, increased intraocular pressure, constipation, paralytic ileus, urinary retention, dilata- 
tion of urinary tract. A//ergic: Skin rash, urticaria, photosensitization, edema of face and 
tongue. Hematologic: Bone marrow depression including agranulocytosis, leukopenia, 
eosinophilia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black tongue, 
rarely hepatitis (including altered liver function and jaundice). Endocrine: Testicular swelling 
and gynecomastia in the male, breast enlargement and galactorrhea in the female, increased 
or decreased libido, elevation and lowering of blood sugar levels. Other: Dizziness, weak- 
ness, fatigue, headache, weight gain or loss, increased perspiration, urinary frequency, 
mydriasis, drowsiness, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment 
after prolonged administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 


Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. In addition, the intravenous adminis- 
tration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of tri- 
cyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, the dosage 
should be repeated as required, particularly if life-threatening signs such as arrhythmias, 
convulsions, and deep coma recur or persist after the initial dosage of physostigmine. 


How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitriptyline 
HCI, in single-unit packages of 100 and bottles of 100 and 1000; tablets containing 75 mg 
and 100 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 100; tablets 
containing 150 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 30 and 
100; for intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCl, 44 mg 
edextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and water for 
, Injection q.s. 1 ml. 

For more detailed information, consult hak MSD representative or see full prescribing informg- - 
tion. Merck Sharp & Dohme, Division o 


Merck & Co., Inc., West Point, Pa. 19486 JTELY8(116) - 


GROVE SCHOOL 


ESTABLISHED 1934 


e |.Q. NORMAL & GIFTED 
e AGES: 12—18 
e GRADES: 6—12 


e 12 MONTH PROGRAM 
STATE ACCREDITED 


e DIPLOMA AWARDED 
COLLEGE ADMITTED 


e STUDENTS: 80 
e STAFF: 50 


e PSYCHIATRISTS: 6; 
PSYCHOLOGISTS: 2; 
TEACHERS: 22; 
PSYCHIATRIC SOCIAL 
WORKER 


e 2 INDIVIDUAL THERAPY 
SESSIONS WEEKLY 


e GROUP, RELATIONSHIP, & 
MILIEU THERAPY 


MADISON, CONNECTICUT 
(203) 245-2778 


Brochure upon Request 


"Approved by the Joint Commission on Accreditation of Hospitals” 
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Providing complete psychiatric care in 
a general hospital setting with special 
emphasis on disorders of adolescence. 


leta Hospital of Mitwaukeo, Che, 


Basil Jackson, M.D., D.P.M., M.Th., D.Sc., F.A.C.P. 
Chairman, Department of Psychiatry 
2200 W. Kilbourn Ave., Milwaukee, WI. 53233 











Flexibility is our forte: The Brown Schools 


Because we maintain great flexibility at all three of our treat- 
ment centers, each resident follows an individualized plan of 
treatment, training, education and care prescribed for that 
resident alone. 


And we believe that residential treatment conducted in this 
highly individualized manner still is the most effective treatment 
for many. Our large, experienced staff is skilled in the treatment 
of children, adolescents and adults with learning disabilities, 
neurological impairment, mental retardation or emotional 
disturbance. 


Our three treatment centers are geographically separated to pro- 
vide the appropriate residential milieu, yet close enough that 
residents benefit from the comprehensive training and expertise 
of the entire staff. All three are psychiatrically oriented, so that 
we are prepared to treat emotional disturbance in persons of any 
intellectual capacity and of any age. 





For information, write: Director of Admissions / Department 
C-0 / THE BROWN SCHOOLS / P.O. Box 4008, Austin, Texas 
78765 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 

From Texas Free: (800) 292-5404 


Jackson R. Day, M.D./Medical and Psychiatric Director; James 


L. Boynton, M.D.; Thomas F. Caldwell, D.D.S.; John L.Carrick, 


M.D.; Patrick A. Cato, M.D.; Nelson Ceballos, M.D.; Kenneth 


R. Dorman, M.D.; James D. Hinkle, M.D.; Kurt Lekisch, M.D.; 


Daniel T. Matthews, M.D.; William R. Sanders, M.D.; Willis 
M. Thorstad, M.D.; Ira E. Tunnell, M.D. 

All our programs are accredited by the appropriate councils of 
the Joint Commission on Accreditation of Hospitals. 
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THE METAMORPHOSIS OF ANXIETY. 


ANXIETY OFTEN 
APPEARS AS 
PHYSIOLOGICAL 
CARDIAC COMPLAINTS 


You've often seen the “metamor- 
phosis." The patient's intense anx- 
iety, by touching off certain CNS- 
mediated defense reactions, brings 
in its wake a variety of physiolc,'ic 
effects. And because many of these 
effects center about the cardiovas- 
cular system, your overanxious pa- 
tient may be convinced he is experi- 
encing symptoms of actual cardiac 
disease rather than a normal phys- 
iologic response to anxiety. 

How do you successfully count- 
er this anxiety-linked CNS arousal? 
By using a variety of supportive 
measures. And in many cases, 
Valium (diazepam) can be one of 
your strongest therapeutic allies. 

For one thing, Valium works 
promptly and dependably. Within 
hours after you initiate therapy, 
your anxious patient often feels 

* distinctly calmer. This rapid initial 
response is not only reassuring but 
also helps reduce, right from the 
start, the level of CNS reaction. 
After the first few days of therapy, 
anxiety relief becomes more pro- 
nounced and sustained. And, as 
the source of the “metamorphosis” 
becomes understood, there is 
usually a noticeable reduction in 
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A PATTERN OF ANXIETY 
AND ITS PHYSIOLOGICAL EFFECTS 


EXTERNAL STIMULI 
social/marital/work 


the anxiety-generated somatic COGNITIVE 
symptoms as well. APPRAISAL 

Equally important, Valium is OF THREAT 
usually well tolerated. Adverse 


reactions more serious than drows- 
iness, ataxia and fatigue are rare. 
As with all CNS-acting agents, pa- 
tients should be cautioned against 
drinking alcohol, driving, or oper- 
ating dangerous machinery while FEELINGS OF ANXIETY AROUSAL OF C.N.S. 
on Valium therapy. psychic tension with physiological effects 


t * Before prescribing, please see complete 
product information, a summary of which 
p appears on a following page. 
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new art technique, computergraphics, is utilized here to symbolize the transformation of psychic tension into functional cardiac complaints. 


VALIUM (iazepamlc 


e-mg, 5-mg, IO-mg scored tablets 
CAN RELIEVE ANXIETY AND ITS PHYSIOLOGICAL CARDIAC COMPLAINTS 
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VALIUM® 1 
(diazepam) 


Before prescribing, please consult eas product infor- 
mation, a summary of which follows: e 


Indications: Tension and anxiety states; somatic complaints 
which are concomitants of emotional factors; psychoneurotic 
states manifested by tension, anxiety, apprehension, fatigue, 
depressive symptoms or agitation; symptomatic relief of acute 
agitation, tremor, delirium tremens and hallucinosis due to acute 
alcohol withdrawal; adjunctively in skeletal muscle spasm due to 
reflex spasm to local pathology; spasticity caused by upper 
motor neuron disorders; athetosis; stiffzman syndrome; convul- 
sive disorders (not for sole therapy). 


Contraindicated: Known hypersensitivity to the drug. Children 
under 6 months of age. Acute narrow angle glaucoma; may be 
used in patients with open angle glaucoma who are receiving 
appropriate therapy. 


Warnings: Not of value in psychotic patients. Caution against 
hazardous occupations requiring complete mental alertness. 
When used adjunctively in convulsive disorders, possibility of 
increase in frequency and/or severity of grand mal seizures may 
require increased dosage of standard anticonvulsant medica- 
tion; abrupt withdrawal may be associated with temporary 
increase in frequency and/or severity of seizures. Advise against 
simultaneous ingestion of alcohol and other CNS depressants. 
Withdrawal symptoms (similar to those with barbiturates and 
alcohol) have occurred following abrupt discontinuance (convul- 
sions, tremor, abdominal and muscle cramps, vomiting and 
sweating). Keep addiction-prone individuals under careful sur- 
veillance because of their predisposition to habituation and 
dependence. 


Usage in Pregnancy: Use of minor tranquilizers 
during first trimester should almost always be 
avoided because of increased risk of congenital 
malformations as suggested in several studies. Con- 
sider possibility of pregnancy when instituting 
therapy; advise patients to discuss therapy if they 
intend to or do become pregnant. 


Precautions: If combined with other psychotropics or anticon- 
vulsants, consider carefully pharmacology of agents employed; 
drugs such as phenothiazines, narcotics, barbiturates, MAO 
inhibitors and other antidepressants may potentiate its action. 
Usual precautions indicated in patients severe y depressed, or 
with latent depression, or with suicidal tendencies. Observe 
usual precautions in impaired renal or hepatic function. Limit 
dosage to smallest effective amount in elderly and debilitated to 
preclude ataxia or oversedation. 


Side Effects: Drowsiness, confusion, diplopia, hypotension, 
changes in libido, nausea, fatigue, depression, dysarthria, 
jaundice, skin rash, ataxia, constipation, headache, inconti- 
nence, changes in salivation, slurred speech, tremor, vertigo, 
urinary retention, blurred vision. Paradoxical reactions such as 
acute hyperexcited states, anxiety, hallucinations, increased 
muscle spasticity, insomnia, rage, seep disturbances, stimula- 
tion have been reported; should these occur. discontinue drug 
Isolated reports of neutropenia, jaundice; pericdic blood counts 
and liver function tests advisable during long-term therapy. 


Dosage: Individualize for maximum beneficial effect. Adults: 
Tension, anxiety and psychoneurotic states, 2 to 10 mg b.i.d. to 
q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in first 24 hours, then 

5 mg t.i.d. or q.i.d. as needed; adjunctively in skeletal muscle 
spasm, 2 to 10 mg t.i.d. or q.i.d.; adjunctively in convulsive 
disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or debilitated 
patients: 2 to 2V» mg, 1 or 2 times daily initially, increasing as 
needed and tolerated. (See Precautions.) Children: 1 to 2V» mg 
t.i.d. or q.i.d. initially, increasing as needed anc tolerated (not for 
use under 6 months). 


Supplied: Valium* (diazepam) Tablets, 2 mg, 5 mg and 

10 mg— bottles of 100 and 500; Tel-E-Dose* packages of 100, 
available in trays of 4 reverse-numbered boxes of 25, and in 
boxes containing 10 strips of 10; Prescription Paks of 50, avail- 
able singly and in trays of 10. 


Roche Laboratories i 
¢ ROCHE » Division of Hoffmann-La Roche Inc. 
. Nutley, New Jersey 07110 y 
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Mail to: 


Subscription Department 

Hospital & Community 

Psychiatry 

1700 18th Street, N.W. ; 
Washington, D.C. 20009 


L) Enclosed is my check for a | 
one-year subscription (12 
issues) to Hospital & 
Community Psychiatry .* 
($12 a year for members of 
the American Psychiatric 
and American Psychological 
Associations; $15 for other 
subscribers. For 
subscriptions mailed outside 
the U.S. add $3 a year. Make 
checks payable to the 
American Psychiatric 
Association.) 


Name 

Title or Discipline 
Address 

City 

State 








Zip 


“Individual subscriptions to pro- 
fessional journals are tax-de: 
ductible. 


PKSAP-II 


PSYCHIATRIC KNOWLEDGE AND SKILLS 
SELF-ASSESSMENT PROGRAM 


CONTINUOUS OFFERING 


PKSAP-III is again available. The Program, initially available to physicians in Spring/Summer, 1977, will differ in that 
central scoring services will not be provided. Each registrant will receive the question booklets, the Reference 
guidebook containing the correct answers and bibliography, a score worksheet, and the Performance Data Report, 
which will facilitate self-scoring, follow-up reading and study at the participants convenience. For further program 
details, the Bulletin of Information, is available upon request to the APA, Office of Education. 


To register, remit the appropriate fee with this application form to the APA, PUBLICATIONS SALES. PLEASE MAKE 
CHECKS PAYABLE TO APA, PKSAP-III. 
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PKSAP-III REGISTRATION FORM — CONTINUOUS OFFERING 
Please type or print all information 


LAST NAME DEGREE | FIRST NAME | 1 


STREET ADDRESS 


CITY ADDRESS | STATE | | ZIP CODE 





FEES 

[_] Psychiatric Resident-In-Training, APA MEMBER $20.00 
[ ] Psychiatric Resident-In-Training, NON-MEMBER $20.00 
[ ] MEMBER, American Psychiatric Association (other than above) $35.00 
LJ Physician (other than above) $50.00 


Please make check payable to APA, PKSAP-Ill. Mail to: Publication Sales, APA, 1700 18th Street, N.W., 
Washington, D.C. 20009 
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The first epileptic seizure 
is most likely to occur 
during early childhood and 
at the onset of puberty 


About 9 out of 10 epileptics experience their first seizure before the 
age of 20—with the highest incidence between 5 and 7, when chil- 
dren start school, and at the onset of puberty, a time of physiological 
and psychic turmoil.! The most common type, grand mal, occurs 
in approximately 75% of epileptic children; and more than 50% 
of patients who suffer initially from petit mal develop grand mal 
seizures before they reach the age of 16.2 


Mysoline (primidone) for 


control of grand mal,psycho- 


motor and focal epilepsy 


At the onset and afterwards — used alone or as concomitant 
therapy, MYSOLINE may reduce the frequency and severity of 
major motor seizures—or even eliminate them. Excellent for con- 
trol of grand mal. Valuable for control of psychomotor !-34 and 
focal epilepsy as well.’ 


Add Mysoline when control with other anticonvul- 
sants is inadequate — As concomitant therapy, MYSOLINE can 

improve seizure control in grand mal and psychomotor epilepsy. 
The combined use of phenobarbital, diphenylhydantoin, and 

MYSOLINE may have additive anticonvulsant effects without addi- 
tive side effects.ó 


Change to Mysoline when other anticonvulsants fail — 
A changeover to MYSOLINE is frequently warranted when other 
anticonvulsants must be discontinued because of important side 
effects, or when grand mal seizures are refractory to phenobarbital, 


with or without diphenylhydantoin.’ 
Ayerst. 


soline 





Tablets 250 mg. 


(primidone) ... 7: 


May be the start of a 
better life for the epileptic 


See following page of advertisement for prescribing information. 7538 


> Am 


i 


*Mysoline tprimidonj ~ 


. may be the start of a better life for the epileptic 


initial and maintenance therapy for 
grand mal, psychomotor and focal epilepsy 
4 


BRIEF SUMMARY 
(For full prescribing information, 
see package circular.) 


Ayerst. 


AYERST LABORATORIES 
Néw York, N.Y. 10017? 


MYSOLINE” brand of PRIMIDONE 


Anticonvulsant 


ACTIONS: MYSOLINE acts on the central nervous system 
to raise seizure threshold or alter seizure pattern. The mecha- 
nism(s) of action of anticonvulsant drugs is not known. 


Primidone has anticonvulsant activity per se. In addition, its 
two metabolites possess anticonvulsant qualities. The major 
metabolite is phenylethylmalonamide (PEMA); the other is 
phenobarbital. In addition to its own anticonvulsant potential, 
PEMA potentiates phenobarbital. 


INDICATIONS: MYSOLINE, either alone or used con- 
comitantly with other anticonvulsants, is indicated in the con- 
trol of grand mal, psychomotor, and focal epileptic seizures. It 
may control grand mal seizures refractory to other anticonvul- 
sant therapy. 


CONTRAINDICATIONS :Primidone is contraindicated 
in: 1) patients with porphyria and 2) patients who are hyper- 
sensitive to phenobarbital (see ACTIONS). 


WARNINGS: The abrupt withdrawal of antiepileptic 


medication may precipitate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes several days 
before it can be assessed. 


Use in pregnancy: Recent reports strongly suggest an asso- 
ciation between the use of anticonvulsant drugs by women with 
epilepsy and an elevated incidence of birth defects in children 
born to these women. Reference has been made to primidone in 
several cases in which it was used ¿n combination with other 
anticonvulsants; but its teratogenicity has not been conclusively 
demonstrated. The possibility exists that other factors, e.g., 
genetic factors or the epileptic condition, may contribute to the 
higher incidence of birth defects. The data also indicate that the 
great majority of mothers receiving anticonvulsant medication 
deliver normal infants. 

Anticonvulsant drugs should not be discontinued in patients in 
whom the drug is administered to prevent major seizures be- 
cause of the strong possibility of precipitating status epilepticus 
with attendant hypoxia and risk to both mother and the unborn 
child. 

When the nature, frequency, and severity of the seizures do not 
pose a clear threat to the patient, good medical practice requires 
that the physician weigh the expected therapeutic benefit of 
anticonvulsant therapy against possible risk on an individual 
basis. 


Neonatal hemorrhage, with a coagulation defect resembling 
vitamin K deficiency, has been described in newborns whose 
mothers were taking primidone and other anticonvulsants. 
Pregnant women under anticonvulsant therapy should receive 
prophylactic vitamin K, therapy for one month prior to, and 
during, delivery. 


The physician should weigh all of the foregoing considerations 
when treating and counseling epileptic women of childbearing 
potential. 


PRECAUTIONS: The total daily dosage should not exceed 
2 Gm. Since MYSOLINE therapy generally extends over pro- 
longed periods, a complete blood count and a sequential mul- 
tiple analysis-12 (SMA-12) test should be made every six 
months. 


In nursing mothers: There is evidence that in mothers 
treated with primidone, the drug appears in the milk in sub- 
stantial quantities. Since tests for the presence of primidone in 
biological fluids are too complex to be carried out in the average 
clinical laboratory, it is suggested that the presence of undue 
somnolence and drowsiness in nursing newborns of 
MYSOLINF-treated mothers be taken as an indication that 
nursing should be discontinued. 


ADVERSE REACTIONS: The most frequently occur- 
ring early side effects are ataxia and vertigo. These tend to dis- 
appear with continued therapy, or with reduction of initial 
dosage. Occasionally, the following have been reported: nausea, 
anorexia, vomiting, fatigue, hyperirritability, emotional dis- 
turbances, sexual impotency, diplopia, nystagmus, drowsiness, 
and morbilliform skin eruptions. Occasionally, persistent or 
severe side effects may necessitate withdrawal of the drug. 
Megaloblastic anemia may occur as a rare idiosyncrasy to 
MYSOLINEand toother anticonvulsants. The anemia responds 


* 
to folic acid, 15 mg. daily, without necessity of discontinuing 
medication. 


DOSAGE AND ADMINISTRATION: The average 
adult dose is 0.75 to 1.5 Gm. per day. The initial dose is 250 mg. 
Increments of 250 mg. are added, usually at weekly intervals, 
to tolerance, or therapeutic effectiveness, up to daily doses not 
exceeding 2.0 Gm. A typical dosage schedule for the introduc- 
tion of MYSOLINE (primidone) is as follows: 


Adults and Children Over 8 Years of Age 














1st Week 2nd Week 


250 mg. daily at bedtime 250 mg. b.1.d. 


3rd Week átb Week 
250 mg. t.i.d. 250 mg. q.i.d. 


In children under 8 years of age. maintenance levels are es- 
tablished by a similar schedule, but at one-half the adult dosage. 
It is best to begin with 125 mg., with gradual weekly increases 
of 125 mg. a day, to a daily total usually between 500 mg. and 
750 mg. 


In patients already receiving other anticonvulsants: 
MYSOLINE should be gradually increased as dosage of the 
other drug(s) is maintained or gradually decreased. This regi- 
men should be continued until satisfactory dosage level is 
achieved for combination, or the other medication is completely 
withdrawn. When therapy with this product alone is 
the objective, the transition should not be completed in less 
than two weeks. 


MYSOLINE 50 mg. Tablet can be used to practical advanfige 
when small fractional adjustments (upward or downward) 
may be required, as in the following circumstances: 
* for initiation of combination therapy 
* during "transfer" therapy 
e for added protection in periods of stress or stressful situa- | 
tions that are likely to precipitate seizures ( menstruation, 
allergic episodes, holidays, etc.) 


HOW SUPPLIED: MYSOLINE Tablets — No. 430 —Each 
tablet contains 250 mg. of primidone (scored), in bottles of 
100and 1,000. Alsoin unit dose packageof 100. No. 431 — Each 
tablet contains 50 mg. of primidone ( scored), in bottles of 100 
and 500. MYSOLINE Suspension —No. 3850 —Each 5 cc. (tea- 
spoonful) contains 250 mg. of primidone, in bottles of 8 fluid- 
ounces. 


References: 1. Livingston, S.: Comprehensive Management 
of Epilepsy in Infancy, Childhood and Adolescence, Springfield, 
Ill., Charles C Thomas. 1972, pp. 6, 7, 584. 2. Grossman, H.J.: 
Ill. Med. J. 135:260 (Mar.) 1969. 3. Scholl, M.L., in Conn, 
H.F.: Current Therapy 1973, Philadelphia, Saunders, 1973, 
pp. 675-7. 4. Metrick, S.: C. M.D. 37:49 ( Jan.) 1970. 5. Forster, 


F.M.: Med. Clin. North Am. 47:1579 (Nov.) 1970. 6. White, 
P.T.: Wis. Med. J. 68:178 (Apr.) 1969. 7. Millichap, J.G.: 
Drug Ther. 1:15 (Oct.) 1971. 
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For the treatment of depression 


PAMELOR 


(Nortriptyline HC) s 


25M0. Morlem 


Provides 2 important benefits for 
both patients and clinicie ans. — 
e PAMELOR" begins to improve sleep p patterns within a week. 
E PAMELOR"allows dii din to remain calm yet alert. 


La Brief Summary [es see Rue Ew 





PAMELOR 


(nortriotyline HCl) NF 


25 mg. Capsules 


The antidepressant with 2 important clinical benefits 


PAMELOR® begins to improve sleep 


patterns within a week 


e PAMELOR* helps relieve the sleep problems that 
accompany depression: difficulty in falling asleep, 


restless sleep, and early-moming awakening. An 


improved pattern of sleep begins to appear in some 
patients within the first week of therapy. 


e Overall improvement is offen observed by the enc 
of the second week. Maximum improvement with 
Pamelor$, as with other antidepressants, may require 
a longer period of therapy, particularly in severe 


depressive illnesses. 


Indications: For relief of depressive symptoms. 
Endogenous depressions are more likely to be 
alleviated than others. 


Contraindications: Hypersensitivity. Should not be 
given concomitantly with MAO inhibitors or within 
2 weeks of the use of this drug since hyperpyretic 
crises, severe convulsions, and fatalities have 
occurred when similar tricyclic antidepressants 
were used in such combinations. Cross-sensitivity 
with other dibenzazepines is a possibility Con- 
traindicated during acute recovery period after 
myocardial infarction. 


Warnings: Use with caution in patients with car- 
diovascular disease because of tendency to pro- 
duce sinus tachycardia and prolong conduction 
time. Myocardial infarction, arrhythmia, and 
strokes have occurred. May block antihypertensive 
action of guanethidine and similar agents. 
Because of anticholinergic activity, use cautiously 
in patients with glaucoma or a history of urinary 
retention. Patients with a history of seizures should 
be followed closely because the drug is known to 
lower the convulsive threshold. Great care is 
required for hyperthyroid patients and those tak- 
ing thyroid medication because of possible devel- 
opment of cardiac arrhythmia. Caution patients 
about possibility of impaired mental and/or physi- 
cal ability to operate a motor vehicle cr dangerous 
machinery. Response to alcoholic beverages may 
be exaggerated and may lead to suicidal 
attempts. Safe use during pregnancy, lactation, 
and women of childbearing potential has not been 
established and the drug should not be given 
unless clinical situation warrants potential risk. Not 
recommended for use in children. 


Precautions: Psychotic symptoms may be exacer- 
bated in schizophrenic patients. Increased anxiety 
and agitation may occur in overactive or agitated 
patients. Manic-depressive patients may experi- 
ence shift to manic phase. Hostility may be 
aroused. Concomitant administration of reserpine 
may produce a "stimulating" effect. Watch for 
possible epileptiform seizures during treatment. 
Use cautiously with anticholinergic or sympatho- 
“mimetic drugs. Concurrent electroconvulsive ther- 


PAMELOR® allows patients to remain 
calm yet alert 


@ Helps improve depressed mood with a low level 
of stimulatory effect. 


e PAMELOR® also has a mild calming action to help 
relieve the anxiety and tension that are often 


symptoms of depression. Because PAMELOR?® rarely 


machinery. 


apy may increase hazards associated with 
nortriptyline HCI. When possible, discontinue drug 
several days prior to surgery. Potentially suicidal 
patients require supervision and protective mea- 
sures during therapy. Prescriptions should be lim- 
ited to the least possible quantity. Both elevation 
and lowering of blood sugar levels have been 
reported. 


Adverse Reactions: Note: The pharmacologic 
similarities among the tricyclic antidepressant 
drugs require that each of the following reactions 
be considered when nortriptyline is administered. 
Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhyth- 
mias, heart block, stroke. 

Psychiatric: Confusional states (especially in the 
elderly) with hallucinations, disorientation, delu- 
sions; anxiety, restlessness, agitation; insomnia, 
panic, nightmares; hypomania; exacerbation of 
psychosis. 

Neurologic: Numbness, tingling, paresthesias of 
extremities; incoordination, ataxia, tremors; 
peripheral neuropathy; extrapyramidal symptoms; 
seizures, alteration in EEG patterns; tinnitus. 
Anticholinergic: Dry mouth and rarely, associated 
sublingual adenitis; blurred vision, disturbance of 
accommodation, mydriasis; constipation, paralytic 
ileus; urinary retention, delayed micturition, dila- 
tion of the urinary tract. 

Allergic: Skin rash, petechiae, urticaria, itching, 
photosensitization (avoid excessive exposure to 
sunlight); edema (general or of face and tongue), 
drug fever, cross-sensitivity with other tricyclic 
drugs. 

Hematologic: Bone-marrow depression, including 
agranulocytosis; eosinophilia; purpura; thrombo- 
cytopenia. 

Gastrointestinal: Nausea and vomiting, anorexia, 


epigastric distress, diarrhea, peculiar taste, stoma- 3 


titis, abdominal cramps, black-tongue. 

Endocrine: Gynecomastia in the male, breast 
enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; testic- 
ular swelling; elevation or depression of blood 
sugar levels. 


causes excessive drowsiness, patients are more alert 
and better able to function. Nevertheless, they 
should be cautioned about driving or operating 


Other: Jaundice (simulating obstructive); altered 
liver function; weight gain or loss; perspiration; 
flushing; urinary frequency, nocturia; drowsiness, 
dizziness, weakness, fatigue; headache; parotid 
swelling; alopecia. 


Withdrawal Symptoms: Though these are not indic- 
ative of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache, and malaise. 


Dasage and Administration: Usual adult dose—25 
mg. three or four times daily; dosage should begin 
at a low level and increase as required. Elderly and 
Adolescent: 30 to 50 mg. per day, in divided doses. 
Doses above 100 mg. per day and use in children 
are not recommended. If a patient develops minor 
side effects, the dosage should be reduced. The 
drug should be discontinued promptly if adverse 
effects of a serious nature or allergic manifesta- 
tions occur. 
How Supplied: Capsules 10 mg. and 25 mg; 
solution 10 mg./5 cc. 
For more detailed information see full prescribing 
information. SDZ-79 
© 1977 Sandoz, Inc. 
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The American Psychiatric Association announces publication 
of two volumes reporting the Conference on Education of Psychiatrists 


° à 

held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P. A. in cooperation with 

the American Academy of Child Psychiatry, the American Association of Chairmen of Departments 
of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's, Library Bound, 
544 pages, $15.00. 


This is a substantive, highly readable, report of the Conference, written by Anne H. Rosenfeld with 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walter E. Bar- 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D., Melvin Sabshin, M.D., Jeanne Spurlock, 
M.D., and Robert L. Robinson, M.A. (Staff Consultant). 


The volume contains ten chapters covering the topical structure of the Conference: Goals and Values; 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means 
in the Service of Ends; The Program Environment; Research; The Economics of Residency Training; 
Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine appendices de- 
scribing the organization of the Conference and its participants, together with selected model pro- 
grams and related informational materials of value. 


2. THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. 


Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of 
seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. 


Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 


Publications Office 

American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Please send me: 


copies of PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's ORDER NO. 235 
AT $15.00 PER COPY. 


copies of THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION 
OF PSYCHIATRISTS ORDER NO. 236 AT $12.50 PER COPY. 


sets of both volumes at $25.00 per set. 


Check enclosed — — —— Invoice me 
Name: 
‘Address 
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FLEXIBLE 

DOSAGE TO MEET — 
THE INTENSITY 
OF ANXIETY 


o for clinically manifest neurotic 
or psychoneurotic anxiety, and 


anxiety associated with somatic disease’ 


Approximate Milligram Equivalency* 


AZENE '^ | 
Clorazepate Chlordi- 
monopotassium Diazepam azepoxide Oxazepam 


3.25 mg 2 mg 5 mg 10 mg 
6.5 mg 5 mg 10 mg 15 mg 
Hm 0 me 10 mg 25 mg 30 mg 


-— ysed upon avail able information from manufacturers package inserts 


o an acceptable sedative profile 


Drowsiness may occur at initiation of treatment. and with dosage increments. 
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sect AVENE = 
CLORAZEPATE MONOPOTASSIUM Œ 
THE“OPTION” 


BENZODIAZEPINE 


Establish adequate symptom control...usually in 6 days. 


stay with 
t./.d. dosage 


Although the recommended starting daily dose is 6.5 mg t.i.d. or 13 mg 
h.s., patient response may require dosage adjustment. 
In elderly or debilitated patients, the initial daily dosage is 6.5 to 13 mg. 
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See LOXITANE brief summary on following page for indications, warnings 
and precautions and for more detailed information concerning side effects 





Name "| Sex Age 


Bert H.* ^ Male Qm 
Marital Status Occupation . 
©) M 'w D | Supermarket clerk 


CASE SUMMARY SHEET 


History: 
Left school at 16. Good in math; poor reader. 
Youngest child (only son); two married 
sisters well adjusted. Father died six years 
ago; mother, two years ago. Patient 
attractive, precise in manner. Few friends 
no girlfriend. Lives alone 


Onset of current illness: 

When customer questioned addition of 
grocery slip, patient became abusive, said he 
“didn’t steal.” Threw slip at customer; hit 
store manager; tried to break cash register. 
Police brought him to hospital 


Diagnosis: 
Acute schizophrenia 


Treatment: 

LOXITANE® C Loxapine Hydrochloride Oral 
Concentrate 50 mg stat then 20 mg q.i.d. 
increased over ó weeks to 5 mg q.i.d. 
Psychotherapy twice weekly 


Therapeutic course: 

First week: Calmer, sometimes curses, not 
physically violent. Believes cash register is 
part of a “conspiracy” to discredit him. 
Facial tremors appeared which responded to 
antiparkinsonism medication 


Second week: Delusions persist but less often 
expressed. Not verbally abusive. Cooperative 
with ward regimen. LOXITANE C 

50 mg q.i.d. 


Third week: Boasts he “figures” better than 
the cash register. No further delusions. 
Switched to LOXITANE* Loxapine Succinate 
Capsules 35 mg q.i.d. 


Fourth week: Says “girls are messy, always 
leaving makeup around.” Encouraged to 
discuss relationships with people. Likes the 
OT worker because she is “neat and tidy” 


Fifth week: In therapy sessions, speaks of 
“loneliness” and “fear of making mistakes.” 
Appears close to premorbid behavior. 
LOXITANE decreased 25 mg aid., 
antiparkinsonism medication discontinued 


Sixth week: Asked to see eldest sister. 
Patient asking about day passes 


Follow-up: 

Tenth week: Sister took patient out for the 
day. Patient pleased but has difficulty 
expressing emotion. Asked about leaving the 
hospital; not upset when told he is not ready 
yet. LOXITANE 20 mg t.i.d. and 10 mg h.s. 
Group therapy once weekly 





Not an actual patient. The collection of clinical data upon which this 
simulation is built illustrates the action of LOXITANE® Loxapine Succinate 
| as reported in clinical studies, 


 Loxita 


9. 





LOXAPINE CD 
SUCCINATE 





For the symptoms that brought him there 


* $9 
-i . 
. 
Recommended Daily Dosage 
Initial Dosage MILD MODERATE SEVERE 
10 mg b.i.d 10mg tid orqid 25 mg bid 
First 7 to Increase dosage until psychotic symptoms are cortrolled 
10 Days Dosage should not exceed 250 mg/day 
Usual dosage during titration: 50 to 150 mg/day 
Maintenance Adjust to lowest effective level 
Dosage Usual maintenance dosage: 60 to 100 mg/day 
Many patients are controlled with dosages as ‘ow as 20 to 
60 mg/day 
Brief Summary 
LOXITANE® Loxapine Succinate Capsules 


OR 
LOXITANE® C Loxapine Hydrochloride Oral Concentrate 


Description: A dibenzoxazepine compound, representing a new subclass of tricyclic 
antipsychotic agent, chemically distinct from the thioxanthenes, butyrophenones, and 
phenothiazines. 


Indications: For the manifestations of schizophrenia. Loxapine has not been evaluated 
for the management of behavioral complications in mental retardation, and therefore 
cannot be recommended. 


Contraindications: In comatose or severe, drug-induced depressed states (alcohol, 
barbiturates, narcotics, etc.); and in individuals with known hypersensitivity to the drug 


Warnings: In Pregnancy: Safe use during pregnancy or lactation has not been 
established; in pregnancy, nursing mothers, or women of child-bearing potential, weigh 
potential benefits against possible hazards to mother and child. No embryotoxicity or 
teratology was observed in studies in rats, rabbits or cogs, although with the exception of 
one rabbit study, the highest dosage was only two times the maximum recommended 
human dose and in some studies they were below this dose. Perinatal studies have shown 
renal papillary abnormalities in offspring cf rats treated from mid-pregnancy with doses of 
0.6 and 1.8 mg./kg., doses which approximate the usual human dose but which are 
considerably below the maximum recommended human dose. In Children: Studies heve 
not been performed in children; therefore this drug is not for use below the age of 16. 


May impair mental and/or physical abilities, especially during the first few days of therapy; 
warn ambulatory patients about activities requiring alertness (e.g. operating vehicles cr 
machinery), and about concomitant use of alcohol and other CNS depressants. 


Precautions: Use with extreme caution in patients with history of convulsive disorders; 
seizures have been reported in epileptics receiving this drug at antipsychotic dose levels, 
and may occur even with maintenance of routine anticonvulsant drug therapy. Has an 
antiemetic effect in animals; this effect in man may mask signs of overdosage of toxic 
drugs and obscure conditions such as intestina! obstruction and brain tumor. Use with 
caution in patients with cardiovascular disease. Increased pulse rates in the majority cf 
patients receiving antipsychotic doses and transient hypotension have been reported. In 
hypotension requiring vasopressor therapy, preferred drugs may be norepinephrine or 
angiotensin. Usual doses of epinephrine may be ineffective because of inhibition of its 
vasopressor effect by loxapine. Possibility of ocular toxicity from loxapine cannot be 
excluded at this time, therefore observe carefully for pigmentary retinopathy and 
lenticular pigmentation (observed in some patients receiving certain other antipsychctic 
drugs for prolonged periods). Because of possible anticholinergic action, use with caution 
in patients with glaucoma or a tendency to urinary retention, particularly with concom tant 
administration of anticholinergic-type antiparkinson medication. 





Adverse Reactions: CNS: Adverse effects other than extrapyramidal, infrequent. 
Drowsiness, usually mild, may occur at beginning of therapy or when dosage is increased, 
usually subsiding with continued therapy. Incidence of sedation is less than that of certain 
aliphatic phenothiazines and slightly more than piperazine phenothiazines. Dizziness, 
faintness, staggering gait, muscle twitching, weakness, and confusional states have been 
reported. Extrapyramidal reactions during use of this drug have been reported frequently, 
often during the first few days of treatment. In most patients, these involve Parkinson-like 
symptoms such as tremor, rigidity, excessive salivation, masked facies, akathisia, usually 
not severe and controlled by dosage reduction or use of antiparkinson drugs in usual 
dosage. Less frequent, but more severe: Dystonias, including spasms of muscles of neck 
and face, tongue protrusion, oculogyric movement; dyskinesia in the form of choreo- 
athetoid movements. These sometimes require reduction or temporary withdrawal of drug 
dosage in addition to appropriate counteractive drugs. Persistent Tardive Dyskinesia: 
May appear in some patients on long-term therapy, or after therapy has been 
discontinued; the risk greater in the elderly, especially females, on high dosage. These 
symptoms, persistent and in some patients apparently irreversible, are characterized by 
rhythmical involuntary movement of tongue, face, mouth or jaw (e.g. protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements. sometimes accompanied by 
involuntary movements of extremities). No known effective treatment; discontinue all 
antipsychotic agents if these symptoms appear. The necessity to reinstitute treatment or 
increase dosage, or switch to a different antipsychotic agent, may mask syndrome. If 
medication is stopped when fine vermicular movements of the tongue occur, the 
syndrome may not develop. Cardiovascular: Tachycardia, hypotension, hypertension, 
lightheadedness, syncope. A few cases of EKG changes similar to those seen with 
phenothiazines have been reported, not known to be related to loxapine use. Skin: 
Dermatitis, edema (puffiness of face), pruritus, seborrhea. Possible photosensitivity and/or 
phototoxicity; skin rashes of uncertain etiology seen in a few patients during hot summer 
months. Anticholinergic: Dry mouth, nasal congestion, constipation, blurred vision — more 
likely to occur with concomitant use of antiparkinson agents. Other: Nausea, vomiting, 
weight gain or loss, dyspnea, ptosis, hyperpyrexia, flushed facies, headache, paresthesia, 
polydipsia. Rarely, galactorrhea and menstrual irregularity of uncertain etiology. 


Dosage and Administration: Administered orally, usually in 2 to 4 divided doses a day. 
Adjust dosage to patient's need relative to severity of symptoms and history of response 
to antipsychotic drugs. Recommended initial dosage is 10 mg. b.i.d.; in severely disturbed 
patients up to 50 mg. daily. Increase dosage during first 7 to 10 days until psychotic 
symptoms are controlled. Usual therapeutic and maintenance range is 60 mg.- 100 mg. 
daily. More than 250 mg. daily is not recommended. Maintenance dosage should be at 
lowest level to control symptoms; many patients have been maintained on 20 mg. to 

60 mg. daily 


LOXITANE C Oral Concentrate should be mixed with orange and grapefruit juice shortly 
before administration. Use only enclosed calibrated dropper 
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A Division of American Cyanamid Company . 
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«Pm ju sta That is what depressed individuals can see that others are able to 
r h may feel is the substance of live on the brighter side but they, 
shadow oT W at their being. There is no pleasure, themselves, cannot reach it on 


l used tobe.”  nojoy—nothing grows—andinthe their own. 
cold shadow of depression their 


activities are inhibited, while ini- Your experience in treating 
tiative may be eroded or des- depression, and Tofranil-PM 
troyed. The tragedy is that they can help light the way. 


Tofranil-PM 


imipramine pamoate Geigy 


Unsurpassed effectiveness 
| among tricyclics in relieving symptoms 
ie | of anxious depression. 


z Before prescribing Tofranil-PM, please review a summary of the 
, prescribing information on the back of this page. 
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* Tofranil-PM' 


imipramine pamoate 


As anxiety, agitation, sleep 
disturbances; and other 
depressive symptoms are 
relieved, mood and motivation 
may be markedly improved. 


Patients are usually alert and 
capable of functioning at more 
normal levels of behavior. 


Tofranil-PM* 
brand of imipramine pamoate 


Indications: For the relief cf symptoms of depression. 
Endogenous depression is more likely to be alleviated 
than other depressive states. 

Contraindications: The concomitant use of monoamine 

oxidase inhibiting compounds is contraincicated. Hyper- 

pyretic crises or severe convulsive seizures may occur in 
patients receiving such combinations. The potentiation of 
adverse effects can be serious, or even fatal. When it is 
desired to substitute Tofranii-PM, brand of imipramine 
pamoate, in patients receiving a monoamine oxidase in- 
hibitor, as long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days. Initial 
dosage should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 
during the acute recovery period after a myocardial infarc- 
tion. Patients with a known hypersensitivity to this com- 
pound should not be given the drug. The possibility of 
cross-sensitivity to other dibenzazepine compouncs 
should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of imipramine 

during pregnancy and lactation has not been established; 

therefore, in administering the drug to pregnant patients, 
nursing mothers, or women of childbearing potential, the 
potential benefits must be weighed against the possible 
hazards. Animal reproduction studies have yielded incon- 
clusive results. There have been clinical reports of con- 
genital malformation associated with the use of this drug, 
but a causal relationship has not been confirmed. 

Extreme caution should be used when this drug is given 

to: 

—patients with cardiovascular disease because of the 
possibility of conduction defects, arrhythmias, myocar- 
dial infarction, strokes and tachycardia; 

—patients with increased intraocular pressure, history of 
urinary retention, or history of narrow-angle glaucoma 
because of the drug's anticholinergic properties; 

—hyperthyroid patients or those on thyroid medication 
because of the possibility of cardiovascular toxicity; 

— patients with a history of seizure disorder because this 
drug has been shown to lower the seizure threshold; 

— patients receiving guanethidine or similar agents since 
imipramine may block the pharmacologic effects of 
these drugs. 

Since imipramine may impair the mental and/or physical 

abilities required for the performance of potentially 

hazardous tasks such as operating an automobile or 
machinery, the patient should be cautioned accordingly. 

Usage in Children: Tofranil-PM, brand of imipramine 

pamoate, should not be used in children of any age be- 

cause of the increased potential for acute overdosage 
due to the high unit potency (75 mg., 100 mg., 125 mg. 
and 150 mg.). Each capsule contains imipramine 

pamoate equivalent to 75 mg., 100 mg., 125 mg. or 150 

mg. imipramine hydrochloride. 

Precautions: It should be kept in mind that the possibility 

of suicide in Seriously depressed patients is inherent in 
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Geigy 


Tofranil-PM encourages patient 


compliance because one 
capsule lasts from bedtime to 
bedtime. 


Good results are usually seen 
at the starting dose of one 
75-mg capsule h.s. 


For many patients, dosage can 
be safely increased to 150 mg 
daily. 


the illness and may persist until significant remission oc- 
curs. Such patients should be carefully supervised during 
the early phase of treatment with Tofranil-PM, brand of 
imipramine pamoate, and may require hospitalization. 
Prescriptions should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, particularly in 
patients with cyclic disorders. Such reactions may neces- 
sitate discontinuation of the drug. If needed, Tofranil-PM, 
brand of imipramine pamoate, may be resumed in lower 
dosage when these episodes are relieved. Administration 
of a tranquilizer may be useful in controlling such 
episodes. 

Prior to elective surgery, imipramine should be discon- 
tinued for as long as the clinical situation will allow. 

An activation of the psychosis may occasionally be ob- 
served in schizophrenic patients and may require reduc- 
tion of dosage and the addition of a phenothiazine. 

In occasional susceptible patients or in those receiving 
anticholinergic drugs (including antiparkinsonism agents) 
in addition, the atropine-like effects may become more 
pronounced (e.g., paralytic ileus). Close supervision and 
careful adjustment of dosage is required when this drug is 
administered concomitantly with anticholinergic or sym- 
pathomimetic drugs. 

Avoid the use of preparations, such as decongestants 
and local anesthetics, which contain any sympathomimet- 
ic amine (e.g., adrenalin, noradrenalin), since it has been 
reported that tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 

Both elevation and lowering of blood sugar levels have 
been reported. 

Concurrent administration of imipramine with electroshock 
therapy may increase the hazards; such treatment should 
be limited to those patients for whom it is essential, since 
tnere is limited clinica! experience. 

Adverse Reactions: Note: Although the listing which fol- 
lows includes a few adverse reactions which have not 
been reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when imip- 
ramine is administered. 

Cardiovascular: Hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart block, 
stroke, falls. 

Psychiatric: Confusional states (especially in the elderly) 
with, hallucinations, disorientation, delusions; anxiety, 
restlessness, agitation; insomnia and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, altera- 
tions in EEG pattern’: tinnitus. 

Anticholinergic: Dry mouth, and, rarely, associated sub- 
lingual adenitis; blurred vision, disturbances of accommo- 
dation, mydriasis; constipation, paralytic ileus; urinary re- 
tention, delayed micturition, dilation of the urinary tract. 
Allergic: Skin rash, petechiae, urticaria, itching, photosen- 


As with all tricyclics, sedation . 
may occur. Please,caution 
patients against driving or oper- 
ating dangerous machinery. 


Each capsule contains 
imipramine pamoate equivalent 
to 75, 100, 125 or 150 mg of 
imipramine hydrochloride. 


sitization (avoid excessive exposure to sunlight); edema e 
(general or of face and tongue); drug fever; cross- 
sensitivity with desipramine. 

Hematologic: Bone marrow depression including agran- 
ulocytosis; eosinophilia; purpura; thrombocytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever and sore throat during 
therapy; the drug should be discontinued if there is evi- 
dence of pathological neutrophil depression. 
Gastrointestinal: Nausea and vomiting, anorexia, epigas- 
tric distress, diarrhea; peculiar taste, stomatitis, abdominal 
cramps, black tongue. 

Endocrine: Gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or de- 
creased libido, impotence; testicular swelling; elevation or 
depression of blood sugar levels. 

Other; Jaundice (simulating obstructive); altered liver 
function; weight gain or loss; perspiration; flushing; uri- 
nary frequency; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms: Though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy 
may produce nausea, headache and malaise. 

Dosage and Administration: In adult outpatients, 
therapy should be initiated on a once-a-day basis with 75 
mg./day. This may be increased to 150 mg./day which is 
the dose level which usually obtains optimum response. If 
necessary, dosage may be increased to 200 mg./day. 
Dosage should be modified as necessary by clinical re- 
sponse and any evidence of intolerance. Daily dosage 
may be given at bedtime, or in some patients in divided 
daily doses. 

Hospitalized patients should be started on a once-a-day 
basis with 100-150 mg./day and may be increased to 200 
mg./day. Dosage should be increased to 250-300 mg./day 
if there is no response after two weeks. 

Following remission, maintenance medication may be re- 
quired for a longer period of time at the lowest dose that 
will maintain remission. The usual adult maintenance 
dosage is 75-150 mg./day on a once-a-day basis, prefer- 
ably at bedtime. 

In adolescent and geriatric patients, capsules of Tofranil- 
PM, brand of imipramine pamoate, may be used when 
total daily dosage is established at 75 mg. or higher. It is 
generally unnecessary to exceed 100 mg./day in these 
patients. This dosage may be given once a day at bed- 
time or, if needed, in divided daily doses. 

How Supplied: Tofranil-PM, brand of imipramine 
pamoate: Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equivalent to 75, 
100, 125 or 150 mg. of imipramine hydrochloride.) 

(B) 98-146-840-A(9/75) 667120 . 


For complete details, including dosage and adminis- 
tration, please refer to the full prescribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation * 
Ardsley, New York 10502 
Printed in U.S.A. (10-77) TO 12889 V 
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Coverage and Utilization 
: of Care for Mental Conditions 
Under Health Insurance 
—Various Studies, 1973-74 


By Louis S. Reed, Ph.D. 
Consultant in Health Economics, American Psychiatric Association 


This book reports six studies that add to the growing body of data demonstrating the feasibility of cov- 
ering mental illness under health insurance. Although in some ways it may be considered a supplement to 
APA's 1972 book HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST (Reed, 
Myers, and Scheidemandel), all of the data are new. The studies cover the following areas: 


è Utilization of mental benefits under the Blue Cross and Blue Shield plan for federal employees, docu- 
menting that a “plateau” in the use of these benefits was reached in 1973-74. 


* Comparison of benefits for mental and other illnesses under selected employee health benefit plans. 
* Coverage of mental illness under collective bargaining agreements of selected unions. 


e Utilization of care for mental conditions under the Canadian health insurance program, which gives 
b the same coverage for mental as for other conditions. 


* Updating of information on Blue Cross benefits for hospital care of mental illness. 


* Data from selected Blue Cross and Blue Shield plans on coverage and utilization of mental condi- 
tions, with emphasis on major medical coverage. 
80pp. Paperbound 


Single copy, $4.00; 10-49 copies; $3.80 each; 50 or more copies, $3.20 each. 


SPECIAL OFFER: One copy of this book (regular price, $4.00) and one copy of HEALTH INSURANCE 
AND PSYCHIATRIC CARE: UTILIZATION AND COST (regular price, $6.50) for $8.50. 


Publications Services Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me . copies of COVERAGE AND UTILIZATION OF CARE FOR MENTAL CONDI- 
TIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74. Single copy, $4.00; 10—49 cop- 
ies, $3.80 each; 50 or more copies, $3.20 each. 





Please send me copies of the SPECIAL OFFER @ $8.50 each. (COVERAGE AND UTILIZATION OF 
CARE FOR MENTAL CONDITIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74 
and HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST.) 
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Before prescribing or administering, see Sandoz literature for, full product 
. information. The following is a brief summary. j 
$ Contraindications: Severe central nervous system depression, coma- 
tose states from any cause, hypertensive or hypotensive heart disease 

of extreme degree. 2 es 
Warnings: Administer cautiously to patients who have previously ex- 
hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) to 
BE phenothiazines. Phenothiazines are capable of potentiating central ner- 
vous system depressants (e.g., anesthetics, opiates, alcohol, etc.) as 
well as atropine and phosphorus insecticides; carefully consider benefit 
versus risk in less severe disorders. During pregnancy, administer only 
n the potential benefits exceed the possible risks to mother and 

etus. 

Precautions: There have been infrequent reports of leukopenia and/or 
ENTRAPYRAMIDAL agranulocytosis and convulsive seizures. In epileptic patients, anticon- 





vulsant medication should also be maintained. Pigmentary retinopathy, 
observed primarily in patients receiving larger than recommended 
doses, is characterized by diminution of visual acuity, brownish coloring 
of vision, and impairment of night vision; the possibility of its occur- 
rence may be reduced by remaining within recommended dosage limits. 
Administer cautiously to patients participating in activities requiring 
complete mental alertness (e.g., driving), and increase dosage gradually. 
Orthostatic hypotension is more common in females than in males. Do 
not use epinephrine in treating drug-induced hypotension since pheno- 
thiazines may induce a reversed epinephrine effect on occasion. Daily 
doses in excess of 300 mg should be used only in severe neuropsychi- 
atric conditions. 

Adverse Reactions: Central Nervous System —Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkinsonism 
and other extrapyramidal symptoms; rarely, nocturnal confusion, hy- 
peractivity, lethargy, psychotic reactions, restlessness, and headache. 
Autonomic Nervous System— Dryness of mouth, blurred vision, con- 
stipation, nausea, vomiting, diarrhea, nasal stuffiness, and pallor. £n- 
docrine System— Galactorrhea, breast engorgement, amenorrhea, in- 
hibition of ejaculation, and peripheral edema. Skin— Dermatitis and skin 
eruptions of the urticarial type, photosensitivity. Cardiovascular 
System—ECG changes (see Cardiovascular Effects below). Otker— 
Rare cases described as parotid swelling. 

It should be noted that efficacy, indications and untoward effects have 
varied with the different phenothiazines. It has been reported that old 
age lowers the tolerance for phenothiazines; the most common 
neurologic side effects are parkinsonism and akathisia, and the risk of * 
agranulocytosis and leukopenia increases. The following reactions have 
occurred with phenothiazines and should be considered whenever one 
of these drugs is used. Autonomic Reactions—Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Heactions— Erythema, exfoliative 
dermatitis, contact dermatitis. Blood Dyscrasias— Agranulocytosis, 
leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic anemia, 
pancytopenia. A//ergic Reactions—Fever, laryngeal edema, 














Antipsychotic medication should not interfere with the d ge Xe egy Sarat AA, ae stasis. 
i ' li iei : i : ardiovascular Effects— Changes in terminal portion of electrocar- 
ae. lO "Ve b ed S total therapeutic pro diogram, including prolongation of Q-T interval, lowering and inversion 
gram. at is why Mellarl (thioridazine) is an excellent of T-wave, and appearance of a wave tentatively identified as a bifid T or 
choice. It is highly effective, and although extrapyramidal a U wave have been observed with phenothiazines, including Mellaril 
symptoms are characteristic of this class of drug, with leds addi these tine to be bieten and due 2 vier 
: wt : : Lo. repolarization, not myocardial damage. While there is no evidence of a 
Lethe ‘a beer arhe 4 ble: stimulation , notably causal relationship between these changes and significant disturbance 
pseuaoparKınsonism—Is In requent. Adding an anti- of cardiac rhythm, several sudden and unexpected deaths apparently 
parkinsonian agent—which can cause its own side effects— due to cardiac arrest have occurred in patients showing characteristic 
can usually be avoided. electrocardiographic changes while taking the drug. While proposed, 


- a. periodic electrocardiograms are not regarded as predictive. Hypoten- 
Mellaril (thioridazine) is not habituating and usually does nol sion, rarely resulting in cardiac arrest. Extrapyramidal Symptoms— 


Cause euphoria or undue sedation. (But, warn patients about Akathisia, agitation, motor restlessness, dystonic reactions, trismus, 
undertaking activities requiring complete mental alertness.) torticollis, opisthotonus, oyla crises, tremor, muscular rigidity, 
And Mellaril (thioridazine) is contraindicated in patients and akinesia. Persistent Tardive Dyskinesia— Persistent and sometimes 


: : irreversible tardive dyskinesia, characterized by rhythmical involuntary 
with severe hypotensive or hypertensive heart disease. movements of the tongue, face, mouth, or jaw (e.g., protrusion of 


tongue, puffing of cheeks, puckering of mouth, chewing movements) 


® and sometimes of extremities may occur on long-term therapy or after 
discontinuation of therapy, the risk being greater in elderly patients on 
high-dose therapy, especially females; if symptoms appear, discontinue 
all antipsychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and syn- 
drome may not develop if medication is stopped at that time. Endocrine 


( i HIORIDAZINE! Disturbances— Menstrual irregularities, altered libido, gynecomastia, 


lactation, weight gain, edema, false positive pregnancy tests. Urinary, 
Disturbances— Retention, incontinence. Others—Hyperpyrexia; 
behavioral effects suggestive of a paradoxical reaction, including excite- 
ment, bizarre dreams, aggravation of psychoses, and toxic confusional 


TABLETS: 50 mg, 100 mg, 150 mg, and states; following long-term treatment, a peculiar skin-eye. syndrome 
200 mg thioridazine HCI, USP marked by progressive pigmentation of skin or conjunctiva 
; and/or accompanied by discoloration of exposed sclera and 
. cornea; stellate or irregular opacities of anterior.lens and 
4 cornea; systemic lupus erythematosus-like syndrome. Ss 
z SAN 6-640R 
©1977 Sandoz, Ifc. SANDOZ PHARMACEUTICALS. EAST HANOVER, NEW JERSEY 07936 SANDOZ 
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Overview: Foundations of Cultural Psychiatry 


BY ARMANDO R. FAVAZZA, M.D., M.P.H., AND MARY OMAN, M.A. 


The authors demonstrate the significance of adding 
the cultural dimension to basic psychiatric concepts. 
They point out the areas in which the work of 
anthropology and social psychology are relevant to 
psychiatry, including understanding mental health 
and illness, child-rearing practices and their effects on 
personality, cognition, family and social networks, sex 


“roles and behavior, alcohol use, communication, and ` 


therapy. They also present some of the major 
conceptual foundations of cultural psychiatry, which 
include ethnography, emic and etic approaches, the 
cross-cultural approach, and the study of subjective 
culture. xd 


THE TRADITIONAL CORNERSTONES of modern psychia- 
try are biology (the neurosciences) and psychology. 
Through the influence of epidemiological studies and 
the community mental health movement, sociology 
has become a more recent cornerstone, with social 


class the major variable. Despite the thousands of arti- ` 


cles with cultural themes that have appeared in the 
mental health literature (1), the study of culture has 
not yet been paar’ as a cornerstone of psychia- 
try. 

The purposes of this paper are to present some of 
the major conceptual foundations of cultural psychia- 
try, to acquaint readers with work in anthropology and 
social psychology that is relevant to psychiatry, and to 
demonstrate the significance of the addition of the 
cultural dimension to basic psychiatric concepts. We 
prefer to use the adjective "cultural rather than 
"*crosscultural"' or *'transcultural'" because it is more 


Dr. Favazza is Associate Professor, Head of the Section of General 
Psychiatry, and Chief of the Community Psychiatric Service, Uni- 
versity of Missouri-Columbia School of Medicine, 803 Stadium Rd., 
Columbia, Mo. 65201. Ms. Oman is a graduate student in the De- 
partment of Anthropology, University of Missouri-Columbia. 


Thé authors would like to thank Drs. Barbara Favazza, Edward 


Foulks, James Hedlund, Paul Horton, and E.M. Pattison for their : 


constructive criticism. 


inclusive, less exotic, and does not imply a. s:ngle 
methodology. Among tke important areas we will not 
discuss because of space limitations are socialization 
(2, aging, aggression (3). racism (4), drug use (5), 
immigration, and acculturation (6). 


DEFINING CULTURE 


White, Kroeber. and Durkheim espoused a super- 
organic theory of culture; i.e., they posited that cul- 
ture is a phenomenon that can be analyzed without ref- * 
erence to the individuals in whom it is expressed. 
Thus, suicide can be examined as a social fac: ex- 
plained best by antecedent social factors rather than 
by focusing on individual motivation. Most scholars 
have incorporated other theories of culture as well as 
the superorganic to produce a widely accepted defini- 
tion of culture. In the words of Kroeber and Kluck- 
hohn (7): 


Culture consists of pa:terns, explicit and implicit, of and 
for behavior acquired and transmitted by symbols, ĉon- 
stituting the distinctive achievement of human groups, in- 
cluding their embodiments in artifacts; the essential core 
of culture consists of traditional (i.e., historically derived 
and selected) ideas and especially their attached values; 
culture systems may, on the one hand, be considered as 
products of action, on the other as conditioning elements 
of further action. (p. 180) 


Psychoanalysis has produced an interesting litera- 
ture dealing with culture. The bibliography for “Totem 
and Taboo”’ (8) reveals Freud’s wide reading in cultur- 
al anthropology. Jung's Symbols of Transforma- 
tion (9) has many references to archaeology and my- 
thology. H.S. Sullivan founded Psychiatry, a journal 
that has promoted collaoorative work with anthropolo- 
gists. Roheim founded the series now known as The 
Psychoanalytic Study of Society. Robert LeVine (10) 
has pioneered in developing a modern psychoanalytic 
methodology for studying culture. The general thrust 
of all of these studies has been to enrich our under- 
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standing of culture. However, our concept of-cultural 


psychiatry refers specifically to the application of cul- 
tural insights to the enrichment of psychiatric practice 
and our understanding of the human situation. 

It is seldom appreciated that culture affects not only 
individual and group psychology and the social order 
but also biology (11). Culturally determined mating 
preferences affect genetic pools (12). Dietary prefer- 
ences affect nutritional status (e.g., the effect of diet on 
pellagra). Current research seems to indicate that fun- 
damental operations of the brain might differ radically 
with cultural background (13). The developing theory 
of biogenetic structuralism, which, according to 
Laughlin and d'Aquili (14), seeks to clarify the con- 
cept of cognitive structure by examining the necessary 
bond between human society and the study of the hu- 
man CNS, provides an interesting view of schizophre- 
nia. One of the principal themes of physiological an- 
thropology, according to Damon (15), is **an examina- 
tion of the way physiological responses of men in 
stressful environments affect and are affected by cul- 
turally defined behavior patterns” (p. 8). 


CULTURAL DIMENSIONS OF PSYCHIATRIC 
CONCEPTS 


In the following discussions we will examine some 
concepts basic to psychiatrv. By focusing on the cul- 
tural dimension of these concepts we do not mean to 
imply that psychological, biological, and sociological 
dimensions are secondary in importance. Rather, we 
hope to show that the addition of the cultural dimen- 
sion enriches our understanding of psychiatric con- 
cepts and provides an expanded context for successful 
psychiatric clinical practice. A vital literature on cul- 
tural aspects of psychiatry is blossoming (16-18). The 
number of psychiatrists wita doctoral training in an- 
thropology is growing, and there are many more psy- 
chiatrists with less formal training in this area. The 
psychiatry departments at the University of Miami and 
the University of Hawaii are among the leaders in in- 
tegrating the anthropological and psychiatric fields. 


Understanding Mental Health and Illness 


Sapir (19) noted that cultural anthropology is impor- 
tant because it is constantly rediscovering the normal. 
Mental illness exists and îs recognized in all cultures, 
from the most simple to the most complex, although its 
expression and identification vary (20, 21). Some cul- 
tures, for example, *'tend to mask latent delusional 
thinking because of their over-all magical configura- 
tion” (22). In cultures such as our own, which empha- 
size rationality and scientific objectivity rather than 
supernaturalism, a psychotic person would find it 
more difficult to adjust, and his or her symptoms 
would more likely be identified early. 

In relation to mental illness, culture has been con- 
sidered both etiological (23) (through certain child- 
rearing practices, stressful roles, or culture change) 
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and symptom molding (20) (as in the case of the cul- 
ture-bound syndromes). Dunham (24) stated, on the 
other hand, that ‘‘it [is] almost impossible to pin dowri 
in any conclusive fashion those societal and cultural 
factors that cause or precipitate specific mental dis- 
orders." Mentally ill people may develop a con- 
stellation of striking symptoms that frequently can be 
associated with certain cultural beliefs and practices. 
These '*culture-bound" syndromes have been concep- 
tually categorized into reactions of fear (susto, latah, 
imu, kore), rage (amok), and dissociation (trance, pos- 
session, Kitsunitsuki). Our current understanding, ac- 
cording to Wittkower and Prince (20), is that these 
syndromes are basically the standard ones described 
in DSM-IT (25). 

The significance of the concept of a culture-bound 
disorder is that cultural factors are accepted by psychi- 
atrists as important for both understanding and treat- 
ing such disorders. Because the disorders may be lim- 
ited to specific, often exotic cultural groups, the cul- 
tural dimension is easily integrated into psychiatric 
conceptualization. In a modern evaluation, however, 
cultural factors would be considered in perspective 
along with other relevant factors. For example, 
Foulks's monograph on the Arctic hysterias of the 
North Alaskan Eskimos (26) considered not only cul-* 
tural traditions but also village demography, the Arctic 
environment, and psychological and biological func- 
tioning. The finding that some cases of Arctic hysteria 
were related to low calcium levels was seen in the cul- 
tural context of Eskimo clothing (which decreases ex- 
posure to sunlight) and dietary patterns. 

The very process we use to define and identify men- 
tal health and illness is linked to our cultural heritage. 
As Fabrega (27) noted, “‘At the very least, com- 
parative research findings in human biology and medi- 
cine should lead us to appreciate the valuational, arbi- 
trary, and culture-bound bases of what we view as 
‘normal’ (or diseased) biological systems" (p. 298). All 
psychiatric disorders are to some degree culture- 
bound, but because we are intimately involved in our 
own culture we find it difficult to look at it objectively. 
It is just as important to understand the cultural con- 
text of the Viennese or American hysterias as it 1s for 
the Arctic hysterias. 


Child Rearing and Basic Personality 


A cause célébre in the relationship between psychi- 
atry and anthropology occurred in the 1920s (28), when 
Malinowski, an anthropologist studying the people of 
the Trobriand Islands, reported that male children 
there developed hatred toward their mother’s brother 
rather than toward their father (29). Some critics of 
psychoanalysis claimed that because the Oedipus 
complex was thus shown not to be universal the bed- 
rock of psychoanalytic theory had been shattered. 
Jones (30) and Roheim (31) replied that the Trobriand 
situation was simply an example of how feelings cquld 
pe defensively displaced from father to uncle. Over the 
decades, debate about the universality of the Oedipus 
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complex has lost its sting. The specific complex de- 
scribed by Freud is culturally limited. Freud’s major 
di$covery was that of the universal family ro- 
mance (32). 'The ethnocentrist might hold that the 
Viennese complex is primary and that other versions 
are ‘‘merely’’ variations on a theme. The cultural psy- 
chiatrist holds that the family romance concept is pri- 
mary and that different cultural versions are all equally 
valid. Thus, the cultural position does not denigrate 
the findings of psychoanalysis but, rather, seeks to ex- 
pand their usefulness by linking them to the cultural 
environment in which people and their symbols live. 
World War II stimulated studies attempting to ex- 
plain adult personality on the basis of child-rearing 
patterns (33). One prominent theory attributed Japa- 
nese character traits to toilet training practices (34). 
The harshness of toilet training supposedly caused a 
repressed rage that resulted in such Japanese charac- 
teristics as fanaticism, arrogance, sadomasochism, 
suspiciousness, pedantry, and an obsession with path- 
ological obscenity and anal sexuality (35). Subsequent 
studies have clearly shown the reductionistic aspects 
of these theories and their lack of substance (36). 
Whiting and Child's Child Training and Personal- 
ity (37), written in 1953, has greatly influenced cross- 


* cultural studies. These authors correlated ethnograph- 


ic data from diverse societies with antecedent-con- 
sequent factors in individual development. One of 
their findings was that excessive childhood deprivation 
could be correlated with pathological reactions and 
with relevant cultural beliefs. No such correlation 
could be found for excessive childhood gratification. 

Cultural differences in infant motor development 
have also been studied. A study of Balinese sub- 
jects (38) related methods of child handling and car- 
rying with a persistently low tonal organization. In Af- 
rica, Ganda infants demonstrate remarkable early mo- 
tor precocity that rapidly declines after age 3 to below 
Western norms (39). Although genetic factors are 
surely important in these studies, the cultural com- 
ponent cannot be dismissed lightly. 

Despite the emphasis of dynamic psychiatry on the 
importance of the childhood years for adult mental 
functioning, it is remarkable that fewer than 20 articles 
on the cultural aspects of child rearing were published 
in mental health journals before 1950. By placing our 
psychological and biological insights in a cultural con- 
text, the relationship between childhood development 
and adult personality may become less problematic. 
An understanding of the process of personality forma- 
tion would have major implications for preventive 
mental health programs. 


Cognition 


Psychiatrists are probably familiar with Ptaget’s 
studies of cognitive ontogenesis. Piaget's theories 
have been tested in diverse cultures (40). The majority 
of these studies have focused on the principle of con- 
servation and on the concrete operations period (7-11 
years of age). Although Piagetian stages of develop- 
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ment have been identified in all cultures, there is no * 


indication that all people go through all stages, that the 
ages for reaching stages conform to the Genevan 
norm, or that the order of development is in- 
variant (41). 

The development of perceptual skills in different 
cultures has also been studied. Early visual experi- 
ences appear to affect the way in which a person per- 
ceives his or her environment, e.g., subjects reared in 
an urban setting (a ‘‘carpentered world’’) tend to per- 
ceive angles and visual test illusions differently than do 
subjects reared in a different visual setting (42). Lan- 
guage, art, and crafts may act as cultural mediators 
that enhance perceptual adaptability. Several stud- 
ies (43, 44) have demonstrated that poor performance 
on perceptual tests may be reversed through instruc- 
tional programs. 

Cognitive anthropology is a relatively new theoreti- 
cal orientation that, according to Tyler (45), ‘‘focuses 
on discovering how different peoples organize and use 
their culture. . . it is an attempt to understand the or- 
ganizing principles underlying behavior” (p. 3). Much 
of the work in this field deals with kinship terminology. 
Of potential significance for psychiatry is the appli- 
cation of cognitive anthropological techniques to stud- 
ies of family and psychosocial networks. For example, 
we are beginning a project in which we will explore the 
cognitive domains of kinship. friendship, and social 
relationships among alcoholic patients and significant, 
others in their psychosocial network. Our hypothesis 
is that networks with high degrees of cognitive sharing 
in significant domains are more amenable to therapeu- 
tic intervention on behalf of a member of the network. 


Family and Social Networks 


Until quite recently, the intact, nuclear, upper- 
middle-class family has been regarded as the stereo- 
typic, normal family in the United States. Pattison (46) 
reviewed the American family sociology literature and 
noted four current major types of family structure. The 
traditional. extended family, typical of the American 
working class and of the very rich upper class, is an 
interdependent social and economic unit; each nuclear 
subfamily lives in geographic proximity and depends 
on the extended kin for major affective and instrumen- 
tal resources. The weak-dissolving family, typical of 


slum and ghetto situations, is one in which most kin 


functions have been taken over bv large-scale formal 
organizations, leaving the nuclear family with few re- 
sources and few coping abilities. The isolated nuclear 
family, typical of the upwardly mobile and geographi- 
cally mobile middle class, maintains fewer essential 
family functions but does so with stability, often at the 
expense of great effort to maintain family cohesion. 
The modified extended family structure, typical of the 
successfully adaptive middle and upper-middle class, 
consists of a coalition of nuclear families in a state of 
partial dependence. 

As we abandon our stereotypic view of family struc- 
ture, we discover differing patterns of family process. 
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We discover that the concent of family may be too lim- 


iting for maximal therapeutic intervention. A focus on 
the individual in the context of his or her psychosocial 
network is a significant aspect of cultural studies. 

The concept of social network derives from anthro- 
pology. Perhaps the best known studies are those of 
relationships in African towns (47) and Boissevain’s 
analysis of various European networks (48). The 
mathematical models of social networks developed by 
European anthropologists nave yielded results coin- 
ciding with Pattison’s clinical findings that normal 
people have meaningful social networks that include 
about 25 individuals, while the networks of neurotic 
people contain about 15 and those of psychotic people 
about 7 (46). The percent of individuals in a network 
who interact with others in the network ranges from 
30% for normal people to 60% for neurotic people to 
90% for psychotic people (46). 

The implications of these findings for psychiatry are 
enormous. In recent years some family therapists have 
begun network therapy, which includes the nuclear 
family as well as kin, friends, neighbors, and work as- 
sociates of family members. This concept dovetails 
nicely with Caplan’s concept of social support svs- 
tems (49) and heralds an important new therapeutic 
approach. The orderly expanding focus from individ- 
ual to family to social network would be expected logi- 
cally to progress to the community (50). As we gain 
knowledge about social networks and as we learn to 
use these networks therepeutically, we can expect a 
new vitality in community mental health programs. 


Sex Roles and Behavior 


Freud’s brilliant studies of sexual development and 
behavior no doubt accurately portrayed the Western 
Victorian era. His concept that anatomy is destiny, 
however, led many psychiatrists to believe that the 
Freudian position was universal and that any devia- 
tions represented either manifest or latent pathology. 
Although female psychoanalysts such as Horney and 
Thompson challenged the concept of inherent male su- 
periority, it was anthropologist Margaret Mead who 
presented the strongest evidence of the influence of 
culture on sexual roles. 

In 1935 Mead studied the sex-linked behavior of 
men and women in three tribes living in a 100-mile area 
of New Guinea (51). She observed that Arapesh men 
and women were, in Western terms, maternal as par- 
ents, feminine, and unaggressive. Sex was not a pow- 
erful driving force in this culture. Mundugamor men 
and women, in contrast, were ruthless, aggressive, 
and highly sexed—they acted like undisciplined and 
violent Western men. The third group, the Tchambuli, 
provided a further contrast with Western culture. In 
this culture women were the dominant, impersonal 
managing partners and men were less responsible and 
emotionally dependent. Thus, Mead demonstrated 
that although anatomy imposes some limitations, it is 
not ‘‘destiny.’’ She recognized two types of 
deviants—the psychologicallv inadequate and the cul- 
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tural. The latter possesses a fundamental discrepancy 
between his or her innate disposition and his or her, 
society’s standards. Mead felt that a society could 
create deviants by disregarding the totality of human 
potential and artificially connecting sex with specific 
approved behaviors, e.g., an individual who is homo- 
sexual because of innate temperament may fail to’ ad- 
just to the accepted standards of a society that accepts 
onlv heterosexuality as normal. Forty years after 
Mead pointed this out, APA voted to remove homo- 
sexuality per se from its list of mental disorders. 

Kinsey and associates' studies of sexual behavior of 
American men and women (52, 53) presented startling 
findings that challenged stereotypes about human sex- 
uality. However, a more recent study (54) indicated 
that sex-role stereotypes are prevalent in our culture 
and. moreover, that they are widely held by mental 
health professionals. A troublesome sex-role stereo- 
type is that most desirable traits described as mascu- 
line (e.g., aggressiveness, independence, and domi- 
nance) are seen as more descriptive of healthy adults. - 
Onlv a few feminine traits are applied to the descrip- 
tion of a healthy adult. Abernethy (55) pointed out that 
this negative female self-concept may account for the 
findings that girls’ school performance tends to deteri-. 
orate around high school age and that the reported ` 
prevalence of mental disorders in adult women is high- 
er than in men (a reversal from the reported childhood 
prevalence). 

Gould (56) noted that ''comparative studies of men 
and women at different periods in history and others 
conducted during the same period but in different cul- 
tures support the thesis that there are no patterns of 
behavior peculiar to one sex which cannot be observed 
in the opposite sex.’’ The implications of this idea for 
the psychiatrist include recognition of the crippling ef- 
fect of assumed sex-linked behaviors on human poten- 
tial and the need for a new understanding of the institu- 
tion of marriage in the light of changing sociocultural 
roles for men and women. 


Alcohol Use 


Most medical and behavioral studies of alcohol use 
have focused on the pathology called alcoholism and 
such consequences as traffic accidents, broken fami- 
lies, and liver disease. However, alcohol is a cultural 
artifact, and the form and meanings of drinking alco- 
holic beverages are culturally defined (57). There are 
cultures in which drunkenness and disruption of social 
life are not inevitable problems, despite a high rate of 
alcohol consumption. Descriptive studies of alcohol 
drinking in various cultures are legion. Washburn's 
Primitive Drinking (58) is a major source. Among well- 
known case studies are those on North American In- 
dians (59). There is evidence that North American In- 
dians were introduced to alcohol by Europeans, who 
also provided such models of drunken behavior as vio- 
lence, treachery, and licentiousness. . 

Intriguing examples of cultural influences on indi- 
vidual reactions to alcohol ingestion are found in Mac- 
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Andrew and Edgerton's study, Drunken Com- 
portment (60). Most texts regard alcohol.as a dis- 
inhibitor that releases one's moral brakes, frees the 
lower brain tenters from higher brain controls, and 
loosens one's curb on instinctual urges. Unguarded 
behavior then comes to the fore, and released impulses 
are forcefully expressed. However, there are cultural 
examples in which the disinhibitor theory does not 
hold true. Norbeck (61) described the Japanese fishing 
community of Takashima as characterized by a puri- 
tanical attitude toward sexuality and by the rigid sup- 
pression of aggression. During wedding feasts, gam- 
bling parties, and the ‘‘slambang drunk'' of the autumn 
festival, many inhabitants of Takashima get thoroughly 
drunk. Instead of a release of aggression and sexuality, 
however, Norbeck reported good-natured drunken- 
ness, camaraderie, laughter, jokes, songs, and dances, 
which were considered the inevitable result if not the 
objective of continued drinking. 

Horton's study of the functions of alcohol in primi- 
tive societies (62) and Bales's study of cultural dif- 
ferences in rates of alcoholism (63) are classic works. 
Bales concluded that rates of alcoholism are influ- 
enced by the degree to which a culture operates to 
bring about acute needs for adjustment in its members, 

"the sort of attitudes toward drinking that a culture pro- 
duces in its members, and the degree to which a cul- 
ture provides suitable substitute means of satisfaction. 
Horton's hvpothesis is that the primary function of al- 
coholic beverages in all societies is the reduction of 
anxiety. In 1962 Field (64) reanalyzed Horton's data 
and concluded that excessive drinking is found in so- 
cieties that lack stable, permanent, and formal corpo- 
rate kin groups to provide controls on heavy drinking. 

The concept of integrated drinking has emerged 
from cultural studies. Bacon (65) defined integrated 
drinking as ‘‘a cultural adjustment to drinking, an 
adaption and integration of the drinking of alcoholic 
beverages into the way of life of the group.” Societies 
with high rates of integrated drinking usually have high 
rates of alcohol consumption as well as widespread 
participation in and generalized approval of drinking. 
Thus, a high rate of consumption may be intimately 
linked with positive group social values and need not 
be socially threatening. Integrated drinking is not a 
predictor of drunkenness. Societies showing infre- 
quent drunkenness typically indulge children's de- 
pendency needs, use relatively severe toilet training 
practices, use more permissive than punitive methods 
of socialization, exert relatively little socialization 
pressure toward achievement and independence, tol- 
erate adult dependent behavior, engage in communal 
eating, and relate folktales that tend to describe the 
world as essentially kind and friendly. When male and 
female roles are strongly differentiated, sex dif- 
ferences in drinking are more apt to be present. 

The marked association in cross-cultural studies of 
low consumption of alcohol and infrequent drunk- 
enness with the critical acceptance of adult dependent 
behavior is a finding of interest in connection with the 
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success of AA (65). Although one must be careful not 


to ‘‘overculturalize’’ the understanding of alcohol 
drinking because a low incidence of problems with al- 
cohol in a culture may be related fo physiological 
metabolic variables (66), neither should one minimize 
the cultural context in which drinking occurs. Cer- 
tainly there is a need for clinical cultural studies. re- 
lated to alcohol (67) because these may provide an ef- 
ficacious perspective for the development of programs 
to treat and to prevent the abnormal, addictive, path- 
ologically compulsive intake of alcohol"' (67). Of spe- 
cial interest in this context is Jilek's psychiatric-an- 
thropological study (68). He described the apparently 
successful alcoholism treatment ‘‘program’’ devel- 
oped by the Coast Salish Indians, which involved the 
transformation of a religious ceremony into a thera- 
peutic process. 


Communication 


Psychiatry, more than any other branch of medi- 
cine, depends on communication for both diagnosis 
and therapy. A method of microanalysis of therapeutic 
conversation has recently been developed by Labov 
and Fanshell (69). The psychiatrist must be attentive 
not only to what a patient says and does but also to the 
cultural context of the patient's communication (70- 
72). The literature on communication is awesome in 
complexity and magnitude, encompassing such di- 


verse areas as architecture, semantics, dance, art,. 


anthropology. sociology, ethology, philosophy, cyber- 
netics, urban studies, advertising, mass media, kinesics, 
proxemics, speech pathology, psycholinguistics, orga- 
nization theory, psychology, and psychopathology. 

Early scholars modeled the study of all languages on 
the Indo-European. Then, confronted by markedly dif- 
ferent Eskimo and American Indian languages, anthro- 
pologists pointed out the uniqueness of languages. 
Whorf (73) proposed the theory that language forms as 
well as expresses thought. We are captives of our lan- 
guage structure as reflected in the ways in which, we 
conceptualize such areas as science and art. Sapir (74) 
noted that ‘‘the ‘real world’ is to a large extent uncon- 
sciously built up on the language habits of the group. 
No two languages are ever sufficiently similar to be 
considered as representing the same social reality.” An 
impressive literature exists on the role of lexicon as a 
determinant of behavior and cultural patterns (75> and, 
more specifically, on the semantic ramifications of 
diagnosing disease (76). 

The United States is a nation of immigrants from 
many cultures with differing world views, yet, as 
Scheflen (77) noted, *'In America, where there is a 
common language, these emic differences are often 
overlooked and are therefore all the more trouble- 
some. Because people speak English, they think they 
understand each other' (p. 94). Significant recent 
studies include those on intelligibility and interethnic 
attitudes (78), the development of antilanguages that 
serve to create and maintain subcultural social struc- 
tures (79), black English (80), difficulties in verbal-so- 
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cial interactions created by differences betwéen lay 


and technical languages £81), and psychotherapy with 
bilingual patients (82). 

The Semantic Differential (83) is an instrument for 
determining the meanings of verbal concepts, e.g., 
ethnic variations in the meaning of shame (84). Pa- 
tienfs rate concepts on a series of bipolar scales. 
Through statistical analysis the concepts can then be 
placed in a three-dimensional meaning space. The Se- 
mantic Differential might prove itself clinically rele- 
vant as a means of assessing therapeutic progress (85) 
as well as a clinical reseerch tool (86). 

Gregory Bateson has had a major impact on psychi- 
atry because of his communication studies. In Nav- 
en (87) he developed the concept of schismogenesis— 
the process of differentiation in the norms of individual 
behavior resulting from cumulative interaction be- 
tween individuals. Ruesch and Bateson (88) described 
communication as the social matrix of psychiatry. In 
1956, Bateson and associates (89) formulated the 
double-bind theory of schizophrenia, relating dis- 
turbed communication to the development of mental 
disorder. | 

Psychiatry has focused traditionally on verbal rather 
than nonverbal communication. It was not until 1952, 
when Birdwhistell published Introduction to Kine- 
sics (90), that psychiatrists began to appreciate more 
fully other modes of communication. Spiegel and 

.Machotka's volume (91) integrated behavioral and es- 
thetic concepts to provide a cognitive theory of body 
messages. They described research strategies in the 
study of nonverbal communication, noting that most 
sociologists follow the principle of somatic exclusion, 
i.e., “the dispensability cf the body as an object for 
study in sociology has been repeatedly affirmed'' (p. 
81). Sociologists have developed models in which the 
communicative act is considered a struggle to achieve 
social order, e.g., Duncan's axioms on how symbols 
create and sustain social order (92). In general, the so- 
ciological literature on communication is relevant to 
social psychiatry and to the concept of the competent 
community. 

Edward Hall (93, 94), whose work derives from cul- 
tural, ethological. physiological, and psychiatric stud- 
ies, has written a series of books on culture as commu- 
nication. He coined the term **proxemics''—the inter- 
related observations and theories of man's use of 
space as a specialized elaboration of culture. He listed 
eight dimensions of the determination of proxemic be- 
havior: postural-sex indentifiers; sociofugal-sociopetal 
orientations; kinesthetic factors; touch, thermal, and 
olfaction codes; retinal combinations; and voice-loud- 
ness scales. Proxemic analysis is pertinent for under- 
standing not only general cultural behavior patterns 
but also dyadic and group interactions. 

. The concept of communication is perhaps the most 
significant common meeting ground of art and science. 
The cultural aspects of communication are especially 
relevant to psychiatrists because they are primary de- 
terminants of our codification of reality, our ability to 
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relate meaningfully to others, and our attempts to con- 
struct and. preserve social order both figuratively and 
literally (77). DS 


Therapy 


Although the term *'shaman'"' refers specifically to a 
type of Siberian healer, it has a more generic con- 
notation referring to a role complex undertaken by in- 
digenous healers who use ''magical," nonscientific 
modes of treatment. Every cultural group has its sha- 
mans, such as Haitian hungans, Navaho hand- 
tremblers, West Indian obeah men, and Western faith 
healers. It is not surprising that some shamanistic 
practices are similar to scientific therapy, e.g., the use 
of psychopharmacological agents, psychodrama, ca- 
tharsis abreaction, environmental manipulation, sug- 
gestion, occupational and recreational therapy, and di- 
rect ego support (95). Some shamanistic procedures, 
such as exorcism, bandaging, and magical tricks like 
sucking out evil spirits, may prove effective if the pa- 
tient and others in the culture have faith in the sha- 
man's abilities. Frequently shamans are able to mobi- 
lize family, social network, and community support 
for the patient. Murphy (96) noted that the effective 
shaman calls on an entire system of beliefs that are 


widely held and emotionally accepted by a cultural’ 


group, dramatically performs the curing ceremony in a 
group context, awes the group by his or her extraordi- 
nary powers, may act as an agent of a spirit, and ac- 
tively involves the patient in the treatment by pre- 
scribing specific activities. She further noted, 


While shamanism appears to have remarkable strength 
to accomplish its limited aims, it is weak in encouraging 
independence and producing insight. The effectiveness of 
shamanism in removing symptoms and giving release from 
anxiety rests upon the shaman's ability to demonstrate 
that he can repeatedly be depended upon for these ends. 


Although there are some similarities between the 
shamanistic complex and psychiatric modes of thera- 
oy, there are also marked differences (97). Despite 
demonstrated placebo effects in treatment, psychia- 
zists are not true shamans in modern garb, and it is 
doubtful that psychiatrists can use shamanistic magi- 
cal procedures effectively. A solid literature exists on 
the magical ideas about mental illness and its treat- 
ment that are espoused in varying degrees by cultural 
groups in Western society. Examples include espiri- 
tismo (Puerto Rican immigrants), curanderismo (Mex- 
ican-Americans), and root-work (black Americans). 
Patients often conceal their beliefs. Therefore, a psy- 
chiatrist must ask direct questions to obtain this infor- 
mation. For some patients whose belief systems con- 
tain magical concepts the psychiatrist may collaborate 
with or integrate some of the practices of the native 
healer in providing treatment (98—100). 

In 1959 Spiegel reported on his studies of working- 
class Irish-American, Italian-American, and Yankee 
families (101). In 1976 he reported on the enormous 
changes in his understanding of ethnic groups (102), 
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noting that although the literature on economic and so- 
cial class factors involved in psychiatric treatment is 
voluminous, there are few studies on ethnic factors. 
He pointed out the assumption of invariance in the 
‘‘culture of poverty” and ‘‘mental health of the poor”’ 

conceptualizations: 


Working-class families are assumed to have the same 
values and perspectives in life. . . . In my opinion, this 
view is clearly unrealistic. It fails to take into account the 
tremendous range of variability in values, roles, and cul- 
tural perspectives associated with ethnic background. It 
neglects the degree to which ethnic families may get 
caught in conflicting values as they undergo social mobil- 
ity and social change. . When ethnicity is combined 
with social class varato. the therapist must be some- 
thing of an anthropologist. . . . He should familiarize him- 
self with the childrearing customs and family relation- 
ships of the relevant ethnic group. . . .. And he should be 
able to perceive the degree to which the patient's behavior 
may be bizarre, deviant or conforming—not just to Ameri- 
can middle-class standards—but primarily to the values of 
his socia: class, ethnic group, and geographical set- 
ting. (102) 


In regard to transference and countertransference, 
'Spiegel (102) advocated an approach in accordance 
with the values of the patient's major group affilia- 
tions. The construction of a therapeutic alliance must 
take into consideration the therapist's age, sex, color, 
name, accent, costume, ethnic background, and de- 
gree of ethnocentrism. The therapist must be prepared 
to give guidance and advice if the patient comes from a 
cultural background that emphasizes obedience to au- 
thority. A pessimistic attitude toward some groups of 
patients might be the result of a rigid or stereotyped 
approach of the therapist, an approach that fails to rec- 
ognize differing cultura] values. The Anglo patient who 
is five minutes late for therapy might be demonstrating 
resistance; the Mexican-American who is only five 
minutes late might be demonstrating a positive attitude 
toward therapy. 

Some of the best examples of the importance of a 
cultural perspective come from mental health consul- 
tation. Successful consultation with subcultural 
groups and agencies in Western countries and with 
groups and agencies in foreign countries demands an 
understanding of cultural, political, social, geographic, 
and economic parameters (103). The consultant must 
be aware of ethnocentric staff attitudes that may inter- 
fere with effective agency functioning (104, 105). 


APPROACHES TO THE STUDY OF CULTURE 


The psychiatrist interested in interpreting cultural 
data or in doing research should be familiar with spe- 
cialized concepts and techniques that have been devel- 
oped to facilitate the study of culture and cultural 
prócesses. The culture-and-personality or psychologi- 
cal anthropology movement originated in the United 
States at tbe turn of the century. Franz Boas, Margaret 
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Mead, and Ruth Benedict are the most famous of the 


early figures in its development. Wallace’s volume on 
the topic (106), which emphasizes culture and cogni- 
tion, the cultural distribution of personality character- 
istics, the psychology of culture change, and culture 
and mental illness, presents a more contemporary ép- 
proach to the field. The most recent overview is that of 
Williams (107). 

Honigmann (108) outlined the following general for- 
mula of culture and personality research: antecedent 
general social and cultural conditions (such as mainte- 
nance systems of culture, economy, and technology! 
and antecedent noncultural features of human nature 
(such as basic physiological and psychological needs, 


" prolonged human infancy, and sexual and aggressive 


instincts) lead to socially patterned childbearing expe- 
riences (such as socialization or enculturation, prima- 
ry institutions, disciplines), which lead to socially pat- 
terned later-life experiences (such as adult socializa- 
tion, role learning. and critical experiences), which lead 
to personality (socially patterned features of overt and 
covert behavior evident in individuals or groups), whicn 
leads to culture and society (patterns of culture, sozial 
roles, secondary institutions, and ethos), which lead to 
social and cultural conditions may rein- 
force or validate personality contents and may func- 
tion to maintain existing socialization procedures). 

A great deal of anthropological research deals with 
the relationship between personality and culture and 
society. In some studies culture is seen as instrumental 
in facilitating individual adjustment; in others individ- 
ual personalitv is seen as instrumental in maintaining 
culture. Anthropological research in these areas has 
focused mainly on eufunction rather than dysfunction, 
and explanations are often teleological, t.e., events are 
explained by subsequent rather than antecedent phe- 
nomena (108). A great challenge for cultural psychia- 
try is the development of research in culture and per- 
sonality that focuses specifically on the etiology of 
mental disorder. Other special approaches of signifi- 
cance to psychiatry include ethnography, emic and 
etic approaches, the cross-cultural approach, and tne 
study of subjective culture. 


Ethnography 


Ethnography, a technique of documentation of ob- 
served phenomena, employs an accounting method 
that seeks to describe cultural forms inductively 
through the examination of a series of cases. Among 
the tools used by ethnographers are participant ob- 
servation, interviews with key informants, collection 
of life histories, structured interviews, questionnaires, 
projective tests, measures of perception, sorting tasks, 
written records, recorded folk tales and myths. and 
linguistic analysis. The emphasis of early ethnograpnic 
research on description led to criticism of the ap- 
proach. Proponents of the personal ethnographic ap- 
proach point to the current shift of emphasis from de- 
scription to explanation (109). 

‘The ethnographic approach has a natural appeal to 
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psychiatrists. The use of life charts or lengthy psycho- 


analysis are both attempts to understand an individ- 
ual's current situation in a historical context. Few psy- 
chiatrists have Undertaken a full ethnographic study of 
a patient. Perhaps the first step would be for a cou- 
rageous psychiatrist to study the development of a 
mental illness within the context of his or her own fam- 
ily. There would be major technical problems with 
such an undertaking, but these could be overcome, 
possibly through collaborative work in reporting and 
interpreting the data. Detailed case reports and books 
that describe a psychiatrist's observations of a patient 
(usually in an institutior) are, in a sense, partial eth- 
nographies. Ethnographies of noninstitutionalized pa- 
tients might provide important information about cul- 
tural influences on the etiology and course of mental 
illness. The anthropologizal literature already contains 
many ethnological studies of medicine and disease in 
general (110, 111). 


Emic and Etic Approaches 


Following the distinction in linguistic studies be- 
tween phonemics (a system of describing sound in a 
culture) and phonetics (a system of describing sounds 
in all cultures), Pike (112) proposed that cultural phe- 
nomena can be studied by emic and etic approaches. 
The emic approach studies behavior from within the 
cultural system in order to discover the structure rele- 
vant to the informant, i.e., the informant's principles 
of classification and conceptualization. An etic ap- 
proach studies behavior from outside the cultural sys- 
tem; the structure is created by the analyst, whose cri- 
teria are considered absolute or universal. An emic ap- 
proach demands that the researcher abandon 
stereotypes and preconceived notions and that he or 
she understand the ‘‘true inwardness’’ of a person's 
beliefs and practices. Among the widely used tech- 
niques for an emic approach are componential analy- 
sis, kinesics, generative semantics, semantic informa- 
tion processing, and sociolinguistics. The emic/etic 
distinction focuses our attention on the ways in which 
subjects or patients may misinterpret the researcher's 
or therapist's behavior and vice versa. A major criti- 
cism of the emic approach, however, is the difficulty in 
comparing behaviors across cultures when these be- 
haviors are described in terms uniquely meaningful to 
members of a particular culture. One method of bal- 
ancing the two approaches is the embedded emic ap- 
proach, in which the informant provides the basic 
structure and criteria of cztegory formation from 
which the researcher draws his or her analytic 
data (113). This was described by Berry (114) as the 
imposed-derived etic approach; it has also been dis- 
cussed by Goodenough (115). 


Gross-Cultural and Holocultural Studies 


Brislin and associates (41) defined the cross-cultural 
approach as applied to psychology as ‘‘the empirical 
study df members of various culture groups who haye 
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had different experiences that lead to predictable and 
significant differences in behavior. In the majority of 
such studies, the groups under study speak different 
languages and are governed by different political 
units" (p. 29). Those authors compiled a list of in- 
struments that have been used widely in cross-cultural 
studies: the cognitive-intellectual tests, including Wit- 
kin's Cognitive Style Test, Kohs Blocks, and the Por- 
teus Maze; and the personality-inventorv tests, includ- 
ing the MMPI, Locus of Control Scale, the California 
Personality Inventory, and the Semantic Differential. 
Projective instruments are difficult to evaluate and are 


-conspicuously missing from this list, despite their 


widespread use in cross-cultural studies. Brislin and 
associates noted that evaluation of cross-cultural data 
inveriably profits from advanced statistical tech- 
niques, especially when more than two cultures are 
studied. 

Campbell (116) cautioned researchers to consider 
plausible rival hypotheses that would explain cross- 
cultural research results. In each culture studied the 
researcher must consider such questions about meth- 
odology as, How accustomed are the subjects to tak- 
ing paper and pencil tests? How accustomed are they 


to responding to lengthy questions? How representa- 


tive are the subjects (e.g., were only the most coopera- 
tive subjects chosen)? Do the questions have the same 
meanings for subjects in different cultures? Does a 
subject’s culture influence his or her test or interview 
behavior? 

A great many cross-cultural studies are not particu- 
larly valid from a scientific point of view. All too fre- 
quently what passes as a cross-cultural study is an im- 
pressionistic travelogue in which the author briefly ob- 
serves or tests some subjects in an exotic locale and 
then comments on differences from mainstream Amer- 
ican or European findings. Some studies are the result 
of ‘‘happenstance’’—the researcher happens to be ina 
foreign cultural setting and decides to do a rapid study. 
This opportunistic approach is often not as productive 
as possible because the researcher has not chosen his 
or her methodology or testing instruments with enough 
forethought. 

An expanded cross-cultural approach is the holocul- 
tural, which attempts worldwide correlational studies 
5f all known cultures (117). The holocultural approach 
in great part arose from Murdock's development of the 
Human Relations Area Files (HRAF) at Yale Univer- 


sity. Materials in the HRAF and in associated pub- . 


‘ications, such as the Outline of World Cultures (118), 
Outline of Cultural Materials (119), and the Ethno- 
graphic Atlas (120) comprise the world's largest cate- 
gorized compilation of cultural data. Murdock's book 
Socia! Structure (121) has led to many studies, almost 
all of which strive to include four key principles of 
Murdock's work: 1) a representative sample of all the 
world's primitive cultures, 2) a test of a prestated hy- 
pothesis by means of statistical correlations, 3) a sig- 
nificance test to deal with the ‘‘freak sample” or null 
hypothesis, and 4) an objective, formal, and detailed 
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ing (117). 


set of concept definitions leading to objective cod- 


he cross-cultural survey method has had its share 
of critics (122). One major problem, especially per- 
tinent to psychiatry, is that most existing societies 
have not been adequately investigated in regard to key 
concepts. Naroll (117) estimated that 4,000 to 5,000 
human societies have existed in the past century but 
that only 100 to 150, depending on the topic of investi- 
gation, have been described sufficiently for inclusion 
in holocultural research. 


Subjective Culture 


Triandis' concept of subjective culture (123) focuses 
on variables that are attributes of the cognitive struc- 
tures of groups of people and refers to a cultural 
group's characteristic way of perceiving its social en- 
vironment. Subjective culture is similar to such con- 
cepts as cognitive maps, life space, world view, behav- 
ioral environment, and mazeways. 

The strategy of subjective culture studies is to place 


„~ \ people who belong to specific cultural or biological 
: groups in similar situations, present them with various 


stimuli, and observe their responses. Campbell (124) 
, cited 80 concepts that can be inferred from con- 
" sistencies in situations and responses. The most useful 
of these concepts for the study of subjective culture 
are associations, attitudes, beliefs, concepts (cate- 
gorization), evaluations, expectations, memories, 
opinions, percepts, role perceptions, stereotypes, and 
values. 

The literature on each of these concepts is vast; 
there are over 3,000 references on the topic of values 
alone. Opler (125) viewed values as central themes 
and dynamic forces that cultural groups use in concep- 
tualizing the world. The most widely quoted study of 
values is that of Kluckhohn and Strodtbeck (126). 
They proposed five basic value orientations: 1) innate 
human nature, 2) man's relationship to nature, 3) time 
focus, 4) the modality of human activities, such as 
striving and goals, and 5) the modality of man's rela- 
tionship to others. Kluckhohn and Strodtbeck's in- 
strument limits choices and can distinguish 2,688 pat- 
terns of ranking that can be used to differentiate one 
culture from another. Mazer's psychiatric study of the 
population on Martha's Vineyard (127) illustrated how 
knowledge of a subculture's values can influence the 
selection of mental health services that would be best 
accepted by a population as well as the best methodol- 
ogy for establishing these services. ' 


CONCLUSIONS 


In this paper we have reviewed prominent concepts 
and findings from the field of cultural anthropology in 
the hope of emphasizing the wealth of relevant infor- 
mation and methodologies available for understanding 
and dealing with a wide range of problems in mental 
illness. Culture is a holistic concept whose utility goes 
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far beyond the study of exotic tribes in distant locales. ' 


Cultural anthropology is pertinent to the study of in- 
dustrial society in general and the subcultures of mod- 
ern society in particular. We believe that cultural psy- 
chiatry is a concept that has finally arrived and one 
that will share a central position in the mainstream of 
psychiatry. . 

Cultural psychiatry promises no millennium, no 
bold new approach. Rather, we see the inclusion of the 
cultural dimension as an essential integrative com- 
ponent of scientific psychiatry (128). As an application 
of knowledge from many disciplines, cultural psyzhia- 
try has much in common with psychological anthro- 
pology, comparative sociology, and cross-cultural 
psychology, but its ultimate raison d'étre is medical— 
to further our understanding of mental health and to 
make more effective our efforts to promote health, to 
alleviate suffering, and to prevent, diagnose, and treat 
illness. 
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` A New Method of Classification for Psychophysiologic Disorders 


BY JOHN G. LOONEY, M.D., MARTIN R. LIPP, M.D., AND ROBERT L. SPITZER, M.D. 


The authors suggest tha! there are a number of 
shortcomings in DSM-II’s classification system for 
psychophysiologic disorders, which lists this group of 
disorders as a distinct group of diseases different from 
other organic diseases. They propose a new, 
multiaxial method of classification in which the 
clinician could indicate the role of psychological 
factors in the initiation, exacerbation, or maintenance 
of any physical disorder. This method would make it 
possible for the first time in psychiatric nomenclature 
to indicate a clinical judgment of the importance of 
psychological factors in all physical disorders rather 
than focusing on a small group of illnesses 
traditionally regarded as psychosomatic or 
psychophysiologic. 


Tuis PAPER presents a fresh approach to the clinical 
labeling of what traditionally have been called psycho- 
physiologic or psychosomatic disorders. Although the 
ideas presented here evolved from the work of the Ad- 
visory Committee on Psychophysiologic Disorders of 
the American Psychiatric Ássociation Task Force on 
Nomenclature and Statistics, much of the perspective 
borrows heavilv from the work of Dunbar (1), Alexan- 
der and French (2, 3), Kimball (4), and others. 

Our psychiatric nomenclature serves many func- 
tióhs. It provides a medium of communication among 
clinicians. It also provices a matrix for teaching con- 
cepts of disease etiology. The language of the nomen- 
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clature not only reflects current thinking but also tends 
to mold future ideas and approaches. Increasingly, 
too, the nomenclature shapes patterns of research by 
determining the diagnoses under which data will be ac- 
cumulated. Financial, administrative, and even politi- 
cal policies may use the language—or reflect the think- 
ing—that we adopt in our official diagnostic and statis- 
tical classifications. 

The words we use to describe the emotional and be- 
havioral factors involved in organic diseases are ex- 
tremely important. Clinical experience and scientific 
reports document the fact that psychological factors 
play a role in initiating, exacerbating, or perpetuating 
an enormous number of physical complaints (5;, 
6, p. 1120). In two major epidemiological surveys, 
5995-6996 of the subjects complained of symptoms 
with both physical and psychological com- 
ponents (7, 8). 


HISTORICAL TRENDS 


The current psychiatric nomenclature (9) lists psy- 
chophysiologic disorders as a distinct group of dis- 
eases, qualitatively different from all other organic ill- 
nesses. The philosophical and experimental under- 
pinnings of this distinction are usually attributed to 
Dunbar (1) and to Alexander and French (2, 3). Dun- 
bar described eight illness states in which psycho- 
somatic relationships were prominent, and Alexander 
had a similar pantheon of a “‘holy seven” diseases. 
However, neither intended to limit the concept of psy- 
chophysiologic interaction to the small groups of dis- 
eases that were the major focus of their research. 

Alexander stated emphatically, . 


The term ‘‘psychosomatic”’ has been subjected to much 
criticism, chiefly because it seems to imply a dichotomy 
between mind and body. This dichotomy is precisely what 
the psychosomatic point of view tries to avoid. . . . The 
term ‘‘psychosomatic”’’ should be used only to indicate a 
method of approach . . . namely the simultaneous and co- 
ordinated use of somatic . . . and psychological methods 
and concepts. . . . Multicausality and the varying distribu- 
tion of psychological and non-psychological factors from 
case to case invalidate the concept of ‘‘psychosomatic dis- 
ease” as a specific diagnostic group. Theoretically every 
disease is psychosomatic, since emotional factors uiflu- 
ence all body processes through nervous and humoral 
pathways. (2, pp. 49, 50, 52) g 
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In a recent overview of psychosomatic medicine, 
Lipowski (10) noted that this field of endeavor is rapid- 
ly expanding. The emphasis on a general approach to 
all illnesses, father than on a discrete set of illnesses, is 
the prevalent view of physicians interested in psycho- 
somatic medicine (4). Unfortunately, the psychiatric 
nomenclature currently reflects precisely the opposite. 
A small number of diseases are singled out as uniquely 
**psychophysiologic disorders.” 


PSYCHOPHYSIOLOGIC DISORDERS IN DSM-IlI 
At present, psychophysiologic disorders are 


characterized by physical symptoms that are caused by 
emotional factors and involve a single organ system, usu- 
ally under autonomic nervous system innervation. The 
physiological changes involved are those that normally 
accompany certain emotional states, but in these dis- 
orders the changes are more intense and sustained. The 
individual may not be consciously aware of his emotional 
state. If there is an additional psychiatric disorder, it 
should be diagnosed separately, whether or not it 1s pre- 
sumed to contribute to the physical disorder. (9, p. 46) 


DSM-II requires that the affected organ system be 
specified, as for example, ''psychophvsiologic skin 
disorder.”’ 

In our experience, DSM-II’s classification system 
for psychophysiologic disorders has some significant 
practical and theoretical shortcomings. 

1. The classification system is not commonly used. 
In one large multihospital health care delivery system, 
500,505 different medical, surgical, and psychiatric 
diagnoses were given to hospitalized patients during a 
recent three-year period (unpublished 1975 data, Nav- 
al Health Research Center, San Diego).! Yet the diag- 
nosis of psvchophysiologic disorder was used on only 
879 occasions. Previous survey studies and clinical 
symptom analysis studies have demonstrated that as 
many as 5026 of patients have illnesses with mixed or- 
ganic and emotional components (5-8, 11). Yet psy- 
chiatry's present system for classifying illnesses with 
both organic and emotional components was used to 
diagnose less than 0.2% of the patients in this large 
health care delivery system. Furthermore, in this same 
system psychophysiologic disorders accounted for on- 
ly 4% of all psychiatric diagnoses. 

2. The choice between a psychophysiologic diagno- 
sis and an “‘organic’’ diagnosis tends to be idiosyncrat- 
ic. For example, one patient might be given a diagnosis 
of psychophysiologic gastrointestinal reaction while 
another patient might be given the diagnosis of gastri- 


"The patient population of four Naval Regional Medical Centers, 
located within the continental United States, was used as the basis 
far this study, which was conducted during the period 1966-1969. 
Patients included active duty personnel, retired personnel, and de- 
pendent families, and they therefore are demographically similar to 
those patients treated in civilian hospitals. 
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tis when, in fact, both patients have the same patho- 


physiological entity. Current retrospective record re- 
view research reveals that the most. common reason 
for a patient being given a diagndsis of psycho- 
physiologic disorder, instead of some other appropri 
ate alternative, is that the patient is diagnosed by a 
psychiatrist (unpublished 1976 data, Naval Health Re- 
search Center, San Diego). An internist evaluating the 
same patient would probably use a diagnosis from th2 
International Classification of Diseases, 8th revisio3 
(ICDA-8) (12). We assume that the two specialists 
have somewhat different perspectives on the etiology 
of certain conditions. However, their difficulty in cor- 
municating is potentiated by their use of differert 
“rule books” for diagnosing illness. Practitioners of 
medicine who are not psychiatrists do not usually use 
DSM-II, and conversely, psychiatrists uncommonly 
diagnose a disease entity not contained in it. 

3. The current system decreases collaboration be- 
tween specialists. If an internist is treating a patient 
who has an illness with a marked element of psychoge- 
nicity as one of the etiological factors, he or she mey 
refer the patient to a psychiatrist for evaluation. The 
psychiatrist may then apply a label of psycho- 
physiologic disorder to the patient’s problem. But 
what purpose is served? Communication between the 
two practitioners has not been enhanced. More than 
likely, the internist, not fully understanding the mean- 


ing of the label of psychophysiologic disorder, may, 


mentally pigeonhole the patient as a ‘‘crock’’ and ma- 
neuver responsibility for his or her care to the psychi- 
atric consultant. The psychiatrist, on the other hand, 
is often not prepared to manage the patient's d:s- 
ordered physiology. As a consequence, effective col- 
laboration is not achieved, and the patient is done a 
disservice. 

4. The present system perpetuates simplistic, uni- 
causational ideas about disease etiology. If a diagnosis 
of psychophysiologic disorder is used to describe a 
given patient's condition, the idea of causation hy a 
single problem of the psyche is concretized, and there 
is a risk of searching for a single psychological deficit. 
Such pursuit fails to take into account that many so- 
cial, interpersonal, and intrapsychic factors may be af- 
fecting the patient. Complicating the problem further 
may be the lack of consideration of the patient's organ- 
ic vulnerability. The term “‘psychophysiologic gast-o- 
intestinal disorder," if describing a colonic hyper- 
motility syndrome, fails to convey that there may be 
increased neuronal innervation of the bowel. Con- 
versely, the use of JCDA-8’s "organic" diagnostic de- 
scription for a condition with some psychological de- 
terminants—an entity such as ‘‘mucous colitis," for 
example—fails to convey adequately the impor:ance 
of the psychological determinants in the causation. 
Neither coding system is really useful for describing 
the multitude of factors of etiological importance. ` 

5. A diagnosis of psychophysiologic disorder often 
is used when all previous treatment attempts have 
failed. A patient treated for an organic condition may 
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fail to respond to treatment within the time span usual 


for other patients with a similar condition. This atypi- 
cal patient may then be given a diagnosis of psycho- 
physiologic disorder in recognition of the fact that psy- 
chological factors may be. prolonging the condition. 
Unfortunately, recognition of that fact may come so 
late that the condition has become chronic and rela- 
tively intractable. 

6. The present system is also deficient in that it re- 
fers only to causation. There is no way to describe 
how psychological factors might either prolong or ex- 
acerbate a physical problem that had already been 


—. brought into existence. 


7. Operational criteria for use of the present Em 
are not clear. As outlined previcusly, the indications 
for using a diagnosis of psychophysiologic disorder, 
rather than a similar but more ‘‘organic’’ diagnosis— 
and vice versa—are unstated. One presumed dis- 
tinction often made by clinicians is that the diagnosis 
of a psychophysiologic disorder is not to be used if or- 
gan damage or anatomical change has occurred. If this 
distinction is used, however, the psychophysiologic 
disorders end up being some sort of psychosomatic 
"transient situational disturbance,” 
seriously limits diagnostic usefulness. Actually, it is 
hard to imagine how these disorders can fail to pro- 
duce some anatomical change, even if only minor 
ones. When, for instance, does an upper gastrointesti- 
nal syndrome characterized by spasm and increased 
secretions, and precipitated by emotional stress, stop 
being a psychophysiologic reaction? Does a more “‘or- 
ganic” diagnosis become appropriate only when an ul- 
cer crater is demonstrated? Certainly some minor mu- 


cosal changes could be demonstrated from the onset of — 


the disorder. In any case, DSM-II actually makes no 
specific reference to the issue of anatomical change. A 
second problem with regard to operational criteria is 
related to the fact that psychophysiologic disorders are 
stated to be afflictions of organ systems “‘usually under 
autonomic nervous system innervation’? (DSM-II). 
Yet in a record review study of the outcome of a large 
sample of subjects with psychophysiologic disorders 
done by one of us (J.G.L.), musculoskeletal reactions 
were the second most common of the entities diag- 
nosed by clinicians (13). Biofeedback experimentation 
also makes the logic of the autonomic/voluntary dis- 
tinction less compelling than it had been previously. 
8. The present DSM- classification of psycho- 


physiologic disorders is inadequate for meaningful rec- ` 


ord review research. It is impossible to determine from 
a diagnosis alone just what type of disorder a given 
patient had. The present system specifies only that the 
afflicted organ system be identified. A psycho- 
physiologic respiratory reaction, for example, could 
presumably encompass a variety of disorders, includ- 


- ing recurrent dyspnea, asthma, or hyperventilation. 
' These and other problems suggest that- it ts time to _ 


éxplore other options for categorizing those disease 
states in which psychological factors play a role in ini- 
tiation; exacerbation, or maintenance. 


AAs 


. axis to indicate his or her judgment that psychological 


and this practice - 


. with later editions of the ICDA. 
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A PROPOSAL FOR A NEW METHOD OF 
CLASSIFICATION D. 

We propose a new method of classifying diseases in 
which psychological factors play a role. This method is 
part of a multiaxial approach to psychiatric diagnosis 
in which each patient is coded on five separate axes. 
Axis | is for the clinical psychiatric syndromes. Axis 
2, in adults, is for personality disorder. Axis 3 is for 
physical conditions, that is, medical disorders not in- 
cluded in the mental disorders section of ICDA-8 (12). 
Axis 4 is for coding psychosocial stresses associated 
with the development of the present episode of illness. 
Axis 5 is for the highest level of social functioning dur- 
ing the past year. Axes 1 and 3 comprise the focus of 
the proposed new method (see appendix 1). 


Instead of there being a category of psychiatric dis- 


34 


orders called ‘‘psychophysiologic disorders," there 
would be a category, not a diagnosis, titled ‘‘Psycho- 
logical Factors Affecting Physical Condition." The 
psychiatrist (or other clinician) would code on the first 


factors were significant in the initiation, exacerbation, 
or maintenance of a physical disorder. The physical 
disorder would be noted 1n axis 3; it would be chosen 
from the extensive classification system of ICDA-8. 

The disorder noted in axis 3 could be any of the tra- 
ditional psychosomatic disorders, any disorder that 
would have been diagnosed as a psychophysiologic 
disorder in DSM-II, or any other physical condition in 
which a judgment has been made that psychological 
factors were of importance in that particular case in 
the initiation, exacerbation, or maintenance of the dis- 
order. 

The DSM-III code number for the category ‘‘Psy- 
chological Factors Affecting Physical Condition” 
would be 316.x. The first three digits correspond to the 
forthcoming ICDA-9 category that is equivalent to the 
DSM-II concept of psychophysiologic disorder. The x 
in the fourth digit of the DSM-III category indicates 
the clinician's judgment that a psychological com- 
ponent contributing to the physical disorder is either 
**probable,"' ‘‘definite,’’ or **of an unknown or unspe- 
cified degree" and would be indicated by the numbers 
1, 2, or 9, respectively. 

It can be seen that any disease, injury, symptom, or 
ill-defined condition contained within the JCDA can be 
described with regard to associated psychological fac- 
tors. It is also clear that this approach could be used 


The use of the above described classification 
scheme necessarily involves the development of clini- 
cal acumen in deciding when psychological factors af- 
fect organic processes. We accept the tradition of re- 
ferring to certain factors as “‘psychological,”’ although 
it is by no means easy to define what this phrase 
means. A limited but useful definition in this context is 
the meaning given to environmental stimuli by the-in- 
dividual. Common examples of such stimuli are the 
sights and sounds arising in interpersonal transactions, 
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such as arguments and information that a loved one 
has died. The individual may not be aware of the 
meaning that he or she has given to such environmen- 
tal stimuli or'of the relationship between these stimuli 
and the initiation or exacerbation of the physical dis- 
order. 

The judgment that psychological factors are af- 
fecting the physical disorder requires evidence of a 
temporal relationship between the environmental stim- 
ulus, the meaning given to it, and the initiation or ex- 
acerbation of the physical disorder. Obviously, more 
certainty can be given to this judgment when there are 
repeated instances of a temporal relationship. | 

In using this category the clinician would pay prima- 
ry attention to such important clinical clues: 

1. The appearance of the organic condition is pre- 
ceded by the expression of intense affect, such as an- 
ger, anxiety, sadness, helplessness, hopelessness, etc. 

2. The organic condition is felt to be related tempo- 
rally to a significantly stressful life situation, e.g., 
loss, interpersonal defeat, or occupational/educational 
dissatisfaction. The patient feels his social and inter- 
personal environment is highly unsatisfactory. 

3. The organic condition appears following the ac- 
cumulation of an excessive number of life changes. 

These criteria are most helpful in determining when 
an organic condition has been exacerbated by psycho- 
logical factors. The recurrent and regular appearance 
of the above psychological expressions of distress be- 
fore the exacerbation of the organic condition usually 
makes the relationship quite clear. The criteria are still 
useful, but with a lesser degree of certainty, in relating 
psychological factors to the initiation or maintenance 
of an organic condition. In these situations it may be 
slightly more difficult to determine cause and effect. 

The proposed new method of classification has sev- 
eral consequences. For the first time, it becomes pos- 
sible in the psychiatric nomenclature to indicate a clin- 
ical judgment of the importance of psychological fac- 
tors in physical disorders other than those traditionally 
regarded as psychosomatic or psychophysiologic. For 
example, it would be possible for a clinician to note 
that, in his or her judgment, psychological factors 
were of some importance in the maintenance of obesi- 
ty, chronic obstructive pulmonary disease, congestive 
heart failure, and the like. The psychological com- 
ponent may affect the disease process directly at the 
physiological level or indirectly through behavior that 
adversely affects the disease process, such as non- 
compliance with a treatment regimen or exposure to 
unfavorable environmental circumstances. 

We wish to emphasize that this approach represents 
an attempt to provide a diagnosis modifier rather than 
a psychological diagnosis as a separate entity. The in- 
tent has been to provide the clinician with a marker or 
label that would focus attention on clinically important 
information but not mislead anyone into thinking that a 
given condition need be considered either psychologi- 
cal or organic. 

The new category “Psychological Factors Affecting 
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Physical Condition" would not be used for 1) con- 


version disorders that are regarded as disturbances in 
which the etiological factors are not demonstrable by 
existing standard laboratory procedures and which are 
conceptualized most clearly solely within psychologi- 
cal constructs, 2) any physical disorder in which psy- 
chological disturbance is a consequence of the gdis- 
order, or 3) any physical condition in which psycho- 
logical factors have only a trivial or nonexistent role in 
the initiation, exacerbation, or maintenance of the dis- 
order. 

We believe that the use of this classification scheme 
will promote collaborative care, rather than care by 
triage. No longer would a patient with "irritable bowel 
syndrome” be referred to an internist and a patient 
with “‘psychophysiologic gastrointestinal reaction'' to 
a psychiatrist. The use of this classification system 
should improve communication between specialists 
and promote integrated psychological and somatic ap- 
proaches to patient care. 
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APPENDIX 1 
Proposed New Method of Classification 


Example 1 ` 
Axis 1: Psychological factors affecting 
physical illness, contribution 
probable 
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A 
* Axis 3: Angina pectoris ' 413.9* definite 316.2 
Axis 3: Ulcerative colitis 563.1* ^ 
Example 2 i e » 
Axis I: Psychological factors affecting Example 3 i | 
physical illness. contribution Axis 1: Psychological factors affecting 
physical illness, contribution 
*The code number of the physical condition is from a section of unknown 316.9 - 
ICDA-8 other than the mental disorders section. Axis 3: Whiplash 847.0* 
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Cocaine Hallucinations 


a . 


BY RONALD’ K. SIEGEL, PH.D. 





The author reviews the literature on hallucinations 
that occur as a result of acute and chronic 
administration of cocaine. He examined the 
phenomenology of cocaine hallucinations in a group 
of 85 recreational cocaine users, 15 of whom reported 
hallucinatory experiences in visual, tactile, olfactory, 
auditory, and gustatory modalities. He discusses a 
new phenomenon of ''snow lights” in terms of 
initiating a progression of symptoms leading to the 
classic "cocaine bugs.” He also points out the 
similarity of cocaine hallucinations to entoptic 
phenomena and migraine hallucinations, which 
suggests a common mechanism of action based on 
CNS excitation and arousal. 


THE LITERATURE on hallucinations is replete with ac- 
counts of false sensory perceptions resulting from co- 
caine intoxication. Although hallucinatory phenomena 
following acute administration are rare and usually as- 
sociated with large doses (1), perceptual disturbances 
arising from chronic use are more common. Indeed, 
Magnan's sign, or **cocaine bugs,” are typical pares- 
thesias reported by long-term cocaine users (2). Visual 
hallucinations are common in later stages of cocaine 
psychoses (3), and olfactory and auditory hallucina- 
tions have also been reported (4). However, the phe- 
nomenology of these events has been largely ignored, 
as has been the incidence of such hallucinations asso- 
ciated with contemporary patterns of social-recrea- 
tional use of cocaine. Such an inquiry can help in un- 
derstanding the etiology of these and related per- 
ceptions and might suggest possible mechanisms of 
action. In the present paper I will attempt to review 
the literature and examine the phenomenology of hal- 
lucinations in a group of contemporary cocaine users. 
The similarity of these findings to those involving hal- 
lucinations associated with other states of CNS ex- 
citation will be discussed, and a model for their analy- 
sis wil! be presented. 
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DEFINITIONS 


Normal perceptions involve objects or stimuli tha. 
are really present or really absent. William James (5 
characterized such perceptions by the presence of ob- 
jective reality. Accordingly, he defined a hallucinatior. 
as a perception having nc objective stimulus at all. In 
both historical and conventional usage, a variety c 
hallucinatory phenomena has been recognized in vir- 
tually every sensory modality (6). Positive hallucine- 
tions refer to perceptions of stimuli that are not pres 
ent or that are not consensually validated. Negativ2 
hallucinations refer to failures to perceive stimuli thet 
are actually present. Both positive and negative hallı- 
cinations can be either true or pseudo. True hallucinz- 
tions refer to perceptions that have the character cf 
objective reality and convince the person that they are 
really there. Such reports are rare in drug-induced 
cases, which are dominated by pseudohallucinatiors 


lacking the concomitant delusion that they really exis. , 


Still another category of phenomena often regarded zs 
hallucinatory are illusiors and perceptual distortions. 
These latter perceptions involve misinterpretations, 
primarily with the eyes open, of real stimuli. 


HISTORICAL ACCOUNTS 


To my knowledge, the earliest account of cocaiae 
hallucinations was given by Paolo Mantegazza ( ), 
who is credited with pioneering the scientific study 3f 
coca. After chewing a quantity of coca leaves, Man- 
gazza experienced a rush of ‘‘phantasmagoric image -`° 
and a change in his pulse rate from 65 to 134. Man e- 
gazza described this staze as one of delirium that pao- 
duced the sensation of £ying through the air amid col- 
orful visions while still preserving the ability to ce- 
scribe the constantly changing imagery. 

Freud (7) described the cocaine hallucinatory state 
as one of agitation, similar to that associated with ce- 
lirium tremens: '*À chronic persecution mania, char- 
acterized in my experience by the hallucination. of 
small animals moving ir the skin” (p. 172). This char- 
acteristic of feeling animals moving in the skin, or bt gs 
or insects under the skin, was more fully described by 
Magnan and Saury (8) and has since been known as 
Magnan's sign or cocaine bugs. They detailed the p 3e- 
nomenon im patients suffering from chronic cocainism: 


The characteristic of their hallucinations of general ser- 
ception is to arouse the sensation of a foreign body urder 
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> the skin. The first [patient], scraping his tongue, imagines 


that he sees small black worms come out of it. Besides 
which he looks in the cavities to pull out the cholera mi- 
crobes. The [second patient] tears off his skin and again, 
looking in the bottom of the wound, pulls out the microbes 
with his fingernails or with the point of a pin. The third 
. . . occupies himself looking for crystals of cocaine under 
the skin. (translated by R.K.S.) 


Magnan and Saury noted that these symptoms are 


the first hallucinatory phenomena to develop with 
chronic cocaine use; hallucinations of sight, hearing, 
and smell come later. Maier (9) classified the majority 
of cocaine hallucinations as illusions involving dis- 
tortions of objective stimuli. Interestingly, Maier not- 
ed that such effects were rare among cocaine users 
and that those who sniffed the drug experienced onlv 
visual and auditory hallucinations but those injecting it 
could have tactile hallucinations. After chronic co- 
caine use, the hallucinations may lead to difficulties in 
thinking and orientation (8, 10). The bugs or vermin 
invade not only the body of the patient but the air, 
clothing, and all the objects that surround the patient 
as well. Eventually the patient might see people and 
other objects that are not present (8). Some 
writers (11) have even claimed that reality testing can 
be impaired, but such reports are rare. More common 
are reports that chronic cocaine use and the allied hal- 
lucinations lead to ‘‘extreme alarm due to false impres- 

. sions” (12) or to mild parancia (7). Indeed, the roman- 
tic literature that accompanied the cocaine experimen- 
tation of the early twentieth century (13-15) contained 
many references to these behaviors. 

À number of hallucinatory experiences have also 
been reported with acute use of cocaine (16). Eggle- 
ston and Hatcher (17) reported a toxic cocaine reac- 
tion that included vertigo anc a “‘flickering’’ before the 
eyes. Mortimer (18) noticed that repeated injections of 
small doses **caused a general reduction of tactile sen- 
sibility, with the sensation as though standing on cush- 
ions. This was similar to the floating in the air experi- 
ence of Mantegazza'' (p. 415). Gutierrez-Noriega (19) 
described alterations of visual perception associated 
with coca-chewing, including blurring, multiple vision, 
macropsia, and micropsia. 


PHENOMENOLOGY 
Incidence 


A total of 85 recreational cocaine users, 21-38 years 
of age, were examined and tested at the Neuropsychi- 
atric Institute at the Un:versity of California, Los 
Angeles. All subjects had used a minimum of 1 g of co- 
caine (intranasally) a month for 12 months. Examina- 
tion procedures included a personal history question- 
naire, drug history questionnaire, mental status exam- 
ination, MMPI, Experiential World Inventory, in-depth 
interview, physical examination, and visual imagery 
tests. 

A total of 37 subjects (43.53%) experienced some 
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perceptual phenomena, consisting chiefly of increased 
sensitivity to light, halos around bright lights, and diffi- S 
culty in focusing the eyes. Examination revealed that > 


most of the subjects were experiencing chronic mydri- 
asis, which might have contributed to these effects. 
This mydriasis is due to the cocaine-induced enhance- 
ment of norephinephrine tonically released from sym- = 
pathetic fibers that innervate the radial muscle of the 
iris (20). Several users also had exophthalmos and cy- 
cloplegia, which might have further contributed to 
their perceptual experiences. 

All 37 subjects reporting perceptual phenomena had 
experienced episodes of attentional dysfunction. Such 
experiences included lapses of attention, difficulty in 
maintaining attention during complicated tasks, diffi- 
culty in maintaining thoughts during verbal behavior, 
ignoring relevant stimuli such as changes in traffic sig- 
nals while driving, and general preoccupation with 
personal problems. Taken together, these effects are 
similar to what Post described as inability to concen- 
trate (3), a component of cocaine dysphoria. 

Fifteen subjects (17.65%) reported hallucinatory ex- 
periences in several modalities, including vision, 
touch, smell, hearing, and taste. These phenomena 
were first noticed after 6 months of recreational use of 
cocaine and usually during periods of intensified use. * 
Visual phenomena were the first to be noticed and con- 
sisted primarily of ‘‘snow lights” (discussed below), 
followed in later stages by geometric patterns seen 
with the eyes open. Tactile hallucinations immediately ^ 
followed the onset of visual symptoms and were short- 
ly followed by olfactory, auditory, and, finally, gusta- 
tory phenomena. 


Visual Hallucinations 


Thirteen subjects reported visual hallucinations as- 
sociated with the use of cocaine. Effects were reported 
with eyes open and eyes closed. In the eyes open con- 
dition, subjects reported the sensation of object move- 
ment in the periphery of the visual field. For example, 
subjects stated, "Something just went by the corner of 
my eye,” *‘Something just flew by,” “ʻI feel like some- 
thing or someone just moved over there [in the corner 
of the room]." Initial reactions to these sensations 
were often marked by rapid orientations in the direc- 
tion of movement or evading and swatting motions di- 
rected at the alleged stimulus. After these initial at- 
tempts at perceptual-motor validation of the sensa- 
tions, subjects usually reacted minimally or not at all : 
z0 the feelings of movement. Thus, the phenomena ap- 
peared to be true hallucinations but were rapidly rec- 
ognized as pseudohallucinations after sensory-motor 
attempts at verification (e.g., “I know it's just a trick 
of my eye," “They're not really there"). In dim illumi- 
nation or with eyes closed, these sensations of move- * e 
ment were extremely weak and often appeared only as 
flashes of light. Indeed, several subjects coined the , 
phrase *'snow lights” to indicate the origin and nature — 
of these events. Snow lights were described as similar * 
to but less intense than the twinkling of "IPEA re- 
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flected from frozen snow crystals. They were also 
yiewed as similar to the sparkling of cocaine (snow) 
crystals. The snow lights appeared to have their own 
locus in visual space and were interposed with real 
physical stimuli. 

Subjects also reported seeing geometric patterns 
during later stages of use. These patterns were usually 
seen in the periphery of the visual field and usually 
only with open eyes. Most patterns were detected in 
the corner of the eyes or on a "'screen'' located ap- 
proximately two feet in front of the eyes. The patterns 
were drawn by the subjects and are shown in figure 1. 
These patterns were usually seen in black and white 
and were composed of straight lines, points, and 
curves. The images appeared to pulsate or vibrate, and 
subjects estimated that their duration varied between a 
fraction of a second to several seconds. Subjects did 
not report "complex" hallucinations involving fully 
formed or recognizable objects or scenes. However, 
complex cocaine hallucinations have been reported by 
others. Woods and Downs (20), for example, stated 
that “‘small persons . . . may appear to climb out of 
shoes or out of coffee cups. Automobiles or airplanes 
may seem to pass under chairs and tables.” 

Four subjects reported occasional polyopia. For ex- 
ample, one subject saw a duplication of a painting 
hanging on the wall, and another subject claimed that a 
telephone dial appeared to have hundreds of holes. 
Three subjects reported experiencing dysmegalopsia, 
including micropsia and macropsia, although only 
rarely. Objects and people would appear distorted in 
size and consequently abnormally small or large. Only 
the subjects who had smoked or injected cocaine had 
any dysmorphopsia. A single subject who had injected 
cocaine once saw an ashtray change into a frying pan 
and then into a chicken. The phenomena of polyopia, 
dysmegalopsia, and dysmorphopsia have been de- 
scribed by Klüver (21) as appearing in incipient toxic 
psychoses as well as in cocaine intoxication. Such 
phenomena are also common in cases of parieto-occip- 
ital or occipital lesions, suggesting a mechanism of 
action located in the CNS. Indeed, cocaine hallucina- 
tions have been compared to those occurring with 
cerebral lesions and in alcohol delirium tremens. In all 
such cases, zoopsia (hallucination of animals) is con- 
spicuous (4, 22, 23). 

Subjects also experienced numerous visual illusions 
in which real objects would appear to pulsate or move, 
generally in a vertical plane. Walls would appear to 
vibrate or **become fluid and melt." These phenomena 
are similar to those described in other cocaine in- 
toxications by Magnan and Saury (8). None of the sub- 
jects reported any unusual hypnagogic, hypnopompic, 
or dream imagery, although all experienced minor in- 
somnia at times. 


Similarity of Visual Phenomena to Entoptic 
Phenomena 


R.A. Wilson (24) noted the similarity of cocaine hal- 


NU. to the perception of entoptic events that 
# 


FIGURE 1 
Visual Hallucinations Seen During Cocaine Intoxication 
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arise from the visualization of certain structures within 
the eye through the appropriate arrangement cf in- 
cident light. Accordingly, a number of authors (e.g., 
references 25-27) have suggested that some of the 
geometric patterns seen are related to specific siruc- 
tures within the eye. Examples of this phenomenon in- 
clude horizontal bands due to folds in the corneal epi- 
thelium that change with eyelid motion and central 
moving bright spots surrounded by a dark ring due to 
droplets of tear fluid and mucus on the cornea. 

Light is necessary for most entoptic phenomena. 
This might help explain the reports from the subjects 
in this study that most cocaine hallucinations were 
seen with open eyes. When the eyes were closed or 
open in the dark the phenomena were described as 
“flashes” of light. This latter effect could be relazed to 
a special type of entoptic phenomena known as ''ei- 
gengrau,'"' or phosphenes. Phosphene phenomena oc- 
cur in the dark, when a normal subject does nct see 
black but, rather, a sensation of grayness (26). Phos- 
phenes are characterized by neuronal discharge activi- 
ty in the retina, lateral geniculate, and visual cor- 
tex (28). They may also include spots, disks, con- 
centric circles, and even checkerboard patterns. 
REMs cause ''flick phosphenes"' or a sensation of mo- 
tion in these patterns. Such patterns and effecis can 
also be induced by light pressure on the closed éyelids. 
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Oster (29) presented illustrations of phosphenes that 


are remarkably similar to the patterns shown in figure 
1. He suggested that they are common in drug in- 
toxications. Since phosphene phenomena are partly 
due to pressure on the retina (30) and cocaine increases 
pressure in the eye (20), R.A. Wilson’s suggestion of 
cocaine phenomena being fundamentally related to en- 
toptic events (24) has considerable merit. Indeed, Ey 
emphasized the similarity by stating that cocaine hallu- 
` cinations are extremely rare in total darkness (4). 


Similarity of Visual Phenomena to Migraine 
Hallucinations 


When the subjects in this study experienced seeing 
the geometric patterns and closed their eyes, the pat- 
terns turned into flashes of light or **snow lights" like 
those seen in earlier stages of hallucinosis. These phe- 
nomena are sometimes labeled ‘‘spots,’’ and R.A. Wil- 
son (24) noted that cocaine ‘‘spots’’ are similar to 
those found in a variety of intoxicated and altered 
states of consciousness. Indeed, these spots and the 
allied geometric patterns form the basic elements for 
most visual hallucinations (6, 21). However, the limit- 
ed range of the patterns in cocaine hallucinosis sug- 
gests an uncanny parallel to migraine hallucinations. 
Of the 12 patterns shown in figure 1, 8 (patterns 3, 5, 6, 
7,9, 10, 11, and 12) are virtually identical to those seen 
in migraine. Ey noted that a frequent pattern of co- 
caine visions is ‘herringbone, which is similar to pat- 
terns 5 and 9. Richards (31) described these classic 
herringbone, zigzag, or ''fortification illusion” pat- 
terns as often preceding or accompanying migraine at- 
tacks. 

Migraine hallucinatory patterns may show changes 
in color, line orientation, and spacing between the 
lines (see patterns 3 and 4 in figure 1). The arc can 
become a grid (pattern 1), and the colors may change 
from black and white to red, blue, and yellow. Ey (4) 
noted a similar change in cocaine hallucinations. He 
found that the initial geometric patterns (lines, pins, 
and vertical threads) are first seen as solitary phenom- 
ena but later accumulate as ''thousands of fleas’’ or 
"dust made of glass.” Points become stripes, and the 
normally black and white visions become colored, pre- 
dominantly with green and red. Grilles appear, and the 
pale colors become brilliant and ‘‘golden.’’ Although 
the subjects in the present study did not report the col- 
orful patterns described by Ey, the basic patterns and 
movements they reported were identical. 

Highly similar patterns of movement occur in mi- 
graine and cocaine hallucinations. For example, one 
migraine patient was reported as seeing ''a bright red, 
central flickering spot composed of many similar 
spots. The central scotoma quickly expands into con- 
centric circles of multicolored spots that obscure 
whatever he looks at" (32). These patterns are similar 
to patterns 2 and 8 in figure 1. In addition, many of the 
subjects in the present study spoke of their cocaine 
visions'as composed of pulsating and flickering spots, 
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and Ey (4) noted that cocaine visions can frequently 
appear to be opaque and obscure walls. 

Migraine phenomena also include the development 
of fully formed hallucinations, including those of 
people and scenes, that often accompany the geomet- 
ric patterns. Distortions of body imagery have also 
been reported. Lewis Carroll wrote about such per- 
sonal migraine attacks in his diary, and Lippman (33) 
has suggested that some of Alice’s adventures in Won- 
derland might have originated in Carroll’s migraine 
hallucinations. Although the subjects in the present 
study did not report such complex hallucinations, they 
have been reported in other cases of cocaine in- 
toxication (20). . 


Tactile Hallucinations 


Eleven subjects reported tactile hallucinations, but 
all claimed that such phenomena occurred only after a 
period of several days of intensified use (a cocaine 
‘run’ or binge). These hallucinations included, in or- 
der of occurrence, itching of the skin, primarily the 
hands but also including legs and back; the sensation 
of “‘moving itches,” or foreign particles moving under 
the skin; the sensation of small insects moving under 


or on the skin, primarilv confined to the face and hands, 


but including all parts of the body; and the sensation of 
people brushing against the body. None of the subjects 
reported any concomitant visual hallucinations with 
these tactile sensations. None of them believed that 
insects or objects were actually present, although they 
would often scratch or rub the skin. Thus, the phe- 
nomena seen here appear to fall into the class of 
pseudohallucinations. Interestingly, one subject who 
had had experience with smoking opium and the con- 
sequent itching associated with opium-induced hista- 
mine release found that experience identical to the 
itching associated with cocaine use. 

S.A.K. Wilson (2) described this paresthesia of 
pricking, **working,"' or ‘‘crawling’’ under the skin as 
eventually developing into hallucinations of sight and 
hearing. However, none of the subjects in this sample 
experienced this development. Subjects always de- 
scribed the tactile sensations in terms ‘‘like,’’ *'as 1f,” 
or ‘‘it is as though,” and they insisted that they never 
suffered from the delusion that insects were, in fact, 
really present. 


Olfactory Hallucinations 


Six subjects reported olfactory hallucinations. In 
most instances, subjects interpreted the perception of 
smells and odors that were not consensually validated 
as simply increased awareness or sensitivity to smells 
actually present. These reported smells included 
smoke, gasoline, natural gas, feces, urine, and gar- 
bage. At the time of examination, 3 subjects had no- 
ticeable rhinitis, and a fourth had several sores and 
scars on the interior nares. Such damage to the nasal 
mucosa may have caused degenerative changes in bl- 
factory receptors leading to abnormal firings (input) to 


the olfactory bulb. The presence of ''bad"' f “foul”? 
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odors is strikingly similar to odors that precede uncin- 
ate fits, which are linked to olfactory receptors as well 
as abnormal brain activity. 


Auditory Hallucinations 


Three subjects reported auditory hallucinations. 
One experienced recurrent perceptions of a voice call- 
ing his name when he was alone in his house. Another 
subject occasionally heard a noise *'like" whispering 
that appeared to come from fans and ventilation ducts. 
The third subject heard whispering while lying in bed 
alone at night. These whisperings, although unintelli- 
gible, would often keep him awake. Interestingly, he 
interpreted the noises as “‘the sound of coke.” 


Gustatory Hallucinations 


Three subjects reported strong gustatory hallucina- 
tions occurring during acute intoxications. In every 
case, these were negative hallucinations—the subject 
failed to detect strong tastes in food and drinks that 
others could readily perceive. Such negative hallucina- 
tions might be associated with olfactory changes as 
well as with attentional dvsfunction. 


DEVELOPMENT OF COCAINE HALLUCINOSIS 


Taken together, the results of this phenomenological 
inquiry suggest an orderly progression of hallucina- 
tions from simple snow lights through geometric forms 
to tactile sensations. The subjects in this study fre- 
quently described the snow lights and geometric pat- 
terns as being ‘‘like’’ insects, especially in their dart- 
ing and fleeting movements. Unlike subjects in pre- 
vious accounts of cocaine bugs, subjects in this study 
did not see insects but did feel itches and other sensa- 
tions that were “‘like’’ insects crawling on the skin. 
One of the first tactile sensations detected was the 
sensation of moving itches or ‘‘electricity’’ running 
through the skin. Zucker (34) argued that these cuta- 
neous sensations are the origin of all cocaine halluci- 
nations. 

R.A. Wilson (24) suggested that the development of 
cocaine spots or snow lights into bugs parallels a simi- 
lar development in amphetamine psychoses. Indeed, El- 
linwood and Sudilovsky (35) outlined a model for the 
development of parasitosis in amphetamine addicts. 
Accordingly, a sequence of skin sensations and repeti- 
tive grooming responses developed into marked delu- 
sions of parasitosis, searching behaviors, suspicious- 
ness, paranoia, and, finally, hallucinations. A similar 
progression of events might account for the develop- 
ment of cocaine bugs (34). However, none of the pa- 
tients in the present sample who manifested hallucina- 
tory behaviors showed any abnormal profiles on either 
the MMPI or the Experiential World Inventory (EWI). 
Indeed, the EWI scales indicated some elevation of 


sensory perception scales but no concomitant eleva- 


tion of time.perception, body perception, self-per- 


ception, — of others, ideation, dysphoria, or 
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impulse regulation (36). This latter configuration ' 


would seem to indicate that the reported phenome- 
nology might simply be an acute psycho- 
pharmacological effect of the drug and not a symptom 
of incipient psychoses. Since the dysphoria generally 
seen in the development of cocaine clinical syn- 
dromes (3) was not present in the subjects of '-his 
study, it is also possible that the recreational dcses 
used by this population were insufficient in either 
amount and/or duration (1-4 g per month for 12 
months) to produce psychoses. 

Whether thev represent cocaine hallucinosis or psy- 
chosis, the phenomena begin with visual sensations of 
snow lights and geometric patterns. As appealing as 
entoptic events are for explaining cocaine visual phe- 
nomena, they cannot fully account for the elaborate 
and often colorful complex imagery or for the sub- 
sequent development of hallucinations in other modal- 


. ities. At best, entoptic structures might provide the 


basic structural template for cognitive elaboration in 
higher centers to complex images. Indeed, Barber 37) 
has reviewed compelling evidence showing that phos- 
phenelike phenomena can be induced at higher levels 
of the visual system than the retina itself. 

Although the mechanism underlying the production 
of these patterns remains uncertain, Lashley (38) and 
Richards (31) argued that migraine visual images, 
which are highly similar to cocaine images, provide in- 
formation on the arrangement of cells in the visual cor- 
tex, which are probably excited by a spreading wave 
of cortical depression. For example, the regular geo- 
metric nature of migraine fortification illusions or co- 
caine herringbones may represent the electrical output 
of organized groups of cells in the visual cortex (29). 

Since cocaine has strong excitatory effects in the 
CNS, a particularly attractive hypothesis 1s to relate 
cocaine hallucinations to cortical arousal and the per- 
ceptual release theory of hallucinations (40). Ex- 
citation of the CNS with hallucinogens, photostimula- 
tion, electrical current, migraine, or cocaine results in 
remarkably similar visual imagery (41). Even direct 
electrical stimulation of man's visual cortex or tempo- 
ral lobes produces moving and stationary colcred 
lights, geometric forms, stars, and lines (42, 43). It is 
well known that cocaine's stimulant effects include 
seizure-type electrical discharges in the temporal 
lobe (44, 45) and increased activity in the reticular ac- 
tivating system (46). These effects indicate increased 
functioning of arousal mechanisms. Furthermore, 
arousal reactions to sensory inputs or to electrical 
stimulation of the reticular activating system are en- 
hanced by cocaine (20). Such effects, coupled with the 
possible selective depression of inhibitory areas of the 
brain (20), would allow for the release of perceptions 
(hallucinations) that were previouslv suppressed (40). 


. Although many more electrophysiological studies 


must be conducted in order to verify these specula- 
tions, at the very least the similarity of cocaine halluci- 
nations to those of other CNS excitatory states sug- 
gests common mechanisms of action. 
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Utilization and Cost of Mental Illness Coverage in the Federal 
4 Employees Health Benefits Program, 1973 


BY EDWIN C. HUSTEAD AND STEVEN S. SHARFSTEIN, M.D., M.P.A. 


The authors examine the utilization of mental iliness 
benefits under the Blue Cross/Blue Shield and Aetna 
plans for federal employees; the latter plan sharply cut 
back its mental illness benefits in 1975. In 1973 mental 
illness benefits represented 7.4% of all payments 
under the Blues plan and 12% under the Aetna plan. 
The benefit for mental illness treatment under the 
Blues averaged $12.52 per person covered and was 
7.3% of the total benefits for all conditions. Younger 
enrollees and their spouses tended to receive mental 
illness benefits primarily for outpatient treatment and 
children and older adults for hospitalization. These 
data raise key questions for claims review and peer 
review activities. 


MENTAL ILLNESS benefits provided by the Federal 
Employees Health Benefits (FEHB) Program came 
under special scrutiny in 1974. The Civil Service Com- 
mission took a hard look at the benefits paid by two 
plans, the Government-wide Service Benefit Plan 
sponsored by the Blue Cross Association/National As- 
sociation of Blue Shield Plans (the Blues} and the Gov- 
ernment-wide Indemnity Benefit Plan sponsored by 
the Aetna Life Insurance Company. 

The economic conditions in 1974 anc the dramatic 
increases in health costs generally led to a review of 
the mental illness benefits not only in FEHB, but also 
in the Civilian Health and Military Program for the 
Uniformed Services (CHAMPUS). These benefits 
stood out as an area of concern for several reasons. 

1. The proportion of benefits paid for mental illness 
was far in excess of what had been anticipated when 
the benefits were introduced. 

2. Some of the mental illnesses that were most ex- 
pensive to treat were not.easily recognized as legiti- 
mate diseases that should be covered by health insur- 
ance. 

3. There had been little or no cooperation from hos- 
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pitals, doctors, and other providers toward controlling 
costs. 

As a result of these concerns, in 1975 there were 
cutbacks in benefits for the first time since the expan- 
sion of coverage for nervous and mental disorders un- 
der FEHB in 1967, when both the Blues and Aetna 
removed most of the restrictions on mental illness cov- 
erage and began to treat all expenses for mental illness 
under the same formula as expenses for other ill- 
nesses. After initially proposing major cutbacks, the 
Blues were satisfied to introduce a prospective lifetime 
maximum of $50,000 in supplemental benefits for men- 
tal illnesses. Aetna cut back outpatient coverage of 
mental illness to an annual limit of 20 treatment ses- 
sions in a private office and 40 sessions in a qualified 
community mental health center. The change in bene- 
fits resulted in the transfer of heavy users of mental 
illness benefits from Aetna to the Blues. High levels of | 
insurance coverage under Blue Cross were maintained 
in response to statements by providers that effective 
accountability through peer review would be devel- 
oped rapidly. This paper is a presentation and detailed 
analysis of data for 1973 concerning the utilization and 
costs of mental illness benefits under the two FEHB 
plans. 


TOTAL BENEFITS PROVIDED: TRENDS AND TYPES 


Of the $848 million in total benefits paid by the Blues 
in 1973, $62 million (7.396 of the plan's total benefits) 
was paid for the treatment of mental illness. This was 
$7.3 million, or 13%, more than was paid in 1972 and 
3.5 times the amount paid for the treatment of mental 
illness in 1967, the first year of the plan’s improved 
benefits for mental illness. The percentage of the total 
health dollar paid for mental illness rose from 4.8% in 
1966, before the improved benefit level, to 6.8% in 
1970. Since 1970 the percentage paid for mental iliness 
has shown little variation, leveling off at 7%-7.5%. 
Those receiving mental illness benefits represented 
1.1% of the total covered population and about 2.596 of 
the number receiving any benefit in each year. 

However, a 1973 study (1) indicated that under the 
Aetna program 12% of the health dollar went for men- 
tal illness benefits. Although the Aetna and Blues ben- 
efit packages were generally comparable, there were 
some differences that resulted in larger payments by 
Aetna for comparable mental and nervous 'claims. 
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' These differences may have also caused enrollees who 


anticipated large menta] and nervous claims to enroll 
in Aetna from 1967 to 1973. These differences include 
the following. 

1. Aetna covered most inpatient room and board 


. expenses as basic benefits (in 1973 the first $2,000 of 


hospital room and board expenses were paid in full un- 
der the high option plan). The Blues covered a large 
portion of mental illness and hospital expenses as sup- 
plemental benefits (8096 of expenses are paid after a 
$100 deductible under the high option plan). 

2. In 1973 Aetna covered psychologists’ expenses 
directly, while the Blues required supervision by a 
psychiatrist. 

3. All expenses over 310,000 were covered in full, 
with no cost sharing. 


Payment and Provider Categories in the Blue Cross! 
Blue Shield Plar 


The Blue Cross/Blue Shield plan pays benefits 
through local Blue Cross and Blue Shield organiza- 
tions. In general, Blue Cross pays hospital bills in full 
for inpatient and outpatient care. Prescription drugs, 
certain nonmember-hospital charges, and other claims 
are paid as supplemental benefits under Blue Cross. 
Blue Shield pays for physicians’ visits in office or 
home, also as supplemental benefits. 

The type of medical care required for the treatment 

. of mental illness differs markedly from that required 
for other illness. Table 1 shews the breakdown of ben- 
efits in 1973 among the three payment segments of the 
Blues plan and an analysis by provider category, com- 
bining basic and supplemental hospital and physician 
benefits. 

Mental illness benefits represented 38.3% of the to- 
tal supplemental benefits, 5.8% of basic Blue Cross 
benefits; and 2.4% of basic Blue Shield benefits. The 
high proportion of supplemental benefits is primarily 
attributable to two factors. Generally, 8095 of the 
claims for nonmember hospitals that are primarily a 
place for the treatment of nervous or mental disorders 
were covered entirely as supplemental benefits. As a 
consequence, hospital benefits related to mental ill- 
ness constituted almost three-quarters of the tota] sup- 
plemental hospital benefits. In addition, the bulk of 
general physicians' charges for covered nonmental 
conditions were incurred in hospitals, emergency 
wards, or as a result of accidents, all of which are cov- 
ered in full as basic Blue Shield expenses. On the other 
hand, the bulk of physician charges related to mental 


illness involved outpatient visits, primarily psycho- - 


therapy sessions. While it is probable that a series of 
psychotherapy sessions at $30—540 an hour will exceed 
the deductible of $100, a series of office visits at $10- 
$15 for a minor physical illness may not exceed the 
deductible and will not be reported and claimed unless 


- coupled with other supplemental charges. ‘As a result, 


mental illness benefits are only a small portion of the 
basic Blue Shield benefits but more than half of the 
supplemental physicians' benefits. 
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Table 1 includes a recombination of basic and sup- 
plemental benefits by provider category. Mental ill- 
ness benefits represented 7.6% of the total of all 'in- 
hospital benefits, 9.196 of all benefits paid to physi- 
cians and other professionals, 7.196 of all drug ex- 
penses, 0.3% of hospital outpatient expenses, and, of 
course, none of the maternity benefits. 

Direct physician and other professional care ac- 
counted for a larger portion of total mental illness ben- 
efits (42.2%) than for all illnesses (34.2%). In-hospital 
care represented about the same proportion for both 
mental and all illnesses. 


Distribution by Diagnosis in the Aetna Plan 


While the Blues data were not categorized by diag- 
nosis, the Aetna study in 1973 did include such an 
analysis, as summarized in table 2. Of the 691 claim- 
ants studied, 95 had been treated for the relatively 
more serious diagnoses of schizophrenia and psychot- 
ic depression. As would be expected, a majority of 
these cases required hospitalization. Only about 1496 
of the patients with other, less serious diagnoses re- 
quired hospitalization. None of the 23 claimants 
treated for behavior disorders of childhood required 
hospitalization. 


The number of office visits per claimant varied in- ^ 


versely with the rate of hospitalization. Claimants with 
the two more serious diagnoses averaged less than 20 
visits in 1973, while patients with the other identified 
diagnoses averaged 30 or more visits. The 417 claim- 
ants treated for neuroses averaged almost 42 visits 
each during 1973. 

The accuracy of the diagnostic data obtained by 
Aetna from providers in 1973 must be questioned. Pro- 
viders often give ''the least harmful" diagnosis to an 
insurance company because of concerns about con- 
fidentiality. The Aetna cutbacks effective in 1975 were 
partly due to ''evidence"' that some patients with so- 
called trivial diagnoses, such as transient situational 
disturbances, were accumulating high uülization and 
costs. 


Utilization by Age and Family Status 


The average benefit per covered person paid bv the 
Blues in 1973 was $12.52 for total coverage of 
4,729,845 people. The average benefit was highest for 
adults aged 19 to 34, with both enrollees' and depen- 
dents' average cost being highest for that age group. 
The average benefit per child was the lowest of any 
category. While dependents under age 19 represented 
45% of the covered population, they only received 
13.5% of the total benefits and 17.6% of the mental 
illness benefits. Conversely, adults in almost every age 
group received more than their share of total and men- 
tal illness benefits. Blues enrollees aged 19 to 34 were 
only 8.0% of the total enrollment and received only 
7.296 of the total benefits, but these included 13.156 of 
the mental illness benefits. On the other hand, en- 
rollees and dependents aged 55 to 64 received twice 
their share of enrollment in total benefits but less than 
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TABLE 1 j : 





Total lliness Benefits and Mental Illness Benefits Paid in 1973 Under Blue Cross/Blue Shield High Option Plan, by Payment and Provider 
4 "Category 
Bec ene th a a a 
` All Illness Mental Illness ` 
Total Percent of Total Percent of Percent af 
Item (millions) Benefits (millions) Benefits All Illness 
‘ Payment Categor 
Basic Blue Gon $480.2 60.1 $27.9 47.1 5.3 
Basic Blue Shield 252.6 31.6 6.0 10.1 2.4 
Supplemental 66.0 8.3 25.3 42.8 38 3 
Total 798.8 100.0 59.2 100.0 7.4 
Provider Category 
Hospital inpatient 
Basic Blue Cross 419.0 2.5 27.8 47.0 6.6 
Supplemental 6.4 0.8 4.7 7.9 73.4 
Total 425.4 3.3 32:9 54.9 7.6 
Hospital outpatient 32.5 4.] 0.1 0.2 0.3 
Physician and other professional 
T Basic Blue Shield 236.8 9.6 6.0 10.1 2.5 
Supplemental physician 30.5 3.8 16.5 27.9 54.0 
Other professional* 6.5 0.8 2.5 4.2 3&.4 
Total 273.8 4.2 25.0 42.2 G.] 
Drugs 22.6 2.8 1.6 2.4 Tal 
Maternity 44.5 3. 0.0 
Total 798.8 100.0 59.2 100.0 7.4 





*Most supplemental illness benefits categorized as ‘‘other’’ are for care provided by psychologists, psychiatric nurses, and psychiatric social workers. For all 
illness, the "other" category includes a substantial amount of coverage for other than direct care by a professional. 


TABLE 2 
Utilization of Mental liiness Benefits in 1973 Under the Aetna Plan, 
by Diagnosis* 


$1,132, slightly more than one-half (53.4%) of the total, 
as well as of each type of claimant, incurred a benefit 
of less than $500. However, these claimants (5326 of 
the total claimants) accounted for only 8.796 of the to- 


Hospital- Office Visits a 
ized T UR tal $57.3 million in benefits incurred. On the other 
EOOE E l hand, the 15% who incurred total benefits of $2,020 or 
Diagnosis Claimants N % Total Claimant : d 
l : - more accounted for 63% of the total benefits. At the 
Schizophrenia 52 22 42.3 1,022 19.7 upper extreme, those receiving a benefit of $10,020 or 
Depression (psychotic) 43 27 62.8 63] 14.7 C. - 
Nooues 417 ES 156 17.328 416 more made up only 1% of all persons incurring a men- 
Transient situational benefits. 
disturbances 79 8 10.1 2,604 33.0 A larger proportion of children than adults incurred 
Behavior disorders benefits of $3,000 or more. The 12% of all children 
of childhood 23 0 713 31.0 à : 
Other 38 7 |84 918 24.2 with such benefits accounted for approximately 65% of 
Total 691 133 19.2 24,384 35.3 the total children's benefits. Only 8% of all adults in- 


*Data are from the Civil Service Commission. 


the enrollment percentage in mental illness benefits. 
Data for claimants 65 and older are distorted by the 
impact of Medicare. 

The average benefit for the 50,574 people incurring a 
mental illness benefit under the Blue Cross/Blue Shield 
plan in 1973 was $1,132. The average benefit for all 
enrollees was $1.065; for spouses, $1,000; and for all 
children, including disabled dependents over age 19. 
$1,450. 

For this series of data relating to the distribution of 
benefits by size, the median and percentile values 
rgther than the arithmetic average mentioned above 
are perhaps more meaningful. For example, although 
the arithmetic average for the 50,576 recipients was 


curred benefits of $3,000 or more, accounting for 43% 
of the total benefits for adults. The greater percentage 
of children having a higher benefit is related to the fact 
that a greater proportion of children than adults were 
hospitalized for longer periods of time. About 4,900 of 
the 21,669 people in the Blues plan who were hospital- 
ized in 1973 stayed in the hospital for more than 30 
days. About 450 of them were hospitalized fc- 120 
days or more, and over two-thirds of them were chil- 
dren. 


GEOGRAPHIC DISTRIBUTION OF BENEFITS FOR 
MENTAL AND NERVOUS DISORDERS 

Throughout the 17-year period the FEHB has been 
in operation, the major portion of the Blue Cross/Blue 
Shield benefits has been paid to enrollees and their 
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* TABLE 3 i 
Mental lilness Claimants and Benefits for the Washington, D.C., Area and the United States in 1973 » 
in ___All Mental Illness Claims Mental Illness Claims Qver $7,000 
Item U.S D.C. A-ea* Percent U.S D.C. Area Percent 
Blue Cross/Blue Shield** 
Cevered population (as of 6/30/731 4,651,773 981,964 21.1 4,651,773 981,964 21.1 $ 
Mental illness claimants 50,574 15,968 31.6 1,033 390 37.8 T 
Total benefits $798,811,373 $189,548,743 23.7 
Mental illness benefits $57,251,103 $20,666,116 36.1 $12,150,581 $5,038,749 41.5 
Hospital , 
Basic $28,670,622 $7,158,286 24.9 $8,395,756 $3,178,225 37.9 
Supplemental $4,179,991 $2,009,701 48.1 $1,936,216 $1,245,729 64.3 
Total $32,850,613 $9,167 987 27.9 $10,331,972 $4,423,954 42.8 
Professtonal 
Basic $4,189,631 $766.256 18.3 $1,176,811 $297,112 25.2 
Supplemental M.D. $16,066,011 $8,674.400 54.0 $435,199 $175,078 40.2 
Other $2,632,330 $1,700,574 64.6 $176,298 $124,851 70.8 
Total $22,887,972 $11,141,230 48.7 $1,788,308 $597,041 33.5 
Drugs $1,512,517 $356,398 23.6 $30,301 $17,754 58.6 
Aetna 
Covered population (as of 6/30/73) 1,174,777 197,400 16.8 — — 
Mental illness claimants 691 323 46.7 — — 
Mental iliness benefits $1,229,978 $589,565 47.9 — — 
Hospitalized peorle 133 32 24.1 — — 
Outpatient physician visits 24,384 15,181 62.3 = — 
Inpatient expenses $367,012 $117,457 32.0 — — 
Outpatient physician expenses $757,036 $455,239 60.1 — — 


*District of Columbia, Maryland, and Virginia. 
**High option only. 


dependents residing in 24 states.! In 1973 more than 
$649 million or 87% of the Blue Cross/Blue Shield 
total benefits went to government employees and their 
dependents in these 24 states, in which 83% of the 
plans’ total population lived. ! 

As with total benefits, the major portion of the men- 
tal illness benefits paid by the plans went to enrollees 
and their dependents in the more heavily populated 
states. For example, the 24 states, which together ac- 
counted for 8796 of the total 1973 benefits paid by Blue 
Cross/Blue Shield, accounted for more than $55 mil- 
lion (92%) of the $59 million in mental illness benefits 
paid in 1973. 

Comparison of benefits to enrollment by state can be 
misleading since many federal emplo yees live and re- 
ceive most of their medical care in one state and work 
in another state. This distortion is particularly sig- 
nificant in the Washington, D.C., area. However, 
when data for the District of Columbia, Maryland, 
and Virginia are combined, the comparison of enroll- 
ment to benefits is meanirgful. 

States outside the Washington, D.C., area with less 
than $5 million each in mental illness benefits paid had 
similar proportions of enrollment, total benefits paid, 
and mental illness benefits paid. At the other extreme, 
the Washington, D.C., area, with 21.1% of the plans’ 
covered population, accounted for 34.6% of the mental 
illness benefits paid. For this reason detailed data for 
the Washington, D.C., area were tabulated by Blue 
Cross/Blue Shield and Aetna. 

Table 3 shows various Blue Cross/Blue Shield and 


'The District of Columbia and Puerto Rico are counted as states. 
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Aetna data for the Washington, D.C., area compared 
with the total United States. Under Blue Cross/Blue 
Shield, the 21.196 of the covered population in the Dis- 
trict of Columbia area represented 31.696 of those 
treated for mental illness and accounted for 36.196 of 
the total mental illness benefits incurred. Data from 
the Aetna sample indicate an even heavier concentra- 
tion. Residents in the Washington, D.C., area consti- 
tuted only 16.8% of total Aetna enrollees, but they ac- 
counted for 47.9% of the mental illness benefits in- 
curred. 

Washington, D.C., area enrollees received about the 
same proportion of basic benefits as they represented 
of the covered population. However, they accounted 
for about half of the Blues' supplemental expenses 
charged for treatment in psychiatric hospitals and over 
half of the supplemental expenses for psychiatric and 
other professional outpatient treatment. In general, 
the Washington, D.C., area concentration is even 
aigher for the larger claims. Blues annual mental 
claims over $7,000 are shown separately in table 3. 
The Washington, D.C., area accounted for 37.8% of 
the mental illness claimants with total claims of over 
$7,000 in 1973. These claims accounted for almost 
two-thirds of the psychiatric hospital claims and over 
70% of the services by nonphysician professionals. 
Mental illness claimants in the Washington, D.C., area 
accounted for almost half of the claimants and ex- 
penses in the 691 sample cases studied by Aetna. As in 
the Blues data, the mental illness claimants were a rel- 
atively lower percentage of the total in-hospital cases, 
but they received a very high percentage (60.1%) of 
the outpatient physician office visit expenses. 
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1974 TRANSFERS FROM AETNA TO BLUE CROSS 


Each year the FEHB enrollees are allowed to trans- 
fer to other plans or options during an ‘‘open season,” 
with the transfer to be effective at the beginning of the 
next contract term. Many heavy users of mental illness 
treatment were expected to transfer from Aetna in 
1974 to avoid the 1975 reduction in benefits. 

In the November 1974 open season, about 20,000 
people transferred from Atena to another plan partici- 
pating in the FEHB program. While this was a 4495 
increase over the number transferring out of the plan 
in the November 1973 open season, it was less than 596 
of Aetna's total FEHB enrollment. Aetna reviewed 
the files of about 17,000 people transferring from its 
plan (8596 of the total 20,000 transfers-out), with spe- 
cial attention paid to people who had a mental or ner- 
vous disorder claim under the plan in 1974. 

Of the 17,000 people transferring, 1,456 (8.6%) had a 
mental illness claim in 1974, These 1,456 claimants in- 
curred more than $3.9 million in al] claims in 1974, or 
an average of about $2,700. Almost 68% of these en- 
rollees incurred total benefits of over $1,000 in 1974. A 
total of 332 had benefits of over $3,500. Forty-two of 
these had benefits between $10,000 and $19,000, and 7 

*received benefits of over $20,000. 

Aetna transfers were reviewed separately by claims 
offices. Almost 56% of the transfers with a mental ill- 
ness benefit were from the Richmond office, which 
serves the Washington, D.C., area, in which the heavi- 
est utilization of mental illness benefits has been 
noted. Users of mental illness benefits represented 
over 20% of the total transfers in that office. 


DISCUSSION 


Studies (2-5) have shown that with risk-sharing by a 
large enrolled population, the utilization and costs of 
generous mental illness benefits under FEHB and oth- 
er insurance programs are predictable and stable. For 
the FEHB, Blue Cross mental illness benefits repre- 
sent 796 of the total health dollar, which remained 
stable for four years (1970-1973) after an initial in- 
crease in utilization and costs in the first three years 
after the introduction of the benefit. A small number of 
enrollees—about 1%—utilize the benefit, although 
since care under the supplemental benefit includes a 
$100 deductible, utilization may be higher than 146. 
However, the Aetna insurance company had been 
more ''adversely selected” by those at risk for in- 
curring a mental illness claim, and costs were higher. 
With Aetna cutting back its benefits in 1975, the Blues 
under FEHB represent the only widely available 


: FEHB plan with generous outpatient mental illness 


benefits. Indeed, in 1975 and 1976 mental illness bene- 
fits as a percent of total health benefits jumped almost 
04% to 7.7%. 

The average benefit and the distribution of the costs 
of mental illness benefits raise further questions. The 
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high average cost for those undergoing mental treat- 


ment indicates that such therapy involves more time- 
intensive treatments and is of longer duration than 
much of general medical care. Indeed; the distribution 
of costs indicates that a very small number of people 
account for more than half of the costs and that there is 
wide variation nationwide in utilization and costs. 

The Washington, D.C., area stands out in the 1973 
analysis, especially in the Aetna plan, since nearly 
one-half of its national mental illness costs were paid 
in the Washington, D.C., area alone. This, combined 
with other findings in 1973, was the primary factor in 
the Aetna cutback. 

Differential utilization by age is noteworthy, since 
benefits for younger enrollees and their spouses were 
primarily for outpatient treatments with psychiatrists 
and other professionals. On the other hand, children 
and older adults were more likely to receive mental 
illness benefits for hospitalization. Even when there 
are broad outpatient insurance benefits, children and 
older adults will not use them to the degree they do 
hospitalization benefits. Perhaps other constraints, 
such as the supply of interested and qualified pro- 
viders, are involved here. Perhaps children and older 
adults have a different kind and degree of mental ill- 
ness than do vounger adults; this possibility must al- 
ways be taken into account. 

This analysis raises key questions for claims review 


and peer review activities, which are critical in in- , 


creasing the accountability of the insurance plan and 
therefore the maintenance of the mental illness bene- 
fit. The ‘‘medical necessity and appropriateness’’ of 
mental illness treatments must be demonstrated. In 
addition, cost-effectiveness studies are necessary; 
these can document savings resulting from lower 
utilization of general medical services when mental 
illness services are provided. 

It is clear that coverage for mental disorder under 
national health insurance is dependent on accurate in- 
formation on utilization and costs, convincing deman- 
stration of the feasibility of quality and cost review for 
mental treatments, and information indicating the ef- 
fectiveness of these treatments. The issues are clear, 
although the outcome for coverage of mental treat- 
ments is in doubt. 
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' The Bent Twig: Psychiatry and Medical Education 


BY HENRIETTE KLEIN, M.D., AND EMILY MUMFORD, PH.D. f 


The authors note that an increase in psychiatry’ s 
involvement in the selection and education of medical 
school students. which historically has been limited 
and problematic, would benefit both the discipline and 
the profession in general. There is evidence indicating 
the need to pay attention to personal attributes in 
medical education, particularly in light of the 
incidence of problems in physicians (e.g., addiction, 
alcoholism, and suicide) that fall within psychiatry’ s 
area of expertise. Active participation by psychiatry in 
medical education might also help combat the 
cynicism that seems to develop during training and 
might contribute to consideration of ethical issues and 
to the fostering of emotional maturity. 


PSYCHIATRY has been accused of taking on too many 
roles and inappropriate tasks. However, in one situa- 


' tion where it should be an integral part of the system, 


psychiatry has been relatively inactive: this is the se- 
lection, monitoring, and nurturing of students in medi- 
cal schools. 

Medical college faculty do not believe they have the 
perfect solution for the selection and development of 
student physicians. The Medical. College Admission 
Tests (MCATs) are studied annually and their predic- 
tive power assessed. Current recruitment and screen- 
ing procedures are adequate for selecting students who 
have the cognitive skills to master required materi- 
al'(1-3), but as Korman and Stubblefield noted, ‘‘In- 
sofar as they select systematically, such variables as 
MCATs and premedical GPA [grade point average] 
identify smart, achievement-oriented, rather aloof in- 
dividuals who know how to get good grades” (1, p. 
409). 

Thus, although medical schools can boast of consid- 
erable success in screening for cognitive skills, there is 
little evidence that present methods work equally well 
in the selection of personal attributes. 

One survey of admissions committees (4) found that 
psychiatrists were generally underrepresented in se- 
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lection processes and were called in only when a non- 
psychiatrist had some question about possible psycho- 
pathology in an applicant. Psychiatrists are also under- 
represented in research on admissions variables and 
predictors of later performance as physicians. 

It is hoped that the recent increase in psychiatrists’ 
interest in studies of their own residents will lead to 
increased interest in selection and prediction (5). Holt 
and Luborsky's selection study of psychiatric resi- 
dents (6) demonstrated the discriminatory potential of 
psychological tests, but few American schools put 
much reliance on such screening. Such studies as that 
by Carter (7) provide promising leads for more effica- 
cious selection of residents. Extension of such studies 
could also be applied to selection of medical students. 

An article in the Journal of Medical Education, 
stated, 


For some years now, we have been hearing from med- 
ical school admissions officers and committees and from 
medical faculty members . . . about unusually high quality 
of the applicants who appear annually in great numbers at 
the doors of these professional education centers. ... 
However, one notes a strange silence about all this super- 
lative manpower four years later. (8, p. 123) 


Average Medical College Admission Test scores of 
students have risen, and now a "totally new” test, 
twice as long as the 30-year-old one, has been devel- 
oped ‘‘to eliminate racial and sex bias.’’ This concen- 
trated attention suggests a commitment to the notion 
that if students are bright enough, all will be well. Un- 
fortunately, personal attributes that are highly desir- 
able for physicians do not scale along with cognitive 
test performance. Further, there is far more to the suc- 
cessful development of physicians than selection of 
applicants. 


PROJECTED PERSONAL QUALITIES 


The personal qualities of the physician may be cru- 
cial in determining what patients do with medical ad- 
vice, and evidence from studies is not reassuring (9— 
13). In a carefully drawn sample of 576 households, 
Kasteler and associates (13) found that almost half 
(48%) of the upper-income and more than one-third 
(37%) of the lower-income families had changed doc- 
tors because of personal dissatisfaction. In this st 


as in others, ability and fees were rarely mentioned a A 


the reason for changing physicians. The respondent's 
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evaluation of the doctor as a person seems to be more 
closely related to **doctor shopping” than does the pa- 
tient’s socioeconomic status (13). 

Within medical schools, there is immediate evidence 
for the need to attend more to personal attributes in 
the education of physicians. Medical educators decry 
the excessive destructive competition of medical stu- 
dents, which leads to cheating and to vandalism in li- 
braries and laboratories. This hints that all is not well 
in either the selection or the medical education proc- 
ess. Evidence that increasing proportions of medical 
students are seeking psychiatric help cannot be as- 
sumed to be an indicator of faulty selection (3): indeed, 
awareness of the need for help may be an encouraging 
sign. However, the phenomena of severe psycho- 
pathology and of disaffection should be studied. Stu- 
dents' complaints about the deleterious impact of ex- 
cessive competition on their image of the medical ca- 
reer also deserve attention. 


Edwards and Zimet concluded their survey of medi- 


cal students with the comment, ‘‘This personal 
warmth and caring, once the hallmark of the physi- 
cian, appears to be unavailable to the young doctors 
who have been so severely deprived in that very area 
during their years of study and training” (14, p. 625). 
" Physicians are considered to be a high-risk popu- 
lation for suicide, drug addiction, and alcoholism (14— 
20). According to Coombs (21), physicians’ wives are 
also at risk for the same set of problems. The common 
tendency toward self-medication by doctors is said to 
begin in medical school and to be particularly marked 
during internship and residency (22-24). Clinical 
studies of addicted and alcoholic physicians report that 
many began to assume early in their careers that their 
special knowledge of drug action and addiction made 
them less prone than laymen to habituations and addic- 
tions. 

Thus there is evidence in the medical school years 
and afterward of an abundance of those very problems 
which fall within the realm of psychiatry for assess- 
ment, possible prediction of at-risk individuals, and 
socializing students who are still in medical school. 

It is not that psychiatric skills have proven to be ir- 
relevant in the few studies that have addressed the is- 
sue. For example, a study of 1,198 medical students at 
Johns Hopkins University provided a wide range of 
material that is available for all medical students (24). 
The researchers then pulled out the material on 9 stu- 
dents who had committed suicide and selected 2 
matched controls for each of them. These 27 protocols 
were then submitted to a psychiatrist who was blind to 
the number of suicides and controls. He was able to 
identify the 9 suicides from the available material (24). 

Several factors outside psychiatry contribute to in- 
attention to variables that psychiatry should be well 


' able to study in order to improve medical education. 


by 


Competition for a space in medical school has become 
fierce, sometimes unfair, and viewed with disfavor by 
oth sides of the medical school admission process. In 
1961-1962, there were 14,381 applicants for 8,483 


s 


HENRIETTE KLEIN’ AND EMILY MUMFORD 


eS. in 1974-1975, there were 46,624 applicants for 


14,703 places (25). In one state medical school, well 
over 5,000 qualified applicants sought admission for 
216 available spots. The numbers of people hurling 
themselves at the gates of medicine may abate; indeed, 
the number was down slightly in 1976 (26). However, 
there is every indication that medical colleges will con- 
tinue to have an abundance of bright and determined 
applicants in the near future. 

Compounding the problems that each medical 
school faces are the multiple applications that can- 
didates submit in the hope of increasing their chances 
for admission. This takes up the valuable time of over- 
worked admission committees and as'a result the inter- 
view, while still a semi-standard part of the admissions 
procedure, may be cursory. Further, interviews are 
not necessarily conducted by individuals who have 
good interviewing skills. Consequently, because it is 
often frequently misused, the interview has not been 
shown to be a powerful tool in predicting later per- 
formance in medical education (27-31). 

Applicants’ determination to gain the prized ad-nis- 
sion to medical school aggravates the tendency for fac- 
ulty to cling to selection criteria that are considered 
both **proven"' and legally unassailable. At times stu- 
dents do invoke *'civil rights’ and legal proceedings to 
support their demand to be admitted to or to stay in 
medical school. Once a student has been admitted, the 


mystique of an ^ inalienable right'' appears to float like . 


a fog over consideration of ultimate sanctions through- 
out the medical career. Reinforcing the tendency t5 re- 
tain students, even in the face of contraindicatiors, is 
the understandable perception within the profession 
that medicine is the only career. Thus, expelling a stu- 
dent is viewed as an act of aggression, even when it 
might in fact be an act of long-term wisdom for the 
student who has made an unwise career choice. More- 
over, there is the factor of the large investment that is 
made after the selection. The cost of educating a phy- 
sician is breathtaking: one medical economist has esti- 
mated that *'the cost to society of taking one high 
school graduate and turning him into a physician now 
exceeds $100,000 (32). In this context, reluctance to 
expel a student or to take a chance on new selection 
criteria is understandable. Grade point averages and 
scores on the Medical College Admission Tests are 
viewed as reassuringly ''objective'"' or ''scientific."' 
They are also relatively easy to use defensively should 
a student decide to initiate litigation. Such factors in- 
hibit admissions committees from experimenting with 
"unproven'' criteria and create a ‘“‘Catch 22” situa- 
tion, since there can be very little improvement with- 
out experimentation. 


THE BENT TWIG HYPOTHESIS 


The bent twig hypothesis, which states that tke im- 
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` of action in medical education. If the hypothesis were 


true, then more informed and carefully evaluated se- 
lection would be imperative. The extreme reluctance 
to expel students suggests a misplaced faith in the wis- 
dom of present selection procedures. It also suggests a 
misplaced faith that medical school inevitably pro- 


vides an environment for fruition. of emotional matu- 


rity and informed sensitivity to ethical issues and hu- 
man concerns, which are essential to the development 
of a good physician. An end result of both of these 
misconceptions is that once they have been selected 
and provided the requisite cognitive and technical 
skills, the *'twigs"' simply grow. Although in fact some 
may grow without sufficient emotional or ethical matu- 
ration, nearly all will enjoy a lifetime mandate for ser- 
vice, responsibility, and the social privilege and power 
that few other occupations enjoy. It has been reported 
that '*dropout rates have varied from a high figure of 
about twenty-five percent in the past to a present low 
of one and one-half percent" (29). Thus today's medi- 
cal student is almost destined to become and remain a 
physician. As access to a medical education became 
increasingly limited and attrition within the medical 
college dwindled, the need to search for criteria that 
would select the right “‘twigs’’—~and nurture them— 
became essential to the future of American medicine. 
It is ironic that the need for new selection criteria is 
emphasized constantly, but little new is investigated, 
particularly in areas to which psychiatrists could con- 
tribute. 


THE UNDERUTILIZATION OF PSYCHIATRY 


It is extremely unfortunate that psychiatry is not 
more involved in attending to the development of stu- 
dents who are selected and in monitoring and assess- 
ing that development. We know that some diminution 
of idealism is a common accompaniment of progress 
through medical school. We do not know enough 
about the conditions that foster maturation instead of 
cynicism, and it may be true that what is known is too 
little applied. 

What are the inhibiting factors within psychiatry it- 
self that reinforce its underutilization? In some medi- 
cal schools, as a result o? history, public image, and 
the structure of medical education—and sometimes 
their own attitudes—psychiatrists are rarely called in 
for advice on a specific applicant or student. As long as 
psychiatrists are viewed only as a court of last resort, 
their contributions are bound to be minimal. 

Psychiatry is a latecomer to medical education, 
which has been slow to change since the days of the 
Flexner report. Ás late as the 1950s, there were few 
psychiatric beds in teaching hospitals, and psychiatry 
was in many places part of the outpatient service, 
which is generally devalued in medical schools. 

Among the factors that have tended to place psychi- 
atry in a peripheral position in medical school decision 
making is the very nature of psychiatry, which permits 
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more independence from medical schools and hospi- 
tals than is found in other specialties. The surgeor 
must have his or her operating theater, agd orthopedic 
surgeons, radiologists, anesthesiologists, etc., must 
consult and work with one another. In contrast, psy- 
chiatrists frequently consult with psychologists or so- 
cial workers, a pattern that places them in closer al- 
liance with professions outside medical education. 
Following the patterns of their practice, psychiatrists 
are not much in evidence in the hospita! coffee shops, 
cafeterias, and doctors’ lounges, where many informal 
but important exchanges lay the groundwork for mu- 
tual respect and cooperation. If the medical school 
does not identify them as central to medical education, 
psychiatrists themselves all too often do not identify 
strongly with the medical college. They are seldom 
well represented in schoolwide events. Although ab- 
sence from coffee shops and ritual occasions may 
seem trivial, the consequences of such remoteness 
from the daily life of medical schools are far from in- 
significant. One aspect of personal influence in policy 
decisions in any complex organization is centrality in 
information exchange. Recommendations are en- 
hanced when the individual who makes them is in- 
formed on details of daily problems, alliances, and in-, 
formal power structures. 

There is another factor within psychiatry that inter- 
feres with its influence in medical education. The psy- 
chiatrist's primary emphasis is concern with people 
who suffer from emotional problems, and this empha- 
sis may at times adversely affect his or her usefulness 
on selection and promotion committees. Not infre- 
quently, a psychiatrist may be seen and may function 
as an apologist or therapist for a student. If the same 
psychiatrist then serves on promotion committees 
where the student-patient is discussed, he or she may 
well become an adversary of fellow faculty members 
and a champion of the problem student, who may later 
become a problem physician. The requirements for the 
role of ‘‘gatekeeper to medicine” on behalf of society 
and those for the role of therapist are very different. 


POSSIBLE CONTRIBUTIONS OF PSYCHIATRY 


How then can psychiatry contribute more signifi- 
cantly to decision making at crucial junctures through- 
put the medical education process? Fortunately, psy- 
chiatrists are automatically being forced to contribute 
somewhat more. Centralized services of the Associa- 
tion of American Medical Colleges allow pooling of spe- 
zific data, and regional screening interviews have been 
recommended. Public pressure is mounting for atten- 
tion to the emotional and social qualities of physicians. 
At the same time, psychiatric knowledge is becoming 
more essential in the teaching of medical students, 
which brings psychiatrists into more active participa- 
tion. Psychiatry departments cannot be effective N 
they conduct their teaching in an archaically isolate 
way that is not relevant to the average medical stu- 
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dent’s immediate interests. Fortunately, the current 
trend is to teach psychiatry in a way that is relevant to 
all ‘medical students. Increasing numbers of psychia- 
trists now serve as active members of medical, surgi- 
cal, and other departments through psychiatric liaison 
services. Also, increasing numbers of psychiatrists are 
becoming active participants in medical school deci- 
sions. 

Current studies of interviews, interviewers, and the 
final pooled decisions are beginning to provide data for 
replication and testing. Interview judgments can be 
translated into ratings that permit rapid com- 
parisons (33). A study of 79 postresidency students in 
training found that errors of overestimation of poten- 
tial growth were more frequent than errors of under- 
estimation (34). Studies of the interviewers also can 
provide clues to the use of the interview as a selection 
tool (35). As a study done at the Ohio State Medical 
School suggested, the selection and training of admis- 
sions interviewers is an extremely important task (36). 
In that study, overreliance on the written file, with its 
grades and scores, and the use of a barrage of highly 
directive specific questions were two frequent limita- 
tions on the ability of the interview to elicit much more 
than was already on the record (36). The interview, 
“when developed and recognized as a specific tool, can 
be a powertul instrument for gaining an estimate of 
present status and potential for growth in a defined set- 
ting. It can also be used throughout the medical college 
experience. 

More active participation of psychiatry in the medi- 
cal education process will lead to more effective use of 
psychiatrists’ contributions. It does appear that psy- 
chiatry has much to offer in terms of the development 
of self-awareness and perceptiveness in physicians. It 
also has much to offer as a counterforce to the devel- 
opment of the cynicism that is often reported as a con- 
sequence of medical education (37). Psychiatry has an 
important role in alerting students to ethical issues and 
reinforcing ethical values. 

As psychiatrists demonstrate that they can function 
effectively with other specialists on medical college 
committees rather than serving primarily as adver- 
saries or apologists for disturbed students, they will 
become an essential part of the decision-making proc- 
ess. Both society and medicine will benefit, and so will 
psychiatry. Psychiatry’s place, as Lindsay Beaton 
said, “‘is in the mainstream of medicine, not on its 
banks." 


REFERENCES 


l. Korman M, Stubblefield RL, Martin LW: Patterns of success in 
medical school and their correlates. J Med Educ 43:405-411, 
1968 

2. Wingard JR, Williamson JW: Grades as predictors of physi- 
cians’ career performance: an evaluative literature review. J 
Med Educ 48:311—322, 1973 

3y Haley JV: The medical college admission test as a predictor of 
grade factors. J Med Educ 48:98-100, 1973 

4. Evans R, Anderson D: The selection of medical students in 


23. 
24. 
25. 


26. 


27. 
28. 


29. 
30. 


3L 
32. 


33. 





HENRIETTE KLEIN: AND EMILY MUMFORD 


western Canada. Can Med Assoc J 96:473-480, 1967 


. Pasnau RO, Bayley SJ: Personality changes in the first year of 


psychiatric residency training. Am J Psychiatry 128:79-84, 1971 


. Holt R, Luborsky L: Personality Patterns of Bsychiatrists. New 


York, Basic Books, 1958 


. Carter D: Selection of psychiatry residents at the University of 


Colorado. Presented at the 123rd annual meeting of the Ameri 
can Psychiatric Association, San Francisco, Calif, May 11-15, 
1970 


. McKee FW: Physicians for the care of the sick. J Med Educ 


Supplement, Nov 1970, pp 122-127 


. Sackett D, Haynes B (eds): Compliance with Therapeutic Regi- 


men. Baltimore, Johns Hopkins University Press, 1976 


. Mumford E: The responses of patients to medical advice, in Un- 


derstanding Human Behavior in Health and Iliness. Editec by 
Pardes H, Simons R. Baltimore, Williams & Wilkins, 1977, pp 
405-416 


. Davis M: Variations in patients’ compliance with doctors” ad- 


vice: an empirical analysis of patterns of communication. Am J 
Public Health 58:619-625, 1968 


. Korsch B, Nigrete VF: Doctor-patient communication. Sci Am 


227:66—74, 1972 


. Kasteler J, Kane RL, Olsen DM: Issues underlying prevalence 


of ‘‘doctor-shopping’’ behavicr. J Health Hum Behav 17:328- 
339, 1976 


. Edwards MT, Zimet CN: Problems and concerns among medi- 


cal students— 1975. 1 Med Educ 51:619-625, 1976 


. Blachly PH, Disher W, Roduner G: Suicide by physicians. Buil 


Suicidology 4:1-18, 1968 


. Vincent MO, Robinson EA, Latt L: Physicians as patients: pri- 


vate psychiatric hospital experience. Can Med Assoc J 100:403- 
412, 1969 


. Glatt MM: Alcoholism and drug dependence in doctors and 


nurses. Br Med J 1:380-381, 1968 


. Leading article: Doctors’ disease. Br Med J 4:567-568, 1957 
. a Brook MF, Hailstone JD, McLauchlan IEJ: Psychiatric illness 


in the medical profession. Br J Psychiatry 113:1013-1023, 1967 


. Garb S: Drug addiction in physicians. Anesth Analg 48:129-133, 


1969 


. Coombs RH: The medical marriage, in Psychosocial Aspects of 


Medical Training. Edited by Coombs RH, Vincent CE. 
Springfield, Ill, Charles C Thomas, 1971, pp 133-167 


. Raskin M: Psychiatric crises of medical students and the impli- 


cations for subsequent adjustment. J Med Educ 47:21C-215, 
1972 

Lewis CE: Illness behavior and academic performance among 
medical students: implication for preventive medicine. Arch 
Environ Health 12:776-780, 1966 

Epstein LC, Thomas CB, Shaffer JW, et al: Clinical eie 
of physician suicide based on medical student data. J Nerv Ment 
Dis 156:19-28, 1973 

Crowley AE: Medical education in the United States 1973-74: 
introduction. JAMA Supplement, 1975, pp 1-2 

Association of American Medical Colleges: The medical school 
application process, in Medical School Admissions Require- 
ments 1977-78—U.S. and Canada. Washington, DC, AAMC, 
1977, p 25 

Gough HG: Nonintellectual factors in the selection and evalua- 
tion of medical students. J Med Educ 42:642-650, 1967 

Gough HG, Hall WB: An attempt to predict graduation from 
medical school. J Med Educ 50:940-950, 1975 

Calkins EV, Richards JM Jr, McCanse A, et al: Impact on ad- 
mission to a school of medicine of an innovation in selection 
procedures. Psychol Rep 35:1135-1142, 1974 

Rhoads JM, Gallemore JL. Jr, Gianturco DT, et al: Motivation, 
medical school admissions, and student performance. J] Med 
Educ 49:1119-1127, 1974 

Rosenberg ML: Increasing the efficiency of medical school ad- 
missions. J Med Educ 48:707-717, 1973 

Fuchs V: Improving the delivery of health services. J Bone Ioint 
Surg (Am) 51:407-412, 1969 

Zubin J: A brief survey of the interview, in The Appraisal of 


323 ` 


r———— ———Á—————ÁÁ—— —— P — —— á—— HÀ — 


n maaraman cts arri a aA Ra a 


) 


THE BENT TWIG 


324 





Applicants to Medical Schcols (pamphlet). Washington, DC, 234, 1976 


Association of American Medical Colleges, 1957 

34. Klein HR: Psychoanalysts ia Training: Selection and Evalua- 
tion. New Yark, Columbia University Press, 1965 

35. Antonovsky A: Student selection in the School of Medicine, 
Ben-Gurion University o? the Negev. Br J Med Educ 10:219- 


Med Educ 51:332-334, 1976 
Sociol Rev 23:50-56, 1958 


Early Review of Annual Meeting Papers 


In order to speed the review and publication process for annual meeting papers, the Journal 
will accept for review final versions of papers that are ready before the meeting. Authors 
must nof submit their papers before the meeting if they expect any substantive revisions 
due to discussion at the meeting, further research, etc. The version received for review 
must be in final form and double-spaced throughout, and it must conform to Journal style 
as described in “‘Information for Contributors." The paper must be clearly labeled *'final 
version," anc the address and phone number of the corresponding author must appear on 
the title page. Authors should also submit a ccver letter indicating that their manuscript is 
ready for review and that no major changes are anticipated. These papers will be sent out 
for review as soon as possible; of course, none can be published before the meeting date. 


If vou do not use this early submission option but do wish your paper to be considered by 
the Journal, tne process will be expedited if ycu can bring three copies of the final version 
to Atlanta. However, if you feel that the paper will need revision after the meeting, do not 
submit it to the session secretary. 


We hope that these changes will expedite the processing and potential publication of work 
that is in final form before the meeting. 


Am J Psychiatry 135:3, March 1978 


36. Litton Hawes E, MacLean IC, Hines MH: An analysis of the 
communication process in the medical admissions interview. 


37. Becker HS, Geer B: The fate of idealism in medical school. Am 





! Am J Psychiatry 135:3, March 1978 


Observations on the Theoretical Bases for Seclusion of the 
( Psychiatric Inpatient 


BY THOMAS G. GUTHEIL, M.D. 





Contemporary controversy concerning the seclusion 
of psychiatric inpatients is focused primarily on the 
issues of civil rights and behavior control. The author 
believes that we are in danger of losing sight of the 
therapeutic aspects of this treatment modality. He 
offers a brief review of the theoretical and clinical 
rationale for seclusion. 


RECENT LITIGATION in Massachusetts and con- 
troversy elsewhere concerning the use of seclusion 
rooms, or **quiet rooms,” in psychiatric hospitals has 
brought this mode of intervention under public scrutiny, 
' not always with scientific detachment. Seclusion has 
been popularly linked to solitary confinement or “‘pun- 
ishment’’ in a behavior modification paradigm. There 
are two major sources for this view: seeing seclusion 
out of context as merely a locked door curtailing free- 
dom, and lack of familiarity with the rationale behind 
seclusion as a treatment modality, so that one loses 
sight of its therapeutic purpose. 

In my experience the rationale for the clinical use of 
seclusion has passed so thoroughly into clinical prac- 
tice on psychiatric wards that its principles are now 
more implicit than articulated. Although the subject 
may be overly familiar to the hospital psychiatrist, the 


moment may be opportune, for the reasons cited ear- . 


lier, to delineate the theoretical bases for this form of 
clinical intervention in order to balance, with clinical 
perspective, the limited view of seclusion as only a 
civil rights issue of freedom versus behavior control. 


HISTORICAL REVIEW 


To reinforce the thesis of this paper concerning the 
contemporary use of seclusion, it is appropriate to re- 
view for perspective the grim past of this measure. 
Greenblatt and associates (1) captured the atmosphere 
of mid-century prephenothiazine seclusion—an atmo- 
sphere that, regrettably, is believed to represent all se- 
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clusion today, much as if the electroconvulsive thera- 
py (ECT) depicted in the movie ‘‘One Flew Over the 
Cuckoo’s Nest” were current universal practice: 


There one often saw naked persons living in their own 
excreta, terribly hostile, repressed, or crushed. . . . Often 
they turned against themselves, ripped their clothes, or 
pounded their bodies.. Behind locked doors and without 
easy access to toilet facilities, they emptied bladder and 
bowel. Any physician with experience in hospital psychia- 
try has seen all this and more—fire-setting in the seclusion 
room, hangings, ingenious escapes, barricadings . . . de- 
hydration, infections of bruises and lacerations, exhaus- 
tion and delirium, fevers and sepsis. (1, pp. 55-56) 


The procedures used to eliminate this '*major evil" 
read like a synopsis of 25 vears of hospital psychiatry: 
enlistment of all ward personnel into the treatment 
team, improved socialization and physical environ-. 
ment, increased awareness of milieu dynamics in- 
cluding countertransference, and—fundamentally—re- 
newed perception of the patient as an understandabie, 
suffering person. Dramatic reductions in the need for 
and use of seclusion were possible under this regimen. 

Caudill observed that ''the seniors, residents and 
nurses tended to show’ considerable guilt over their 
participation in the use of seclusion. . . . On the other 
hand, the patients had a much less guilty and more ac- 
cepting view of seclusion’ (2, p. 170). 

In 1962 Barton noted two objections to seclusion 
that I will address later in this essay: 


Seclusion for disturbed behavior in a ‘‘seamless room" 
under conditions of reduced stimuli may exaggerate the 
sense of unreality and distortion of perception already 
present in the schizophrenic patient. . . . [The use of se- 
clusion under the following circumstances] is open to seri- 
ous question. The patient asks to go into seclusion be- 
cause he might harm himself or others. Thus gratification 
of unconscious fantasy or of infantile dependency needs is 
made possible by seclusion that provides a retreat and 
serves as a catalyst for a regressive experience. (3, p. 129) 


DEFINITION 


In contrast to these historical views, we might de- 
fine secluston in the present context as the process 
whereby a psychiatric inpatient voluntarily or in- 
voluntarily is placed for a specific time in a seclusion 
room, which is generally a securely built, small room, 
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either unfurnished or minimally furnished in a way de- 


signed to minimize injury to self or others (this may 
involve, for example, shielded light fixtures and win- 


^ dows that cannot be broken or used for escape). In 


addition, the typical seclusion room has a lockable 
door with an observation window. In some parts of the 
country the padded cell is still used. 

The location of the seclusion room varies greatly 
from institution to institution and raises the question: 
How seclusive can the seclusion room be and still 
function as a legitimate part of the ward? As a point of 
reference I shall take the arrangement at the Massa- 
chusetts Mental Health Center because it is most fa- 
miliar to me. At the center, seclusion rooms are lo- 
cated on the main corridor of the ward in close proxim- 
ity to the nursing stations and nursing offices; patients 
in these rooms thus remain near the geographic center 
of the ward and near the center of milieu activity and 
attention. 


THEORETICAL BASES OF SECLUSION 


The theory of seclusion rests on three interrelated 
principles: containment, isolation, and decrease in 
sensory input. 


Containment 


* The core of this principle is the restriction of a pa- 
tient's movement to a plaze that is safe in two senses 
of the word: the patient is safe from both self-injury 
and the possibly damaging consequences of injury to 
others, including personal guilt over his or her behav- 
ior, and the ward is safe from the patient's out-of-con- 
trol actions and impulses. This two-fold element of 
safety plays the largest rcle in the feeling of reassur- 
ance that the patient in seclusion experiences. 

The phrase ‘‘out-of-conirol’’ requires brief elabora- 
tion. In simplest terms, the patient is considered to 
have some conscious internal control over his cr her 
own actions depending on his or her clinical state and 
degree of regression. The ward (1.e., resident and staff) 
assumes a degree of exteraal control over the patient 
in a complementary way to achieve a balance of safety 
for all concerned. These negotiations are understood 
to occur in the context cf the overall treatment al- 
liance. 


Isolation 


This second principle addresses the particular vul- 
nerability of the seriously ill to a variety of forms of 
pathological intensity in relationships. The problem is 
most severe when the relationships are subject to the 
most extreme misinterpretations (as when, for ex- 
ample, a patient may see someone scratching his head 
and interpret this as a hostile rejection). ‘When each 
person—staff or patient—on the ward is experienced 
as salt rubbed against the open wound of the patient's 
distress and agitation, the :solation from relationships 
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provided by seclusion may serve as an oasis—perhaps 
the only oasis—of relief from this interpersonal tor- 


ment. This isolation may be particularly valued by the’ 


patient in the paranoid panic; the seclusion room may 
represent the only living space from which the pa- 
tient's ‘“‘persecutors’’ are barred and in which they 
cannot hide to take him or her unawares. 

I might mention in passing a corollary of isolation 
related to the notion of mastery of space. This concept 
pertains to the way in which the patient's freedom of 
movement on the inpatient ward is negotiated. Initially 
the patient is usually given only a part of the total ward 
space to master, to familiarize himself with, to exhaust 
of surprises, and to make his own. In a gradual and 
graduated manner, the patient is given more space 
and, consequently, more chance for exploration, more 
possibilities of interpersonal encounters, more de- 
mand on his intrapsychic equilibrium—in effect, more 
responsibility. For the very agitated patient, the seclu- 
sion room represents the zero point on this continuum; 
it is a specific, small piece of terrain, capable of being 
taken in as a whole, without distraction from orna- 
mentation and without other people around. 


Decrease in Sensory Input 


This principle represents the ‘‘quiet’’ in ''quiet 
room” (as seclusion rooms are often called).! The un- 
derlying concept 1s that the seriously ill are vulnerable 
not only to loss of impulse control and the demands of 
interpersonal relatedness but also (some would say es- 
pecially) to sensory input along all modalities; to 
sound (noise), smell, sight, touch, and occasionally 
even taste and vibration. Vonnegut vividly captured 
the hyperesthesia of the psychotic state: "Towards the 
end, birds became as deafening as jackhammers and 
my friends as monstrous and threatening as cops” (4, 
p. 92). The uniformity and consistency of the sensory 
input in seclusion produce a relative monotony that 


provides welcome relief from the sensory overload 


supplied by even a quiet ward to patients in those clini- 
cal states for which seclusion is most useful. 


USES OF SECLUSION 


The clinical conditions for which the patient and 
staff may find seclusion most useful include psychotic 
or catatonic excitement, acute mania, paranoid condi- 
tions, homosexual panic, delusional panic, toxic 
states, and the like. However, such clinical conditions 
are not identical to the legally defined conditions under 
which seclusion may be used. It must be underscored 
that these legal elements in actual practice cover in- 
voluntary seclusion. A number of patients, familiar 


'The distinction between isolation in relationships and decreased 
sensory input may, of course, be blurred in practice; they may be 
distinguished by the fact that the former primarily concerns the 
Jects in relationships, while the latter concerns the percepts in a 
aituation. 
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with the effects of the quiet room, seek it out volun- 
.tarily in order to feel safe, to feel relieved, to have a 

( plàce to scream as a release of tension, or to think 
without distraction. Except in cases in which the treat- 
ment team feels such use of the room is excessively 
regressive for a particular patient's clinical state, pa- 

P tients are generally allowed to make use of seclusion in 
this constructive way. 

Even though the clinical benefits to patients may be 
similar, the use of seclusion against a patient's will is 
quite another matter. In Massachusetts the law per- 
mits seclusion in the following situations?: 


only in cases of emergency such as the occurrence of, or 
serious threat of, extreme violence, personal injury, or at- 
tempted suicide; provided, however, that written authori- 
zation for such restraint is given in advance by the super- 
intendent or by a physician designated by him for this pur- 
pose or if the superintendent or the designated physician 
is not available, nonchemical means of restraint may be 
used; provided, however, that said use is reported to the 
superintendent or to the designated physician within eight 
hours of said use. Any use of restraint shall be reviewed at 
least every eight hours by said superintendent or physi- 
cian, who shall authorize in writing its continuation or 
cessation and shall make written record of the reasons for 
any such use and of his review. (5) 


wee 























It must be understood that seclusion as an inter- 
e vention represents a last resort. The earliest inter- 
» ventions are verbal: talking with the patient in distress; 
offering support, exploration, or just company; work- 
ing with the basic treatment alliance to prevent in- 
creased tension or agitation. Should this fail, the pa- 
tient's space may be altered to relative isolation, e.g., 
the patient may be restricted to a portion of the ward 
or his or her room for a time while continuing the dia- 
logue. Only in the event of the inefficacy of this se- 
quence is seclusion proffered; if refused, it may be in- 
voluntarily instituted in accord with the legal sanctions 
just described. Through continuing observation and/or 
communication with the secluded patient, the treat- 
ment alliance 1s preserved, although often in attenu- 
ated form. 

The clarity of the statute, Bee ite doés not in- 
variably correspond to the often clouded clinical situa- 
tion; the gray zone in this case is the period just before 
the development of the unequivocal emergency (as- 
sault, etc.). Since it is in no one's interests—the pa- 
tient's or staff's—for actual assault to take place, the 
use of seclusion may be anticipatory. Shore (6) has 
commented: 


Seclusion is used as a humane méthod of preventing situa- 
tions getting out of control. . . . The staff is sensitive to 
EM tension building up in patients, and particularly with as- 


?In a bona fide emergency situation, nursing staff may seclude some- 
one legally if a physician authorizes it as soon afterward as possible. 

number of legal provisions cited in the statutes in relation to food, 

toileting, and the like are omitted for the sake of brevity, since we 
are here more concerned with theory than with legal specifics. 
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saultive patients, they become aware of the sequence of* 
events which can lead to violence. These include in- 
creased tension, agitation, verbal outbursts, threatening 
looks—the whole panoply of behavioral cues whick. in- 
dicate the threat of violence. 


It is evident that this anticipatory use of seclusion 
places on the treatment team the burden of responsi- 
bility for decision making—decisions based on the 
careful performance and equally careful documenta- 
tion of the clinical assessment process. 

In considering the use of seclusion it is important to 
ask: what would be the alternative interventions? 
They would appear to be three in number: administra- 
tive, interpersonal, and somatic. 


Administrative. In such cases the assaultive padent 
may be transferred to a high-security or closed-door 
facility. Although this epproach effectively controls 
assaultiveness, it deprives the patient of the already- 
formed relationships wita staff and thus leaves him or 
her without a vital resource to a degree that mav se- 
verely worsen the patient's condition. In exceptional 
cases administrative discharge may be employed, usu- 
ally in instances of willful or self-indulgent violence by 
patients with character disorders; this approach may 
place the community as well as the patient in some 
danger and is thus rare in practice. 


Interpersonal. Certain episodes of impending vio- 


lence may be aborted by large amounts of staff contact 


or, in crises, the ‘‘show of force" produced by con- 
fronting the patient with four to eight staff members, 
preferably large and male; this can calm some patients 
by conveying the message that they can and will be 
controlled. However, in crowded and understaffed 
hospitals and mental health centers, this approach is 
frequently impossible (because of understaffing), im- 
practical (because of the disproportionate use of large 
numbers of staff for one patient), or unsafe (since the 
remaining patients go uncared for during the c- isis). 
Moreover, all modes of intervention using peop-e are 
inherently stimulating and may thus be less efficacious 
than the isolation of the seclusion room. 


Somatic. Somatic modes of intervention include 
ECT and psychotropic medication. ECT may pe an 
obligatory (and lifesav:ng) intervention of cho:ce in 
suicidal crisis and catatonic states. However, it takes 
time to work, there remains the question of where the 
patient will be between treatments, and the treatment 
is usually indicated at the very times when the pa- 
tient’s competence to give consent is most moct. Al- 
though chemotherapy :s undeniably effective, it also 
requires some time to take effect and is not without 
risks in both direct effects and side effects. When se- 
clusion is properly applied in the presence of contin- 
uing observation and monitoring of the patient, no sci- 
entific evidence exists to suggest that its side effects 
are greater than those encountered with medication or 
ECT; my colleagues and I feel that the side effects are 
significantly less. 
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EFFECTS OF SECLUSION . 


The effects of seclusicn for the most part reflect the 
uses earlier no£ed; certain additional effects might be 
noted for completeness. 


Seclusion envy. It is not uncommon in the culture of 
an inpatient ward for seclusion to symbolize an end 
point, a maximum; this maximum may be valued by 
patients as a form of caring (which it certainly is) or 
attention (which it is in part). This concept helps make 
comprehensible the occasional bitter protestations 
from patients who feel that another patient's being se- 
cluded demonstrates rank unfairness or favoritism, 
since the protester was ezsily as much out of control as 
the secluded patient. 


Lasting anathema. On occasion a patient may re- 
gard seclusion as a major insult or narcissistic injury 
and feel that no benefit derived from it whatsoever; 
occasionally, lasting grudges and bitterness may de- 
velop. Clinical experience suggests that this outcome 
does not necessarily imply the inappropriateness of se- 
clusion as the intervention used at the time; however, 
for perspective we might note that lasting grudges 
have developed around all treatment modalities, in- 
cluding nondirective psychotherapy. 


Abandonment. While this outcome represents more 
an abuse than an effect of seclusion, we would do well 
to remind ourselves that seclusion is not inevitably be- 

‘nign under all circumstances or in all institutions. Pa- 
tients have been secluded in distant wings of large 
wards and essentially forgotten. I suggest that this ap- 
proach represents abandonment of the patient in con- 
trast to any defensible mode of treatment. As a corol- 
lary, the use of seclusion as z substitute for staff atten- 
tion (rather than as a modality that includes staff 
attention as part of its use) vitiates a large part of its 


. effectiveness in crises. Under such conditions of mis- 


use, the effects of seclusion can be dehumanization, 
decreased self-esteem, and sensory deprivation so 
gredt as to produce, rather than ameliorate, agitation 
and disorganization of thought. 


TERMINATION OF SECLUSION 

When the patient's internal control system is once 
again in charge, when the crisis is passed and per- 
spective returns, or, for that matter, when other 
modes of intervention (staff contact, medication) have 
made their contribution so that the patient is no longer 
dangerous to self or others, it is time to terminate se- 
clusion. This decision requires as much careful assess- 
ment and clinical acumen as the decision to institute 
seclusion. Experience dictates z gradual, stepwise re- 
turn to increased freedom of movement for the patient 
after a short period of seclusion to permit acclimatiza- 
tion and *'reentry"' to the increased level of stimula- 
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tion of the ward. This process of negotiation serves the 


additional essential function of reestablishing the full, 


working treatment alliance with staff. 


@ 


COUNTERTRANSFERENCE ASPECTS 


As with all modes of therapeutic intervention, the 
proper use of seclusion can be contaminated by staff or 
therapist perceptions and reactions that are in- 
appropriate to the current situation. These phenomena 
may be broadly subsumed under the rubric of counter- 
transference. Briefly, they include seclusion as an ac- 
tive avoidance of interpersonal verbal communication 
with the disturbed patient; seclusion in response to 
anxiety in the treatment team that is not merely the 
response to the patient’s actual agitated state; seclu- 
sion out of some notion of punishment rather than 
treatment; and seclusion not because the patient is 
dangerous but because he or she is hostile, querulous, 
obnoxious, irritating, or insulting. 

All of the foregoing represent deviations from the 
desirable standards of patient care in the use of seclu- 
sion. Distinguishing between the use and the abuse of 
seclusion is the challenge of the same clinical assess- 
ment process employed with all other interventions. 
The standards of medical and nursing care necessary 
to safeguard the therapeutic use of seclusion are 
achieved in the customary manner through education, 
supervision, monitoring, and review. 


CONCLUSIONS 


Seclusion represents a safe and effective form of 
therapeutic intervention with an inpatient when it is 
used as part of an active treatment program involving 
close clinical assessment and monitoring of the patient 
3y attentive, trained, and sensitive staff. In certain 
types of crisis it is superior in efficacy to medication 
and ECT and may have fewer side effects. Its ef 
fectiveness is severely compromised when it is mis- 
used in anv one of a variety of ways, as this essay has 
outlined; yet it remains of central importance in the 
therapeutic armamentarium of hospital psychiatry. 
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Patients’ Views of Placement Facilities: A Participant-Observer 


Study 


BY ROGER CHRISTENFELD, PH.D., AND YOOSUF A. HAVELIWALA, M.D. 


The authors report a study in which five student nurses 
from a psychiatric hospital observed and talked with 
released patients in their new environments—family 
care homes, adult and boarding homes, nursing and 
health-related facilities, and their own family homes. 
Overall, these ex-inpatients seemed responsive to the 
physical and social features of their new 
environments. Some of the aspects most often noted 
as beneficial may have implications for inpatient 
facilities in terms of architecture, decor, clear 
differentiation of subunits, and greater exchange of 
information between inpatient and field staff. 


"THE RESETTLEMENT in the community of hospitalized 
mental patients has become a highly politicized issue, 
partially because there has not been convincing evi- 
dence of its real value for the patients involved. Many 
mental health systems are now operating on the re- 
ceived wisdom that it is better for virtually all patients 
to avoid the regressive and dislocating forces of insti- 
tutional life, but other observers believe that the 
chronically disabled are being moved to facilities that 
are inadequately prepared to care for them. Well-con- 
trolled evaluation studies are hard to come by in this 
climate, particularly in light of widespread dis- 
agreement on outcome measures that would serve as 
criteria of success. Ás a step toward developing a 
methodology grounded in the reality of these patients' 
lives, an investigation was undertaken by the Harlem 
Valley Psychiatric Center, an institution of the New 
York State Department of Mental Hygiene. The study 
did not use any prepared, structured, or standardized 
survey instruments but was carried: out by specially 
trained personnel sensitized to the patients' situations. 


METHOD 


During the spring of 1975, five student nurses visited 
many of the places where former inpatients live after 
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they are released from the Harlem Valley Psychiatric 
Center. The nurses, who had no specific theoretical 
orientation, each spent 30 hours in participant obser- 
vation of the patients' circumstances. They talked to 
the patients about what pleased or displeased them 
about their situations, trying to imagine what those sit- 
uations are like for patients. They reported on the pa- 
tients' views of their lives, which sometimes differed 
markedly from what an outside judgment might be be- 
cause of the patients' individual expectations, adapta- 
tions, and needs. The nurses were not testing any hy- 
potheses but instead attempted to determine what fea- 
tures of those environments most significantly affect 
the residents. 

Almost all of the patients released from Harlem Val- 
ley to “the community" live in one of four standard 
settings: family care (accounting for about 2096 of the 
placements), adult and boarding homes (approximate- 
ly 22%), nursing and health-related facilities (42%), 
and with their own families (16%). These environ- 
ments are broadly representative of the majority of re- 
leased chronic patients around the country, although 
the percentages may be different. In terms of diag- 
noses, patients with a primary diagnosis of alcoholic 
disorder are underrepresented in this study because 
they do not remain in supervised settings as long as 
other patients do. 

Before thev visited the placement facilities, the stu- 
dent nurses, all of whom work on Harlem Valley 
wards, thought that too many patients were being re- 
leased too soon and ill-prepared. They believed that the 
care, comfort, and hospitality that these individuals re- 
ceived as inpatients—the vestigial ideals of a state hos- 
pital—could not be equaled in the community by pri- 
vate enterprise. From the very first week of field work, 
this viewpoint changed radically, and their most strik- 
ing conclusion was that patients are clearly happier af- 
ter they have been released from the hospital. This 
added a new focus to the nurses' task, that of identi- 
fying what features of the outside environment might 
be imported to make the inpatient experience more 
satisfactory. 


RESULTS 
Family Care Homes 


In family care homes, 1-10 patients live with a pri- 
vate family. Patients most commonly viewed family 
care status as transitional, whether or not that view 
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‘was in accord with the real probabilities. In talking 
about their present situation, the patients adopted two 


^ distinct vantage points. Compared with their life in the 


hospital, they Welcomed a new sense of freedom. They 
were able to do many things they like, e.g., sewing, 
visiting the library, doing housework. They particular- 
ly appreciated the freedcm to return to their bedrooms 
during the day or to go for a walk. They could be alone 
when they wished. These ex-patients gratefully as- 
sumed the personal responsibility and chance to con- 
tribute in household job assignments. Many patients 
commented favorably cn the comparative quiet of 
their new surroundings and were glad to be free of 
shouting and ‘‘fights’’ between ward staff and patients. 
However, they did miss some of their old attendants 
and were eager to hear of them. Their relationships with 
family care proprietors seemed more natural in that 
the staff members are present day and night rather 
than being on three separate shifts. Most prominently, 
the patients missed the round of regular, scheduled ac- 
tivities at the hospital. Several of them complained 
about boredom in their new locations, especially on 
weekends. The level of activities is highly variable 
among family care homes and seems to be lowest 
when the proprietors are elderly and do not drive 
a car. Lack of transportation is a critical factor. Al- 
though a hospital bus brings patients to sheltered 
workshops and day programs, many of them said they 


. wanted more contact with the outside world. 


M 


From the other vantage point, patients compared 
the family homes to where thev would like to be in the 
future, i.e., living on their own. In that respect, they 
resented the remaining ru:es and subjection to author- 
ity. Almost all of them said they now wanted the addi- 
tional freedom of living alone, and many of them—par- 
ticularly the younger ones—said they were trying to 
find jobs, which is the prerequisite to living independ- 
ently. However, there was no evidence that many ac- 
tually succeeded in moving on from family care, al- 
though since this study was done Harlem Valley has 
started a utilization review with criteria for continued 
stay in these homes. 

Only one patient expressed a wish to return to his 
own family; several felt that their families had rejected 
or betrayed them. Nevertheless, they welcomed visits 
from their families and were glad that visiting hours 
are unrestricted. However, the person with whom 
they tended to discuss their problems was the hospital 
social worker, who makes weekly or semi-weekly 
visits. 

The nurses were surprised that they did not elicit 
any complaints about eccnomic hardship or lack of 
privacy. Whatever an outsider's view may be of the 
root causes of these patients' distress, their complaints 
centered on boredom and isolation. Thev did note the 
challenge of learning how to budget their money, 
which they generally received in lump sums rather 
than in the metered disbursement of the hospital. They 
are also no longer taken shopping, which presents an- 
other major skill for them to master. In all, family care 
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seemed to represent a greater leap from institutional to 
semi-independent life than the other facilities visited., 


Adult and Boarding Homes . 


To the student nurses, the adult homes seemed like 
mini-institutions, but the ex-patients do not see them 
that way. They told the nurses that it felt like being in a 
hotel, and there are several aspects of both the phys- 
ical setting and relationships with staff that would pro- 
mote such a feeling. The homes have private and 
double bedrooms and baths, are colorful, decorated, 
airy, and bright. The windows are at eye level and the 
residents often look out. There are carpets, amenities 
such as aquariums, and very few big, bare rooms, but 
many alcoves instead. One home has a much admired 
pet dog. Things are not locked up, and the residents 
display many personal possessions such as photo- 
graphs. The doors are not locked nor the windows 
barred, and the barrier between adult home and out- 
side world is relatively permeable. The residents eat 
outside in the summer and can leave during the day, in 
some cases for jobs. 

Residents in homes that are in cities or near colleges 
eagerly attend a wide range of activities at churches 


and other communal centers. For all released patients, . 


transportation, especially to centrally located voca- 
tional rehabilitation, is difficult and expensive. There 
would be an eager clientele for increased bus service 
run by the hospital or another agency that could bring 
these ex-patients to recreational and service facilities. 

There is more freedom and less authoritarian dis- 
cipline in these homes than in the hospital, perhaps 
because they are smaller. The residents feel that staff 
members recognize more of their individual interests. 
In the hospital, the patients encountered a tighter hier- 
archy, more rules, and more waiting. The inpatient 
staff seemed to them more overworked, tense, and 
controlling than the staff of the homes. Some residents 
mentioned that in the homes they are no longer phys- 
ically pushed. 

Some of these differences may not be attributable to 
ihe smaller scale of the adult and boarding homes and 
may result, paradoxically, from the fact that aides 
there are unprepared for mental patients, 1.e., are not 
‘‘professionalized.’’ The ex-patients in these homes 
are comparatively unsupervised. On one hand, this 
seems to allow them to act out more without restraint. 
On the other, it means that they look after themselves 
and their rooms to a greater extent and develop con- 
siderable mutual concern. There were many instances 
of ex-patients being taught by their friends. They men- 
tioned that they are talked down to less often and are 
not treated like children as much as they were in the 
hospital. However, the nurses thought that residents 
had inadequate rights in handling money. 

The adult and boarding residents seemed alert, smil- 
ing, neatly dressed, and well-kept, and they were de- 
lighted to talk to strangers in their own residence. 


None of them mentioned any possibility.of moving on™ 


from these homes. 
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Nursing Homes and Health-Related Facilities 


'There seemed to be a wider variation among these 
facilities thah among the other categories. Most were 
decorated and arranged in ways that appeared to 
please the residents, who appreciated place settings 
aM and flowers on the dinner tables and curtains on acces- 

sible windows. Special features such as low faucets 
and light switches helped to make the residents more 
self-sufficient. 

The nurses viewed some of the homes as no better 
than hospital wards, with the residents deprived of 
their old hospital friends. These homes were noisy and 
the day rooms were inadequately lighted. The resi- 
dents complained that there were more regulations, 
such as restrictions on where they could hang stock- 

| ings to dry. The extent of community activities seemed 
[ to vary along the rural-urban continuum; residents of 
5 urban homes attended many activities, while those in 
the countryside reported that they rarely got away 
from the home at all. 

The nurses thought that the staff of nursing homes 
and health-related facilities were generally resentful 
and even frightened of mental patients, believing that 
they are bevond reach. There was, as in the adult 
homes, an apparent compensating concern among the 
residents for one another and some pr:de in the help 
they could offer those who were less functional than 
themselves, and in what they contributed through 
household tasks toward maintaining the appearance of 
the homes. There also seemed to be a widespread feel- 
ing of belonging. 


4 . 


Patients’ Family Homes 


The nurses were strongly impressed in visiting the 
households of returned patients by the continuing evi- 
dence of pathogenic field forces that may have origi- 
nally contributed to hospitalization. They identified 
two major family syndromes. One involved serious 
pressure by the ex-patient's spouse that was seen as 
exploitation, largely in an economic sense. The other, 
more frequent, pattern was over-protectiveness and 
babying, which retarded rehabilitation. The nurses 
considered all the families they saw as suitable can- 
didates for family therapy. In one, both the mother and 
daughter, who were living together again, had been 
Harlem Valley inpatients. 

Some of the ex-patients had developed a new social 
network composed of other returned patients they had 
known in the hospital. The value of these relationships 
was questioned by the nurses, who thought that pa- 
thology was the common denominator. 

The nurses concluded that the distinctive feature of 
returning to one's own family is that it prevents the 
patient from thinking only of himself, involving him 
ineluctably in the dynamics of the intimate group. The 
benefits of this step, however, are lessened or negated 
in the many cases where those dynamics are stressful 
or disordered. 
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General Conclusions ‘ 

The former inpatients, other than those rare individ- “*| 
uals who are totally noncommunicktive, seemed 4 
broadly responsive to the physical and social features 
of their posthospital settings and showed some con- 
sensus in their reactions to the various types of envi- 
ronments. Because patients were not randomly as- 
signed, it would be inappropriate to compare the dif- 
ferent placement categories, but it is useful to judge 
how well each serves the needs of those who are now 
sent there. 

The nature of this sample should also be noted in 
generalizing about the value of the deinstitutionaliza- 
tion process. The Harlem Valley Psychiatric Center 
pursued an aggressive release program for several 
years before this study, leaving a population of primer- 
ily chronic patients who had a mean hospitalization of 
11 years. Thus, the great majority of them require con- 
tinuing supervision, and far fewer drift into disorgan- 
ized settings than would be the case for hospitals 
at an earlier stage of the large-scale release policy. The 
findings in general, with the exceptions noted, do al- 
low some cautious optimism about the placement of 
the remaining seriously disordered, long-term pa- 
tients. 

There were some advantageous features of the post- 
hospital living arrangements that would be difficult, 
but perhaps not impossible, to incorporate in a hospt-. 
tal setting. The small size of the outside homes is clear- 
ly conducive to more individuation and less standard- 
ization for the residents. This might be paralleled in 
the hospital by defining clearly distinct subunits, with 
the expected concomitant internal social bonding. Re- 
forms in this area may not have proceeded as far as 
they could and perhaps should. Architectural modifi- 
cation is a key aspect; the outside homes appear to 
benefit measurably from some of the recent insights of 
environmental psychology. Smaller rooms and easier 
passage among them, alcoves, and places for privacy 
are highly welcomed by the ex-patients. Such arrarge- 
ments would naturally interfere with close surveillance 
on the wards, which house individuals who are pre- 
sumably more dangerous, but the effects and impiicit 
trust of a more home-like structure might be consid- 
ered. The amenities of color, decoration, windows 
with views, and other features considered important 
by nonpatients were also often remarked upon appre- 
ciatively by ex-patients. 

The newness ot the homes appeared to work in their 
favor. The enthusiasm and optimism promoted by new 
beginnings seemed energizing and more than com- 
pensatory for the trauma of the move for the patients. 
That trade-off may be analogous to the delicate cost- 
benefit balance involved in programmatic innovation 
within the hospital. , | 

Three aspects of the homes that are not directly re- | 
producible by the hospital were seen as worthwhile for 
the residents. There is less identification of residentsin , 
these facilities as mental patients, particularly where 
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‘they are housed with others who are not former pa- 
: gents. The fact that the homes are profit-making enter- 
prises makes the presence and satisfaction of the resi- 
| dents valuable*to the proprietors. The residents and 
their families thus assume the role of customers whose 
good will is of economic significance. The more per- 
manent nature of the homes allows for the develop- 
ment of a sense of belonging and identification that is 
impeded by the purportedly temporary nature of a stay 
in the hospital. Inpatient staff morale 1s also a sensitive 
issue when the goal of a facility 1s to release patients. 
The nurses thought that the issue of staff attitudes 
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was very important. The major recommendation is a 
greater exchange between inpatient and field staff,, 
which might serve several purposes. It could build a 
more organization-wide morale by minimizing the sep- 
aration and natural rivalry between the two staffs, who 
sometimes feel themselves to be working at cross-pur- 
poses. It may convince the in-hospital personnel of the 
value of placements and their rationale. Such staff 
movement could also increase the continuity of care 
for released patients and might ideally import back in- 
to the hospital some of the spirit and attitudes that en- 
liven the social atmosphere on the outside. 
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graduate departments of universities or equivalent institutes of research. Applicants must 
be U.S. or Canadian citizens or permanent res:dents of the U.S. or Canada. 


The deadline for receipt of applications is May 1 of the year preceding the proposed 


sabbatical. 


Information may be obtained from: 


Foundations’ Fund for Research in Psychiatry 


100 York Street 
New Haven, Connecticut 06511 
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Prediction of Individual Dosage of Nortriptyline 


BY THOMAS B. COOPER, M.A., AND GEORGE M. SIMPSON, M.B., CH.B. 


The authors describe a technique that enables a 
physician to determine individual patient dosage 
requirements for nortriptyline from a single 24-hour 
blood sample. Because the technique reveals 
immediately those patients at the extremes of dosage 
ranges, toxicity and the need for time-consuming 
titration of the dosage regimen can be avoided. 


ments could be predicted from a single dose of lithium 
carbonate by analyzing blood samples collected at 8 
discrete time points during the 24 hours following in- 
gestion of the drug (1). In 1973 we reported a major 
modification of this procedure that enabled us to pre- 
dict individual dosage requirements from a single 
blood sample collected 24 hours after a 600-mg oral 
dose of lithium carbonate (2). The application and use- 
fulness of that procedure were described in a 2-year 
follow-up study at this center (3). Seifert and associ- 
ates (4) used our basic concept in determining a suit- 
able regression equation for a slow-release formula- 
tion, and Chang and associates (5) recently confirmed 
our original observation using the 25-hour rather than 
the 24-hour time point. 

The debate over whether there is a therapeutic 
threshold (lower limit below which patients do not im- 
prove) or therapeutic window (lower threshold below 
which and upper limit above which patients do not im- 
prove) for the plasma concentration of the various 
antidepressant and neuroleptic drugs is far from reso- 
lution (6). Of all the data published to date the most 
consistent and convincing, in our opinion, are those 


Mr. Cooper is Chief Investigator, Clinical Psychopharmacology 
Laboratory, Rockland Research Institute, Orangeburg, N.Y. 10962, 
where Dr. Simpson was Principal Research Psychiatrist. Dr. Simp- 
son is now Professor of Psychiatry and Director, U.S.C.-Metropsy- 
: chopharmacology Services, Norwalk, Calif. 


This work was supported in part by Alcohol, Drug Abuse, and Men- 
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IN 1971 WE REPORTED that individual dosage require- 


for nortriptyline. In endogenous depression only, a 
therapeutic window of 50-150 ng/ml has been claimed 
and confirmed (7-9). 

Asberg (10) has recently shown that in patients ran- 
domly assigned to either a 25-mg t.i.d. or 50-mg t.i.d. 
regimen of nortriptyline, the majority of their steady- 
state plasma levels will be within the therapeutic range 
on a dosage of 50 mg t.i.d.; however, many patients 
who receive 25 mg t.i.d. will be below the lower 
plasma threshold of 50 ng/ml. Asberg recommended 


that patients for whom blood level determinations are , 


not available should be given 50 mg t.i.d. and those 
who do not respond should have their medication de- 
creased rather than increased. 

Alexanderson (11) has shown the ability to predict 
steady-state! plasma levels of nortriptyline by deter- 
mining the plasma clearance rate from a single oral 
dose of nortriptyline. The correlation between this rate 
and the steady-state plasma level was r=.93. These 
data clearly indicate that this system is linear. Addi- 
tional evidence for linearity is the very high correlation 
(r=.99) between the plasma clearance rate calculated 
for the single oral dose study and the same rates calcu- 
lated from the steady-state data. This linearity in the 
system suggests that the technique we have used for 
lithium prediction would be applicable to the predic- 
tion of the steady-state plasma levels of nortriptyline. 
In addition, the constancy of this prediction over time 


was clearly demonstrated when the prediction ob- - 


tained from a single-dose curve was applied 2 years 
later to the same patients who were then given nor- 
triptyline and had steady-state values determined (11). 


EXPERIMENTAL DESIGN 


The subjects were 18 physically healthy normal vol- 
unteers (10 women and 8 men) aged 21-51 years, who 


! Steady state is defined operationally as the time when a patient has 
been receiving a fixed dosage of medication such that repeat blood 
level determinations carried out each day before the morning dose 
do not differ significantly. . 


0002-953X/78/0003-0333$0.40 © 1978 American Psychiatric Association l 333 ` 


: BRIEF COMMUNICATIONS 


- fully understood the project and gave informed con- 


sent. Subjects fasted for 12 hours and then ingested 50 
mg of nortriptyline by mouth. Blood samples were col- 
lected immedtately before ingestion of the medication 
(tọ) and at 1,2,3,4,6,8,12,24, and 36 hours after this 
dose. The volunteers were not allowed to lie down for 
the first hour after ingestion and were not allowed tc 
eat until a light meal was served 4 hours after ingestion 
of the medication. After the initial single-dose experi- 
ments, all subjects ingested nortriptyline on a 25-mg 


b.i.d. (9:00 a.m. and 9:00 p.m.) regimen for a period of 


15 days, and blood samples were collected on days 
7,14,15, and 16 (immediately before the morning dose 
of medication). 

The samples were analyzed in duplicate for nor- 
triptyline content using a gas-liquid chromatography 
(GLC) procedure and a nitrogen detector (12). This 
method has a coefficient of variation less than 596 at a 
level of 5 ng/ml and can detect less than 1 ng/ml when a 
3-ml sample is extracted. 


RESULTS AND DISCUSSION 


' The steady-state plasma level of nortriptyline deter- 
mined on days 13,14, and 15 were within 10% of the 
average value for each individual patient. With one ex- 
ception all subjects had attained the steady-state con- 

. dition by the seventh day of continuous medication. 
Alexanderson (11) made a similar observation 6 days 
after treatment began. 

Correlations between the mean steady-state plasma 
level and individual time points of the initial single- 
dose curve are shown in table 1. The strong correla- 
tions at 12, 24, and 36 hours make it possible to use 
any one of these time points for accurate prediction of 
the steady-state level. For convenience we have cho- 
sen to use the 24-hour time point (figure 1); i.e., the 
patient returns for the blood collection at the same 
time on the next day. These data, reduced to a simple 
table of prediction of dosage level, are shown in table 
2. Inspection of table 2 shows drug dosage changes de- 
termined by a 1 ng/ml blood level difference. A method 
with a coefficient of variation of 566 at best can be ex- 
pected to measure a true level of 20 ng/ml as anything 
from 18-22 ng/ml. The change of dosage at, for ex- 
ample, 19 ng/ml is calculated to take into account this 
variance. Thus a true value of 19 ng/ml determined as 
21 ng/ml will result in levels within the therapeutic 
range whether a 50-mg b.1.d. or 25-mg t.i.d. regimen is 
followed. Analysis of these samples in duplicate will 
reduce this variance further and is recommended as a 
routine procedure. 

If one accepts that a therapeutic window exists for 
nortriptyline, then by using this technique one can pre- 
dict within 48 hours (assuming 24-hour turnaround in 
the laboratory) the precise dosage requirements for 
each patient. Thus a patient is given 50-mg of nor- 

: triptyline by the physician and instructed to return to 
the physician's office (or a laboratory) to have a blood 
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TABLE 1 
Correlation Between Individual Time Points from Single-Dose ir Y 
and Steady-State Plasma Levels* » 
Hours After 50-mg Dose Correlation Coefficient (r) 
l —.002 
2 +194 
3 ~ 316 D 
4 — .282 
6 T.535 
8 +.555 
12 + .839 
24 + .918 
36 + .963 


*All subjects received 25 mg b.i.d. of nortriptyline. 


FIGURE 1 
Plot of 24-Hour Data Versus Steady-State Plasma Level of 18 Vol- 
unteers After Ingestion of 25 mg of Nortriptyline b.i.d.* 


y=16.6+4,3(x) 


STEADY-STATE NORTRIPTYLINE LEV 





0 5 12 lə 20 25 30 


24-HOUR PLASMA NORTRIPTYLINE LEVEL (ng/ml) 
*r= 92, 


TABLE 2 
Suggested Dosage Regimen Based on 24-Hour Blood Levels After In- 
gestion of 50 mg of Nortriptyline 


Blood Level (mg/ml) Suggested Dosage Regimen 


<12 50 mg t.i.d. 
13-19 50 mg b.i.d. 
20-24 25 mg t.i.d. 
25-34 25 mg b.i.d. 
35-40* 10 mg t.i.d. 
>41* 10 mg b.i.d. 


*These ranges are calculated by extrapolation of the regression line (y=a+bx) 
calculated for these experimental data (figure 1). 


sample drawn at the same time the next day. If the 
laboratory is not open at that time, the patient can be 
instructed to take the 50-mg dose at some other time 
(during the working hours of the laboratory) and have 
a blood sample collected 24 hours later. The patient a 
can then be started on medication immediately (e.g., ' 
increased to 150 mg/day) and the dosage can be adjust- . 
ed when laboratory data are available. The patient can 

be kept on this adjusted regimen for a suitable period 
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. Lithium Erythrocyte/Plasma Ratio as a Predictor of Response 


BY ABRAHAM FLEMENBAUM, M.D., RICHARD WEDDIGE, M.D., AND JOHN MILLER, JR., M.D. 


The authors measured RBCiplasma lithium ratios in 
33 patients with primary diagnoses of unipolar 
depression (N —20), bipolar depression (N =9), schizo- 
affective psychosis (N —2), and alcoholism (N —2). 
Subjects rated as having marked or moderate 
improvement at follow-up (average —17.1 months) 
tended to have high ratios (2.41), whereas all 9 
patients rated as minimally improved were in the low- 
ratio group. Although further research with larger 
samples, controls, and longer follow-up is necessary, 
the results suggest a predictive value for the RBC/ 
lithium ratio. 


ALTHOUGH THE ROLE of lithium in the treatment of 
major affective disorders is relatively well established, 
considerable controversy still surrounds the question 
of its effectiveness in patients whose diagnoses are not 
definite. In light of the recent emphasis on diagnosis 
and treatment, the increased use of lithium (in cases in 
which the diagnosis is of a questionable nature, in 
bipolar manic-depressives, and in other types of af- 
fective disorders), and the fact that the results of treat- 
ment are not always ideal, prediction of lithium’s clini- 
cal effectiveness becomes of paramount importance. 
The increased use of lithium carbonate for both 
short-term treatment and long-term prophylaxis makes 
it imperative to increzse efforts to characterize those 
patients who are responsive to the medication. One 
such measurement that has demonstrated predictive 
potential is erythrocyte (RBC) lithium ion concentra- 
tion as it relates to the standard measurement of 
plasma lithium, i.e., the RBC/plasma lithium ratio. 
After observing that in rats RBC lithium concentra- 
tions predicted brain lithium concentration more accu- 
rately than did plasme levels, Mendels and Frazer (1) 
reported initially that patients who responded to lith- 
ium therapy had signiücantly higher RBC/plasma lith- 
ium ratios than those who did not respond. This ratio 
is a function of the concentration of lithium in RBCs 
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rather than plasma. Also, it is reportedly stable over 
time for each patient, independent of the plasma lith- 
ium concentration, and less subject to external influ- 
ences (such as sodium ingestion), which makes it seem 
ideal for clinical evaluation of prediction of response. 
Another advantage of the RBC/plasma ratio seems to 
be a qualitative similarity between membrane trans- 
port in RBCs and in neurons. This suggests that RBCs 
might provide a useful model for studies of neuronal 
electrolyte distribution and transport. Furthermore, 
the measurement of RBC lithium levels can be done 
with the same blood sample that is used for the stan- 
dard measurements of plasma lithium. 

More recently, Mendels and Frazer (2, 3) and other 
authors (4) have demonstrated further evidence that 
the ratio 1s a significant predictor. Others have ob- 
tained a partial confirmation (5). z 


MATERIAL AND METHOD 


Because of the evidence reported above, we decided 
to test the RBC/plasma lithium ratio in our clinic as a 
predictor of response on long-term follow-up. This pa- 
per is a preliminary report on the first 33 patients for 
whom these results are available. Forty patients were 
considered for the study, but 7 were eliminated be- 
cause of problems related to laboratory reports or lack 
of final ratings. The patients were seen by one of us 
and diagnosed according to DSM-II criteria. All were 
considered in need of lithium treatment regardless of 
psychiatric diagnosis. The group consisted of 12 men 
and 21 women: 20 unipolar depressives, 2 with alco- 
holism severe enough to warrant a second diagnosis; 9 
bipolar I or IJ manic-depressive patients, 2 of whom 
also had a diagnosis of alcoholism; 2 schizo-affectives; 
and 2 alcoholics. The patients were rated on the Early 
Clinical Drug Evaluation Unit Global Rating Scale 
during their initial appointment and at the end of the 
study by a psychiatrist who was blind to the RBC level 
but not to the plasma lithium levels. The patients were 
also rated as to the presence or absence of serious side 
effects of lithium therapy. Only one patient was report- 
ed to have side effects that significantly interfered with 
daily functioning. Criteria similar to those of Mendels 
and associates (2) were used to evaluate response. The 
patients were rated as showing marked improvement if 
they could be maintained on lithium with no inter- 
ference with life-style and if they did not require any , 
further antidepressant or antimanic medications. They 
were rated as showing moderate improvement if they 
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required other medication in addition to the lithium. 
As opposed tg the criteria used by Mendels and associ- 
ates, patients who were judged to show an equivocal 
response to Ifthium therapy were not dropped and 
were rated as minimally improved. 

The patients were maintained at plasma lithium lev- 
els equal to or slightly lower than 1.0 mEg/liter. Be- 
cause there is evidence that the RBC/plasma lithium 
ratio often takes a few days to stabilize (6), all of our 
measures were taken at least one week after lithium 
was started. There is evidence that multiple measure- 
ments are necessary, but we were able to use only one 
measure in 26 of our patients because of lack of finan- 
cial support. However, 9 patients had three measures 
taken, and with 1 exception, the ratio varied .1 or less. 
In 1 patient, the RBC/plasma ratio varied as much as 
23. 

Whole blood was collected in an EDTA-anti- 
coagulated tube. Two aliquots were withdrawn from a 
well-mixed sample, one for a spun hematocrit determi- 
nation and another for a whole blood lithium determi- 
nation. This sample was hemolyzed with water, and 
the hemolysate was tested on a Corning flame pho- 
tometer with a lithium channel. The remaining whole 
blood sample was centrifuged, and the harvested 
plasma was also tested for lithium on the flame pho- 
tometer. The RBC/plasma lithium ratio and the cell/ 
plasma ratio were then calculated from the above data. 


RESULTS 


The patients were followed for an average of 17.1 
months. Follow-up was significantly shorter (p<.05) 
for patients rated as showing minimal improvement 
(see table 1). There was a better response to lithium in 
patients with more typical disorders and definite diag- 
noses: 17 patients who showed marked or moderate 
improvement were rated as having probable or definite 
diagnoses compared with minimally improved pa- 
tients, whose diagnoses were rated as presumptive in 6 
cases and probable in 4 cases. No definite diagnoses 
were made in the minimally improved group. 

Results shown in table 1 indicate a significant dif- 
ference (y?=11.51, p<.01, Yates’ correction applied) 
in the distribution of subjects in terms of improve- 
ment: patients rated as showing moderate and marked 
improvement were more likely to be in the high RBC/ 
plasma lithium ratio group. Almost all of the patients 
rated as minimally improved had low ratios. However, 
it is notable that of the 2 patients rated as having 
shown no change on lithium, both had high ratios and 
lengthv follow-up. Despite their lack of improvement, 
these patients seem to take their medication faithfully. 


* , This is in contrast to the minimally improved patients, 


who tended to complain extensively about the medica- 
tion and either stopped taking it or asked their physi- 


. Clans to stop prescribing it. 


The standard deviations in table 1 indicate that the 
variance is very small for all the patients in the low 
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TABLE 1° 





RBC/Plasma Lithium Ratios in Terms of Improvement 
RBC/Plasma Ratio 
EE Length of 
*ok 
_ .Low*  — o Hightt — Follow-up 
Improvement N Mean SD N Mean SD (months) 
Marked 2 30 1 8 48 .08 2) 5 
Moderate 4 .39 08 7 63 .22 ` 
Minimal 9 .30 04 I .98 4.8 
Unchanged 
or worse 0 2 HE .40 22.0 


*Defined as less than or equal to .40. 
**Defined as greater than or equal tc .41. 


RBC/plasma ratio group and for those with marked im- 
provement in the high ratio group. However, the vari- 
ance is largest for those patients with moderate, mini- 
mal, or no improvement who had high ratios. Thus, 
these groups consist of some patients with relatively 
low ratios and others with very high ratios. This obser- 
vation is supportive of the findings of Mendlewicz and 


- Verbanck (4), who concluded that lithium responders 


appeared to be homogeneous in terms of RBC/plasma 
levels, whereas nonresponders were more likely tc be 
heterogeneous. This variance is also compatible with 
previous reports that the lithium ratio is under genetic 
influence and that there may be a subgroup of patients 


with affective disorders (lithium responders) whose ill- . 


ness Is associated with a genetically determined abnor- 
mality in cation transport across cell membranes (2). It 
also is possible to speculate from our results that very 


high RBC/plasma lithium ratios as well as low ones are 


related to failure to respond to lithium. Thus, as is the 
case with some antidepressants, there seems to be an 
optimum level below anc above which the response to 
lithium therapy diminishes. 


DISCUSSION 


Although our results are far from conclusive, they 
support a relativelv large body of evidence presented 
previously by other authors. However, other reports 
are still appearing, and their results are controversial. 
Lee and Jenner (7) cautioned that the lithium ratio var- 
ies greatly with the plasma lithium and that there are 
marked inter- and intrapatient differences, which in- 
dicates that the lithium -atio is relatively meaningless. 


. However, Brunswick and associates (6) rebutted that 


statement on the basis of high stability found in pa- 
tients for whom the ratio was measured at least 10 
times. These 10 measurements were performed after a 
period of time long enough for lithium plasma levels to 
stabilize, compared with Jenner and Lee's early deter- 
minations, which were done early and only on 3 occa- 
sions: in the-morning after the treatment had started, 3 
or 4 days later, and when the maximum plasma lithium 
level was reached. 

Adding to the controversy is a study of 42 pairs of 
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~ monozygotic and dizygotic twins by Mendlewicz and 


erbanck (5), who observed a lack of a positive rela- 
tionship between the ‘ithium ratio and long-term re- 
sponse, indicating that the lithium ratio alone cannot 
be used as a predictor of response. However, in their 
study lithium responders as a group did show a more 
homogeneous pattern of lithium ratio distribution, sug- 
gesting the existence of at least two heterogeneous 
subgroups in the nonresponders. 

Still, we believe our data indicate that the RBC/ 
plasma lithium ratio is either indicative of probable 
lithium success or (at -east in 2 cases) of a patient's 
likelihood to stay with the drug in spite of the low rate 
of improvement. The data also support previous ob- 
servations suggesting a heterogeneous group of pa- 
tients among the nonresponders based on high versus 
low RBC/plasma lithium ratios. 

The rating psychiatrists in this study were blind to 
the RBC lithium levels, but there was no control 
group. This report simply summarizes observations of 
patients’ global responses over time. Also, most of the 
unimproved patients did not continue lithium therapy 
long enough for their results to be of value. One of us 
(A.F.) had reviewed evidence suggesting that for some 
of the ‘‘atypical disordezs”* it is necessary to maintain 
the patient on lithium for 6 months to a year to fully 
evaluate the realistic probability of success or failure 
of the treatment (8). A significant number of patients 
who initially seem to be responding not at all or only 
moderately demonstrate further improvement if they 
are maintained on lithium for a longer period of time. 
This observation of improvement in the response to 
lithium treatment with time has been substantiated by 
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other authors and was included in the excellent over- 
view by Davis (9). 2 f 

Our present results are suggestive of a predictive 
value for this test. Another advantage’to the ratio is 
that the patient does not need to be troubled for an- 
other blood sample, since the RBC measurement can 
be done simultaneously with the standard lithium levels. 
We are currently engaged in planning a study that will 
include a larger sample and longer follow-up to further 
evaluate these issues. 
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The Evolution of Psychiatric Services in a Health Maintenance 


Organization 


BRIEF COMMUNICATIONS 


BY THOMAS E. BITTKER, M.D., AND SCOTT IDZOREK, M.D. 


The authors describe a prepaid mental health service 
program in which outpatient referrals were 34.7 per 
1,000 members per month, the hospital admission rate 
was .80 admissions per 1,000 members per year, and 
the average length of hospital stay was 5.03 days. 
They offer several explanations for their finding that 
the costs for mental health services in this program 
appear lower than those in fee-for-service programs. 


PSYCHIATRIC PRACTICE in a health maintenance organ- 
ization (HMO) accentuates the contrast between psy- 
chiatry's emerging role and the role for which many 
psychiatrists have been trained. Because of the way 
that financing mental health care shapes psychiatric 
practice, there are some important distinctions be- 
tween practicing in an HMO and in the fee-for-service, 
private practice sector. Our focus will be on these dis- 
tinctions as we present the history, current proce- 
dures, and utilization data for a psychiatric service in 
an HMO. We hope that our experiences will com- 
plement the growing body of literature on the sub- 
ject (1-4). 


DESCRIPTION OF THE PROGRAM 


The Arizona Health Plan (AHP) began seeing its 
first patients in October 1972, when there were the 
equivalent of 35 full-time physicians ministering to 
the medical needs of 3,800 patients. Within a year the 
patient population had grown to 14,000 and the staff to 
the equivalent of 13 full-time physicians. By Novem- 
ber 1976 the total patient enrollment had surpassed 
36,000, and there were 35 full-time physicians on the 
staff. 

The AHP initially referred patients needing mental 
health care to outside consultants. Soon a social work- 
er was hired to provide such services. However, it be- 
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came apparént that patient needs as well as physician 
needs for consultation recuired the involvement of a 
psychiatrist. In February 1974 a full-time psychiatric 
consultant was hired, and by November 1976 the Men- 
tal Health Services Department (MHSD) included 2 
full-time psychiatrists, 2 full-time psychologists, the 
equivalent of 114 full-time social workers and 1% full- 
time psychiatric nurses, and 3 other part-time profes- 
sionals. In January 1976 the MHSD fostered the devel- 
opment of a free-standing substance abuse program 
staffed by a family praczice physician with consid- 
erable experience and int2rest in the field of alcohol- 
ism and drug abuse plus a social worker with a mas- 
ter's degree and a registered nurse. 

After joining the AHP, all members are assigned to a 
primary medical panel that assumes responsibility for 
the coordination of medical care. The typical panel is 


composed of 3 family practice physicians, 3 nurses, , 


and a nurse-practitioner. One of the physicians on the 
panel is usually considered the patient's primary medi- 
cal provider. 

All members of the AHP are entitled to the same 
mental health benefit package. This package provides 
for 20 outpatient individual. couple, or family therapv 
visits or, as an alternative, 40 group therapy visits per 
year. Thirty inpatient hospital days or, as an alterna- 
tive, 60 partial hospitalization days are provided per 
year. The benefit package limits AHP involvement to 
treatment of emotional problems thought to be respon- 
sive to time-limited intervention. The AHP pays 100% 
of the cost of all allowable hospitalizations and charges 
$2.00 per patient per outpatient visit up to a total of 
$6.00 per family unit per visit: Although the AHP does 
not operate an inpatient service, the MHSD staff su- 
pervises and manages all member inpatients in private 
hospitals. 

The primary medical provider or a colleague on his 
or her panel refers most of the patients seen in the 
MHSD. In addition to this route for referrals, patients 
are referred by consulting physicians, by the Urgent 
Care Unit (emergency room), by the Health Evalua- 
tion Department, and, occasionally (following a chart 
review), by the Medical Audit Committee. In this lat- 
ter case, patients who demonstrate a profile indicative 
of emotional problems (e.g., multiple drug use, alco- 
holism, or overutilization of medical resources) are re- 
ferred following consultation with the primary medical 
provider. However the patient 1s referred, the primary 
medical panel is advised of the referral, and, ‘fit has 
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~ not already been done, an up-to-date health evaluation 


(multiphasic health screening examination) is sched- 
uled. The referral process represents a collaboration 
between the primary medical panel and the MHSD. In 
most cases, the patient is referred back to the primary 
panel after being seen by the mental health provider 
and receiving treatment or consultation. 

Because of the restrictions on psychiatric benefits, 
the MHSD stresses time-limited treatment programs. 
Patients are evaluated to determine whether their psy- 
chiatric needs can be met on a short-term, goal-orient- 
ed basis or on an infrequent, periodic basis over an 
extended period of time. If it is apparent that the prob- 
lem cannot be satisfactorily addressed within a time- 
limited treatment program, the patient or family is re- 
ferred to an appropriate community service or to a pri- 
vate psychotherapist. The AHP does not assume fi- 
nancial responsibility for these referrals. 

At the time: of the referral to the MHSD, non- 
psychotic patients undergo a preintake evaluation that 
includes a personal history questionnaire, the MMPI, 
the Symptom Check List-90, the Beck Depression In- 
ventory, and the Target Symptom Questionnaire. 
When a child is the identified patient, a behavioral rat- 
ing scale and a developmental history are requested 
from the parents and from the school. Couples are fre- 
quently invited to complete a behaviorally oriented 
precounseling inventory. Patients typically complete 


. these written evaluations within 5 days of the initial 


referral. Within 10 days of the referral, the patient or 
patients have a 90-minute intake appointment with a 
mental health provider. There is no waiting list, and 
emergency evaluations can be done immediately. 

As part of the intake process, the mental health pro- 
fessional determines whether or not the patient or fam- 
ily has problems amenab-e to treatment within the ben- 
efit package, assesses the clinical situation, and lays 
the groundwork for the possible establishment of a 
treatment contract. Much emphasis 1s placed on goal 
setting, verbal contracting (e.g., antisuicide con- 
tracting), and limit-setting techniques (e.g., the use of 
registered letters to summarize agreements). Treat- 
ment may be exploratory, supportive, or educational, 
or it may involve combined approaches. Depending on 
the demands of the problem and the skills required, a 


single provider may see the patient or a number of dif- . 


ferent providers may collaborate. 

In evaluating the patient or family system, treatment 
objectives reflect the following priority issues: 1) What 
is the patient or family requesting? 2) What is the pa- 
tient willing to invest in the treatment process? 3) 
What can be accomplished on a time-limited basis? 4) 
How has the patient or family coped before coming for 
treatment? 5) What resources are available to assist 
the patient or his or her family in coping with the prob- 
lems presented? 6) What was the patient or family's 
premorbid level of functioning? 7) How can homeo- 
stasis be restored as promptly as possible while mini- 
mizing regression? 8) To what degree is the patient or 
family willing to assume responsibility for the work in 
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their treatment? 9) Having assessed all of the above, 
what resources is the mental health provider willing to 
commit on behalf of the AHP in treating the problem 
presented? ° 

Exploratory treatment requires a motivated patient 
who acknowledges responsibility for himself or her- 
self, who desires to change, and who is sufficiently 
aware of his or her own feelings and impact on others 
to use the therapeutic relationship in behalf of the 
change process. Short-term supportive therapy re- 
quires patients with well-delineated problems emerg- 
ing from a life transition, a history of coping with other 
life transitions, and the ability to form positive rapport 
with the mental health professional. Long-term sup- 
portive therapy can be offered when maintenance is 
the primary goal for the patient. 

Most patients in short-term therapy complete treat- 
ment within 6-12 psychotherapy sessions, and most 
patients in long-term therapy are seen approximately 
once a month over an indefinite period of time. Of 500 
consecutive office encounters analyzed for the month 
of October 1976, 237 (47:4%) were seen as individuals, 
127 (25.4%) as families or couples, and 136 (27.2%) as 
groups or in educational sessions. In addition to the 
time-limited psychotherapy treatment programs, we 
offer biofeedback training, medication clinics, wom- 
en’s consciousness groups, assertive training, stress 
management workshops, and headache prevention 
clinics. 

Hospitalization is rarely used as a treatment alterna- 
tive. Hospitalization typically involves a patient. 
whose social resources are insufficient or unwilling to 
provide support during the time when the mental 
health provider is not available. As an alternative to 
hospitalization, we have developed an ad hoc crisis 
team. Participants in this crisis team include the prima- 
ry mental health provider, a psychiatric consultant, 
collateral providers if necessary, and a nurse trained in 
public health provided by the Field Health Nursing 
Department of the AHP. Using this approach patients 
may be seen daily, and the nurse can make home vis- 
its. Thus, it is often possible for the patient and his or 
her family to be comprehensively assessed and sup- 
ported on an outpatient basis. 


RESULTS 


During the first 3 years of its functioning, the referral 
rate to the MHSD grew gradually. In 1973, before the 
development of a full-time program, there were 18 re- 
ferrals per 1,000 patients. In 1974 the rate increased to 
24 per 1,000, and in 1975 the rate climbed to 34.1 per 
1,000. Through July 1976 the rate plateaued at 34.7 per 


1,000 members per year. In addition, the total number i 


of mental-health-related office visits to the MHSD 
have been gradually increasing. In 1975 there were 543 


Office visits per month, or 21.7 mental health office vis- + 


its per 1,000 enrollees per month. In the first 6 months 


. of 1976 there was an average of 771 office visits per 


A 
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month, or 26 visits per 1,000 members per month. The 
average number of office visits per referral increased 
from 7.61 visits per referral in 1975 to 8.72 visits per 
referral in 1976. Since January 1975 our inpatient refer- 
ral rate has been .80 admissions per 1,000 members per 
year. The average length of stay per admission has 
been 5.03 days. 

A review of 100 patient charts in the MHSD re- 
vealed the following data: 1) 55% of the patients were 
referred by the Family Practice Department, 14% by 
the Pediatric Department, and the remaining 31% from 
various other sources; 2) 59% of the patients were 20- 
45 years of age, 15% were 46-60, 10% were 3-12, 8% 
were 13-19, and 8% were over 60; the youngest patient 
was 3 years old, and the oldest was 62; 3) 21% of the 
patients required the specific attention of a psychiatrist; 
4) 12% of the patients received psychotropic medica- 
tion; 5) 6% of the patients required emergency consul- 
tation, and the evaluation was performed the same day 
as the referral; 6) 5% of the patients attempted suicide, 
none successfully; 7) 3% of the patients were hospital- 
ized; and 8) 9% of the patients were considered to have 
problems not amenable to a time-limited treatment 
program and were referred to the community. 


. Our cost experience has changed dramatically since 


the inception of a full-time MHSD. In 1973, when men- 
tal health services were provided by paying outside 
consultants, the average cost per service approxi- 
mated $1.25 per member per month. Of this, 90 cents 
was for outpatient care and 35 cents for inpatient care. 
Fifteen cents of the latter amount was for the treat- 
ment of alcohol and drug abuse. With the development 
of the MHSD in 1974, outpatient costs dropped to 65 
cents per member per month and inpatient costs to 15 
cents per member per month. Since 1974 outpatient 
costs have climbed gradually, but inpatient costs have 
remained at a very low level: outpatient costs climbed 
to 71 cents per member per month in 1975 and 77 cents 
per member per month in 1976 while inpatient costs 
remained at 4 cents per member per month in both 
1975 and 1976. After the development of the alcohol 
and substance abuse program in January 1976, out- 
patient expenses for the treatment of alcohol-related 
problems approximated 35 cents per member per 
month. As of the first 10 months of 1976, no patient 
had been admitted for inpatient care for alcoholism or 
substance abuse; all detoxification cases have been 
treated satisfactorily on an outpatient basis. 


COMPARISON OF THE FEE-FOR-SERVICE AND 
PREPAID SECTORS 


Since the beginning of our full-time program in Feb- 


| ruary 1974, costs for mental health services have never 


exceeded $9.72 per member per year. These figures 
contrast with Reed's findings for 1972 (5). He reported 


* that the total cost for high-option Blue Cross and Blue 


Shield patients was $11.92 per covered person per 


year, or 7.3% of total benefits. Similarly, Sharfstein 
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and Magnas (6) reported that mental health pe 


had plateaued to an average level of 7.2% of total ben- 
efits for the period between 1972 and 1975. 

When such cost factors as data-processing equip- 
ment, marketing, space, and personnel are considered, 
26 cents per member per month is added to our basic 
cost of 81 cents per member per month. This results in 
a total cost of $1.07 per member per month, or $12.84 
per member per year. This $1.07 represents 4.426 of 
the total AHP cost of $24.10 per member per moath 
(our monthly average during. the first 10 months of 
1976). . 

Reed (5) also noted that of the $11.92 charged to 
mental health conditions in the 1972 high-option Biue 
Cross and Blue Shield program, $6.62 (55.5%) of the 
benefits was for hospital care, excluding physicians’ 
charges. The remaining $5.30 (44.5%) of charges was 
for expenses incurred in services provided by phvsi- 
cians (both outpatient and inpatient), psychologists, 
and social workers. Reed concluded that almost two- 
thirds of the total benefits were for the care of hosp:tal- 
ized inpatients. and only one-third for outpatient care. 
Furthermore, he cautioned that because patients paid 
2096 of outpatient charges after an initial $100 deduct- 
ible, charges to Blue Cross and Blue Shield represent- 
ed only 73% of the total zharges. 

If we estimate that inflation has ytelded an increase 
in medical care cost of 30% in the 4 years since 
1972 (7), we must add $3.58 to Reed’s figure of $11.92, - 
yielding a cost of $15.50 m 1976 (as compared with the 
1976 AHP figure of $12.84). When we also consider 
that outpatients in the high-option Blue Cross and Blue 
Shield program paid a $100 deductible plus 20% oi the 
cost beyond this deductible (compared with a $2.00 
copayment per patient per visit in the AHP programi, 
we have to conclude that the high-option indemnity 
program was more expensive than the AHP clased- 
panel program by at least 25%. Hospital admissions in 
the high-option indemnity program were 5.1 per 1,000 
covered population; in the AHP they were .8 per 
1,000. Average lengths of stay were 17.6 days in the 
former and 5.03 days in the latter. 

Most striking in the contrast between fee-for-service 
and HMO practices are their outpatient experieaces. 
According to Reed (5), in 1972 outpatient cases num- 
bered .6 per 1,000 popu.ation; the AHP outpatient re- 
ferral rate during 1975 and 1976 has approximated 35 
per 1,000 enrollees. Further support of this higher use 
of outpatient services 1s provided by Fullerton and as- 
sociates (4), who reported a doubling of the outpsztient 
encounter rate in a clinic population within 1 year after 
the establishment of a comprehensive prepaid mental 
health program. 

In the fee-for-service sector both patient and pro- 
vider have a financial incentive for hospitalization. In 
the high-option Blue Cross and Blue Shield program, 
100% of hospital costs are covered but only 73% of 
outpatient costs are covered. After the initial deduct- 
ible, there are few financial incentives to control the 
utilization of outpatient services in an indemnity pro- 
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ain Thus, extrapolating from Sharfstein and Mag- 


nas’ data (6), 21% of patients consume more than two- 
thirds of the total cost for outpatient treatment (8). 
The only financial barrier to treatment in the prepaid 
program is the $2.00 copayment for outpatient ser- 
vices. 


COMMENT 


The closed-panel system of our HMO provides an 
opportunity for collaboration among providers that 1s 
not as readily accessible in the indemnity or fee-for- 
service sector. Thus, at the AHP we have been able to 
organize crisis teams that serve both to minimize the 
need for hospitalization and to assure resources for 
treatment of patients following hospitalization. Fur- 
thermore, we collaborate with the primary medical 
providers, who are becoming aware of our philosophy 
and our tactics in treating patients. Ultimately this 
close cooperation yields better control of disruptive 
patients. 

Although a psychiatrist in the fee-for-service sector 
may deal with a variety of constituents, his or her pri- 
mary constituent is the patient. The psychiatrist may 
feel some responsibility to third-party payers, but only 
in the long run does he share the risk of potential over- 
utilization. In contrast, the HMO psychiatrist is acute- 
ly aware of budgeted resources. Patient treatment 
must occur within the constraints of finite financial and 
personnel resources. Thus, the prepaid psychiatrist 
must ask not only what the patient needs but what 
treatment the psychiatrist can commit that the prepaid 
plan is willing to provide. 

Initially the factor of cost accounting puts a consid- 
erable burden on the psychiatrist. Often feeling tainted 
by this awareness, the psychiatrist may respond bv be- 
coming overly rigid regarding policy interpretation or 
may react by becoming more permissive with patients. 
Fufthermore, he or she must become accustomed to 
and begin to evaluate his or her role as part of a team 
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of mental health and medical providers. The psychia- 
trist's skills as a consultant and as an educator will be 
tested, as well as his or her skills as a therapist. He or 
she must be able to meet the challenge of what can be 


done within a limited period of time and with limited 


financial resources. 
In balance, we believe that prepaid mental health 


care provides a viable role for the contemporary psy- 
chiatrist, given the personality attributes that would 
permit him or her to practice as part of a larger team. 


Prepaid psychiatric practice offers several signifi- 


cant contrasts to practice in the fee-for-service sector. 


First, a greater emphasis is placed on short-term treat- 
ment. Second, prepaid psychiatric practice challenges 


the psychiatrist to mobilize resources in an outpatient 


setting to prevent unnecessary and costly hospital- 


izations. Third, prepaid psychiatric practice demands 
close participation and cooperation with the broader 


mental health and medical team. 
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Children of Dialysis Patients and Selection of Dialysis Setting 


* 


BY ROGER W. EVANS, M.A. 


The author interviewed hemodialysis patients, their 
families, and medical staff and found that some 
patients preferred dialysis at a medical facility, which 
allowed them to appear more “normal before their 
children. Patients with more social support involved 
their children in dialysis at home. The author suggests 
that social support is of primary importance to the 


outcome of home dialysis and should be considered by 


physicians in the assessment of patients’ suitability for 
home dialysis. 


TSALTAS (1) recently reported that of 1,741 articles on 
the psychological problems related to hemodialysis, 
not one had assessed its impact on the children of the 
patients. This report is misleading: there have been 
several articles (2-5) that discuss the role of children, 
and I will present here reflections of interviews I have 
had with several dialysis patients, families, and dial- 
ysis unit staff members in the Detroit, Ann Arbor, and 
Durham areas. 

Because patients and their families adjust to hemo- 
dialysis differently, I will comment on several factors 
that are responsible for the difference in adaptation. 
Increasingly, investigators are concentrating their re- 
search efforts in this area, and some interesting results 
are beginning to emerge. Nevertheless, considering 
the increased emphasis on home dialysis, additional 
research relating to the family and, especially, the chil- 
dren of dialysis patients is needed to ensure that dial- 
ysis in the home will be more successful than it has 
been in the past. 


DIALYSIS FAMILIES 


Comments on the families of dialysis patients have 
appeared in the literature on numerous occasions (6— 
10). In many instances hemodialysis appears to disrupt 
the household, if only temporarily, and then a period 
of adaptation is entered, or if adaptation is not suc- 
cessful, the patient returns to the facility. Home dial- 
ysis requires a great adjustment by family members; 
family routines have to be altered to accommodate the 
treatment requirements, and proper facilities must be 
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made available for the performance of dialysis. Wheth- 
er the period of adaptation is a success or failure de- 
pends on the nature of familv relationships before the 
need for dialysis (11). There is a clear association be- 
tween the nature of family relationships before the on- 
set of end-stage renal disease and the coping behavior 
and eventual adaptation of the family to the require- 
ments of the hemodialysis treatment regimen. For ex- 
ample, if a marital relationship is unstable before dial- 
ysis is begun, any problems that arise following the 
initiation of dialysis may not necessarily be a result of 
the need for dialysis itself. 

There are other grave problems with which dialysis 
patients and their families must deal directly. For ex- 
ample, although Medicare covers a large portion of the 
expenses of dialysis, and various other programs or 
philanthropic organizations may reimburse the patient 
for other costs, the loss of income accompanied by 
withdrawal from the labor force may be difficult for the 
patient to accept. All of the problems related to loss of 
occupation, loss of income, and the role reversal im- 
plied by a wife being forced to enter the labor force to 
overcome the economic losses, and thereby becoming 
the major breadwinner, make adaptation extraordinar- 
ily difficult. 

Finally, the family must attempt to cope with the 
prospect of the death of one of its members and the 
associated feelings of uncertainty about the fu- 
ture (12). Concomitant to these problems are various 
medical problems that tend to thrust both death and 
uncertainty into the foreground. Certainly the prok- 
lems of terminality and uncertainty, identified by nu- 
merous other investigators, apply to the families of he- 
modialysis patients. Questions regarding these issues 
remain largely unanswered. 


CHILDREN OF DIALYSIS PATIENTS 


Tsaltas’ study (1) reinforced the implications of the 
earlier research reports (2-5) that discussed the chil- 
dren of dialysis patients. She found that numerous 
children of dialysis patients tend to be problem stu- 
dents. Two-thirds of the children in the study required 
the attention of teachers for various behavioral prob- 
lems. Furthermore, other children exhibited con- 
striction of affect, reduced psychomotor activity, poor, 
attention, davdreaming, and hyperactivity. 

Beard (2), in an investigation of changing family 
relationships, found that children may become with- 
drawn, depressed, and fail in school after parents be- 
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parents may be unable to participate in various types 
of activities, e.g., sports, which is upsetting to children 
who cannot understand the lifestyle often associated 
with dialysis. 

In my own interviews with dialysis patients I be- 
came acutely aware of the desire of dialysis patients 
who were parents to appear ‘‘normal’’ in the presence 
of their children. Many patents indicated a preference 
for dialysis at a medical facility because ‘‘facility dial- 
ysis allows me to appear more normal to my chil- 
dren.” Male patients, many of whom did not work, 
were afraid that the presence of the dialysis machine in 
the home would suggest to their children that ‘“Daddy 
is not normal.” Although dialysis at a medical facility 
appeared more mysterious, especially to children, it 
allowed parents to consciously assume that they were 
more normal in the eyes of their children. 

In other instances, the children of dialysis patients 
were actively involved in administering dialysis at 
home. The parents of these children denied any clearly 
negative reactions by the children helping with the 
treatment, although other children in the same family 
found it necessary to leave the household during the 
administration of regular hemodialysis, which suggests 
that the reactions of chilaren within the same house- 
hold may not be uniform. These parents indicated that 
younger children found dialysis more difficult than did 
older children. 

There were two striking contrasts between the par- 
ents who underwent dialysis at a medical facility in or- 
der to appear normal to their children and those who 
did not find dialvsis in the home particularly upsetting. 
The first group assumed that their children would en- 
counter problems if dialysis were introduced in the 
home, whereas the second group of patients described 
their actual experiences without making assumptions 
about their families’ reactions. In addition, the avail- 
ability of significant others who could provide emo- 
tional and financial support to the patient was much 
less sufficient for patients who were concerned with 
appearing normal than that for the patients who under- 
went dialysis at home (13, 14). Furthermore, the fact 
that some children did not exhibit adverse reactions to 
their parents’ need for dialysis usually indicated that 
their parents had a very strong base of social support 
in both the nuclear and extended family. In addition, 
those patients who feared appearing abnormal to their 
children almost uniformly expressed a lack of strong 
social support in either or both the nuclear and extend- 
ed family. The children cf these patients had greater 
difficulty accepting dialysis. 


COMMENT 


Since dialysis introduces significant strains on fam- 
ily relationships, I suggest that the variable of social 
support, is of primary importance in determining the 
outcome of home dialysis, wherein the initial and sub- 
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sequent strains are even greater than those incurred by 
facility dialysis. In the future assessment of patients 
suitable for home dialysis, physicians should give in- 
creased consideration to the nature of family relation- 
ships and the presence of children in the household. If 
necessary, a psychiatrist or psychologist should be 
consulted and elected to evaluate the feasibility of 
home dialysis in various home settings (15). Perhaps 
this will reduce the trauma often engendered by the 
unsuccessful initiation of dialysis in the home. 

Second, although the findings presented here sug- 
gest that the children of patients in the home and facil- 
ity settings may exhibit different reactions given their 
knowledge of and experience with hemodialysis, I also 
recommend that the reactions of children of patients in 
each setting should not be automatically dichoto- 
mized; the children of both groups of patients often 
manifest similar reactions. In addition, social support 
is not necessarily absent in the homes of facility pa- 
tients because there are numerous reasons for patients 
being unable to dialyze at home, e.g., comorbidity or 
lack of a suitable partner. 

Finallv, I suggest that the severity of the problems 
encountered by the children of parents dialyzing in 
each setting and their eventual resolution is moderated 
by the amount of social support that is available to the 
family. This is an area that has been neglected in the 
literature. I propose a continuum scale to represent the 
potential adjustment of patients and their families, the 
far left end of which represents poorly adjusted pa- 
tients and families and the far right end represents 
well-adjusted patients and families. At the far left of 
the continuum would be the home patient with no so- 
cial support, followed by the facility patient with no 
support, then the facility patient with support, and, fi- 
nally, the most well-adjusted patient and family—the 
home patient with a high degree of social support. This 
approach is, of course, subject to wide variation de- 
pending on a significant number of variables, which 
several colleagues and I are currently investigating. 


CONCLUSIONS 


Dialysis is not purely a patient problem; it involves 
the patient's family and medical staff as well. If the 
patient adjusts well, his or her family will probably 
have better than average adjustment, but if a patient 
has difficulty adhering to the treatment regimen, his or 
her children's adjustment to the treatment will also be 
jeopardized. Likewise, if the family is able to react in a 
uniformly supportive manner, the patient will certainly 
benefit. The physician's task is to determine the bal- 
ance between the reactions of the patient and the fam- 


ily. 
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The Failure to Detect Low IQ in Psychiatric Assessment 


BY THOMAS E. GIFT, M.D., JOHN S. STRAUSS, M.D., AND BARRY A. RITZLER, PH.D. 


The authors assessed the IQs of 188 hospitalized 
psychiatric patients and found that 27 (14.4%) had IQs 
of 85 or less. However, the psychiatric records of 22 of 
the patients with low IQs showed that only 5 contained 
any mention of level of intellectual functioning. These 
findings suggest that a variable of major importance 
for diagnosis and treatment planning is often ignored. 


PATIENTS WHOSE low intellectual competence com- 
plicates their psychiatric symptoms often require spe- 
cial consideration in evaluation, diagnosis, and treat- 
ment planning (1-4). However, the evaluation of in- 
telligence in clinical psychiatry receives relatively 
little attention in comparison with consideration of 
symptoms, psychiatric history, situational problems, 
family structure, and early childhood experiences. For 
example, the intelligence of subjects was mentioned in 
only 2 of the first 20 studies of psychiatric interven- 
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tions (exclusive of case reports) in the 1976 volume 
year of the American Journal of Psychiatry. 

The degree to which low intellectual competence is 
overlooked is further illustrated by the fact that there 
are few surveys available on this topic; those which 
are available are brief. In a study using an abbreviated 
IQ screening procedure with psychiatric outpatients, 
Maloney and Steger (5) found that patients who per- 
formed poorly on the screening test were almost never 
noted as having an intellectual deficit in their evalua- 
tion by professional staff. A study by Potkay (6) sug- 
gested that clinicians tend to assume that the patients 
they encounter are of average or above-average in- 
telligence. 

To answer the question of how extensive the ten- 
dency to disregard marginal and low intellectual func- 
tioning in clinical practice is, we will describe our 
study of a psychiatric inpatient population. The pur- 
pose of this study was to determine what proportion of 
the study group had an IQ significantly below average 
and to note whether the low intellectual functioning of 
these patients was considered in diagnostic evaluation 
and treatment planning. 


METHOD 


As part of a larger investigation of diagnosis and 
prognosis (7), all patients from a particular geographi- 
cal catchment area who were admitted for psychiatric 
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. inpatiént treatment over a period of 10 corsecutive 


onths were asked to participate in this study if they 
met the following criteria: 1) no previous psychiatric 
admission, 2)eage 15 to 55, 3) no evidence of organ- 
icity, 4) no history of residential treatment in an insti- 
tution caring for the mentally retarded, and 5) primary 
reason for admission was not drug or alcohol abuse. 
The two main centers for treating the psychiatric in- 
patients from the catchment area were a university 
hospital and a state hospital. 

The 196 patients who participated in the study were 
evaluated with standard interview techniques of estab- 
lished reliability to assess symptoms, psychiatric his- 
tory, and demographic characteristics. The interview 
forms included the Psychiatric Assessment Interview 
(PAI) to evaluate type and severity of psychiatric 
symptoms present in the month before hospital- 
ization (7) and the Standard Psychiatric History Inter- 
view to determine patients’ history of symptoms and 
treatment (8). Subjects were also given six subtests of 
the Wechsler Adult Intelligence Scale (WAIS)—com- 
prehension, similarities, arithmetic, vocabulary, block 
design, and digit symbol. Data published by Silver- 
stein (9) suggest that the full-scale IQ predicted by 
these subtests correlates with the full WAIS at a .90 
level. 

For the purpose of examining whether low in- 
telligence was recognized by therapists and other 


. treatment staff in the clinical assessment of patients, 


we analyzed onlv data that had been obtained from pa- 
tients whose first language was English (96%) of the 
total number enlisted in the study) and who were 
admitted to the university hospital (8496 of these) 
(N — 158). Data from patients in the university hospital 
were selected because the high patient-staff ratio plus 


the more comprehensive records available there maxi- ` 


mized the likelihood that low IQ would be noted dur- 
ing the treatment process. 

To evaluate whether the treatment staff considered 
intelligence level in the assessment and care of the pa- 
tients with low IQ scores, we reviewed the inpatient 
charts of all patients with IQ scores of 85 or less. The 
following portions of all charts were scrutinized: the 
nursing staff admission ncte, the physician's admitting 
note, the ward rounds note. the discharge summary, 
and the activities therapy notes. When present, the fol- 
lowing entries were also scrutinized: the medical stu- 
dent's admission note, psychological testing reports, 
and the problem list. 

We judged that recognition of a patient's low IQ by 
the staff was demonstrated if any portions of the chart 
mentioned the presence of or indicated there was a 
question of ‘‘below average." “low,” ''borderline,"' 
or inadequate" intelligence. 


RESULTS 


The mean IQ score of the larger study sample of 188 
patients:(patients whose first language was English) 
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was 99, with a standard deviation of 16. Twentv-seven 
of the 188 patients (14.4%) had an IQ of 85 or less. Of 
the 158 patients admitted to the universify hospital, 22 
(13.9%) had an IQ of 85 or less. Only 5 of the charts of 
these 22 patients contained any comment indicating 
suspicion of low IQ. Thus, in 77.396 of the cases in 
which an IQ of 85 or less was demonstrated by the 
research evaluation, impaired intellectual functioning 
went unnoticed by the treatment staff. 

The mean IQ of the 5 patients whose low IQs were 
noted by the treatment staff was 76.5. In the group 
whose low IQs were not noted by the staffthe mean IQ 
was 77.0. These means were not significantly different 
(one-tailed t test). Of the 5 patients whose low IQs 
were identified by the treatment staff, one was detect- 
ed on the basis of psychological tests requested to aid 
in the differential diagnosis of schizophrenia versus af- 
fective illness. In the other 4 cases the physician's ini- 
tial evaluation raised a suspicion of poor intellectual 
functioning. The nurses' evaluation mentioned low in- 
telligence in only 1 of these 4 cases. None of the notes 
from activities personnel suggested that poor in- 
tellectual functioning was apparent on the basis of per- 
formance in activities. In 4 of the 5 cases, the impres- 
sion of low intelligence was recorded in the discharge 
summary. . 

To evaluate the possibility that low IQ scores ob- 
tained during the research evaluation might have rep- 
resented only transitory lowering of performance be- 
cause of interference from florid psychotic or other 
acute symptoms, the scores for vocabulary and block 
design subtests (the WAIS subtests most resistant to 
transitory interference [10]) were compared with the 
scores for the four subtests more vulnerable to transi- 
tory interference. If the low IQs found in the initial 
testing had been temporary efiects of acute psycho- 
pathology, the differences between these two sets of 
tests should have been greater as IQ decreased. 

The difference between these resistant and vulner- 
able tests correlated positively with IQ (r=.17, 
p«.025), a finding opposite that which might have 
been expected if acute factors were operative to a 
greater degree in patients with low IQ scores than in 
those with high IQ scores. As another means of detect- 
ing the possibility that the low IQs were the result of 
acute factors, the correlations between IQ and the psy- 
chosis and anxiety ratings from the PAI were deter- 
mined. The anxiety rating (a high numerical] value im- 
plying more anxiety) correlated with IQ (r—-—.18, 
p<.015); the psychosis rating (a higher numerical val- 
ue implying more psychosis) also correlated with IQ 
(r=—.28, p<.005). Although statistically significant, 
these correlations account for small percentages of 
variance (3.2% and 7.8%, respectively), suggesting 
that low IQ scores in the patient sample were mini- 
mally influenced by acute factors and are reasonably 
accurate estimates of long-standing levels of in- 
tellectual function. In support of this conclusion, the 
standardized research interviews revealed that 15 of 
the 22 individuals with low IQ test results had been in 
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& TABLE 1 . "M 
Comparison of 22 Patients with Low IQs and 136 Patients with Higher IQs ~” 
— SSS SSS SS a eT a e i 
" ° Patients with Low IQs Patients with Higher [Qs i 
Item Number Percent Number Percent Significance* E 
Average age (years) 25 30 p<.05 
» Socioeconomic status** 
I 0 9 7 
II 0 25 18 
III 2 8 35 26 
IV 10 46 56 4] 
V 10 46 1] 8 
Comparison p«.001 
Sex 
Male 13 59 87 65 
Female 9 4] 49 36 
Comparison n.s. 
Marital status 
Single li 50 45 33 
| Married 6 27 69 51 
| Separated 4 18 14 10 
Divorced ] 5 6 4 
Widowed 0 2 2 
Comparison n.s 
Clinical diagnosis 
Situational reaction 4 18 20 15 
Neurosis 2 9 58 43 
Character disorder 5 23 19 14 
Affective psychosis 0 5 4 
e Schizophrenia 8 36 21 15 
Other psychosis 2 9 4 3 
Other pons 3 9 7 
Comparison p<.05 
è Race 
White 12 55 122 90 
E Black 10 46 14 10 
Comparison p<.0001 


*The test of significance applied to the comparison of average age in the two groups was a two-tailed t test; chi-square analysis was carried out for all of the other 


comparisons. 
** According to the Hollingshead two-factor index (11). 
***This patient had anorexia nervosa. 


special classes in school or had performed poorly aca- 
demically long before the appearance of symptoms 
that necessitated hospitalization. 

Age, sex, race, socioeconomic status, and primary 
clinical diagnosis for the 22 individuals with low IQ 
were compared with those of the remainder of the uni- 
versity hospital sample (see table 1). As the table illus- 
trates, the group in which low IQ was found differs 
significantly from the remainder of the study sample in 
terms of age, race, clinical diagnosis, and socioeco- 
nomic status. The low IQ group contains a dispropor- 
tionately high number of young, black, and lower so- 
cial class individuals, as well as those with a diagnosis 
of schizophrenia or other psychosis. 

The association of IQ with race and social class is 
consistent with the findings of many other studies us- 
ing samples from the general population (10). When 

" the analyses shown in table | are performed either for 
each race or each social class separately, no significant 
differences between the low IQ group and the rest of 
the university hospital sample can be found with re- 
gard to age and diagnosis. These findings suggest that 
the differences in the two groups in terms of age and 


diagnosis might be attributable to different composi- 
tion in terms of race and social class. 


DISCUSSION 


The failure to recognize intellectual deficit in pa- 
tients can have serious implications for treatment and 
research. Noting impaired intellectual functioning is 
important for planning treatment and making prepara- 
tions for discharge. For example, special consid- 
erations are necessary Tor use of psychotropic medica- 
tions in intellectually impaired patients (12, 13), and, 
although there are divergent views regarding the spe- 
cial role and. efficacy of individual (14-16) and 
group (17, 18) psvchotherapy in patients with in- 
tellectual impairment, there is a consensus that partic- 
ular psychotherapeutic approaches are often needed 
for such patients (4, 12). Even for patients with only 
transitory cognitive impairment, it would seem that 
failure to note this at the time of engagement in psy- 
chotherapy would limit the appropriateness and effica- 4 
cy of the treatment. "E , 
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.. Sevefal studies have shown the severe problems of ` 


eCcupational and interpersonal adjustment experi- 
enced by patients with intellectual impairment (20- 
22). Although most of these studies have focused on 
individuals somewhat more impaired than those in our 
sample, it seems likely that any such patients are apt to 
experience considerable difficulties in these areas. 
The results reported here suggest that the low IQ of 
these patients at the time of testing reflects their in- 
tellectual capacity before the onset of psychiatric ill- 
ness and should not be considered a transitory effect of 
symptoms or stress. A review of many studies of 
schizophrenic patients, a group for whom the effects of 


' symptoms on test performance might be thought to be 


particularly great, discloses that, although there is 
conflicting evidence as to whether schizophrenic 
symptoms are associated with a transitory lowering of 
IQ (23), a number of longitudinal studies indicate that 
IQ performance during periods of psychiatric disorder 
is no worse than it was before the onset of the dis- 
order (24, 25). Similarly, although conflicting evidence 
exists regarding whether transitory lowering of IQ oc- 


. curs during symptomatic periods in depressed pa- 


tients (26), there are data suggesting that when the 
symptoms of depression remit there is no improve- 
ment in IQ (27). 

In this study the small but statistically significant 
correlation between IQ and resistant-vulnerable sub- 


_ test differences further indicates that the test perform- 


ance of the subjects with low IQs was less affected by 
transitory interference than the test performance of 
subjects with higher IQs. In any case, a low level of 
intellectual function at the time of hospitalization 
would seem to be of importance whether or not it rep- 
resents a transient or long-standing deficit. 

Although some of the low IQs in culturally dis- 
advantaged groups might have been influenced by test 
bias, low IQ was not noted by clinicians in some pa- 
tients who were not black or from social class IV or V. 

A review of clinical studies from the 1930s and 1940s 
suggests that evaluation of intelligence was at that time 
more central to the assessment of psychiatric patients. 
Factors that might explain the subsequent deemphasis 
of intellectual assessment include the following: 1) the 
trend toward shortening or avoiding inpatient hospital- 
ization (28), with a subsequent decrease in the time 
available for test evaluation of intelligence, 2) an in- 
creasing emphasis on providing psychiatric services 
and psychological therapies to all individuals who ex- 
perience psychiatric difficulties. coupled with the be- 
lief that therapy is less effective with patients who 
have below-average intelligence, leading therapists un- 
wittingly to ignore the patient's intellectual limitations, 
3) increased attention to measuring competence with 
respect to particular tasks for which the relationship 
between the test score and outcome criteria tends to 
be immediately evident, as opposed to more general 
measures of ability such as IQ testing, for which the 
relationship between test score and outcome is more 
conjectural (29), 4) the increasing use of psychotropic 
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medications, which seem to demand less of the patient 
in terms of participation in the therapeutic process and 
therefore appear to lessen the importance of determin- 
ing his or her resources, and 5) a trend in some parts of 
the general culture to favor the spiritual-emotional- 
mystical over the rational-cognitive-intellectual. 

Whatever the reasons for the phenomenon, the find- 
ings of this report suggest that ignoring IQ level in pa- 
tient assessment and treatment planning represents a 
significant problem. Because of the special treatment 
needs of patients with low intelligence, it is important 
for mental health workers once again to become aware 
of this aspect of psychiatric assessment. 
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Dystonia: A Disorder Often Misdiagnosed as a Conversion 


Reaction 


BY RONALD P. LESSER, M.D., AND STANLEY FAHN, M.D. 


The authors studied the records of 84 patients who had 
idiopathic torsion dystonia. Thirty-seven cases had 
originally been misdiagnosed as primarily psychiatric 
iliness. Only 1 patient presented with dystonic 
movements that were clearly part of a more general 
psychiatric disorder. The authors believe her to be the 
first reported patient whose dystonia is undeniably of 
psychogenic origin. 


THE DYSTONIAS are a group of diseases characterized 
by sustained muscular contractions, twisting move- 
ments, or postures caused by dysfunction of the basal 
ganglia. Some dystonic states are secondary to envi- 
ronmental causes (e.g., encephalitis) or are associated 
with specific neurological entities (e.g., Wilson’s dis- 
ease), but most are primary or idiopathic and are fre- 
quently hereditary (1). Primary dystonia usually be- 
gins in childhood, and the highest incidence is in per- 
sons of Ashkenazic Jewish background with an 
autosomal recessive pattern of inheritance (2). When a 
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family history of the disorder is present, the diagnosis 
can be readily made; however, in about 72% of the 
cases (3, p. 168) there is no family history of dystonia, 
and a diagnosis of conversion hysteria may be made. 
This is particularly common early in the course of the 
disease or when the involuntary movements appear 
with use of the affected limb although the limb appears 
normal at rest (action dystonia). Often this results in 
referral for psychiatric evaluation and treatment, but it 
has been our experience that dystonia is only rarely 
part of a conversion reaction. To confirm this we re- 
viewed our experience with the disorder. 


METHOD 


We obtained the office records of dystonic patients 
seen by members of the Movement Disorder Group at 
the Neurological Institute cf New York. Some of these 
patients were seen at the Hospital of the University of 
Pennsylvania when one of the authors (S.F.) was on 
the staff there. In addition, we reviewed the Presby- 
terian Hospital charts of all patients seen from 1969 to 
1974 and diagnosed as having physical disorders of 
psychogenic origin, dystonia musculorum deformans, 
torticollis, or writer’s cramp. The patients who were 
diagnosed as having physical disorders of psychogenic 
origin did not have movement disorders, and thus we 
did not consider their records further. We did not spe- 
cifically review charts of patients diagnosed as having 
blepharospasm if they had not previously been re- 
ferred to us because this entity presents as a more lim- 
ited disorder and is seen primarily by ophthalmolo- 
gists. Patients were not included if they appeared to 
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TABLE *1 à 
~ Bystonic Patients Previously Misdiagnosed as Having a Conversion 
Reaction 
Time and Number of Patients 
Type of W:th Prior Diagnosis 
Onset of Hysteria (N=37) Total (N=84) 
Chiidhood 8 24 
Generalized 6 20 
Segmental ] 3 
Focal 
Torticollis ] ] 
Adulthood 29 60 
Generalized 3 7 
Segmental 8 13 
Focal 
Torticollis 13 28 
Oromandibular 2 6 
Blepharospasm 3 6 


suffer from disorders of ar: infectious, traumatic, or de- 
generative etiology. Dystonia was diagnosed in those 
patients who manifested sustained twisting move- 
ments affecting muscle groups of the limbs, trunk, 
neck, or face. Although dystonic movements are gen- 
erally slow, spasms may occur with rapid, repetitive, 
jerky, or even ticlike components, which lack the fluid 
character of chorea. In contradistinction to the acute 
dystonic reactions seen at times when phenothiazines 
are first administered, the movements do not stop 
when medication is discontinued. 


RESULTS 


Eighty-four patients satisfied the criteria for primary 
dystonia (1, 4. 5). Thirty-two of these patients were 
seen by one of us (S.F.) end the rest by colleagues in 
the department of neurology and orthopedics. One ad- 
ditional patient manifested dystonic movements as 
part of a psychiatric disturbance. 

- Of the 84 patients meeting the criteria for dystonia, 

37 (44%) had previously been thought to have move- 
ment abnormalities tha: were due to an emotional dis- 
order (table 1). These patients had received without 
benefit a variety of psychiatric therapies, including 
psychoanalysis for up to 2 years, psychoanalytic psy- 
chotherapy, behavioral therapy, hypnosis, and phar- 
macotherapy. 


CASE REPORTS 
The following two cases exemplify this originally 
misdiagnosed group. 


Case I. An 18-year-old Ashkenazic Jewish college stu- 
dent was referred for eva:uation. Six vears earlier her right 
‘hand had begun to rotate internally when she tried to write. 
The severity of this condition fluctuated and was present on- 
ly when she was writing and nct when she used her hand to 
eat, type, or play musical instruments. The results of neuro- 
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logical examination and psychological tests at that time were 
considered within normal limits. She was thought to have an 
emotionally based disorder and received 1 year of psycho- 
therapy. No improvement occurred, although on one occa- 
sion she was able to write while in a hypnotic trance. 

Two years before evaluation the abnormal posture also oc- 
curred when she played the guitar, and one month before 
evaluation the disease began to affect her left hand. Exami- 
nation revealed that the patient was an intelligent woman 
who had occasional abnormal involuntary forward-thrusting 
movements of the right shoulder and occasional extroverting 
movements of the right wrist. Her writing movements at that 
time were normal. She was diagnosed as having a mild form 
of idiopathic torsion dvstonia, manifested mainly during ac- 
tion. 


Case 2. A 12-year-old half-Jewish boy was referred for 
evaluation of uncontrolled muscular spasms. They had 
started 2 years earlier when his left foot began to turn in only 
when he walked, which caused him to limp. Neurological 
examination at that time, including lumbar puncture, myelo- 
gram, electromyogram, and muscle biopsy, was normal. A 
diagnosis of conversion hysteria was made, and the patient 
was referred for psychoanalytic treatment. 

During the following year of psychoanalysis his condition 
worsened to the point where he required crutches to walk. 
The foot assumed an adductor equinovarus position, which 
disappeared only during sleep. A second neurological evalu- 
ation resulted in a diagnosis of idiopathic torsion dystonia. 


Case 3. This patient's dystonia appeared to be due to a 
psychiatric disturbance secondary to a behavioral distur- 
bance, and for this reason we found her to be of unusual 
interest. We are preparing for separate publication a case 
report describing her in greater detail. 

A 15-year-old girl was admitted to the Hospital of the Uni- 
versity of Pennsylvania in 1972 for evaluation of a movement 
disorder manifested by sustained flexion of the left wrist, 
hand, and fingers; sustained plantar flexion and inversion of 
the left foot; arid rigidity and fixed posture of the left leg, all 
of which began 2 years before admission. In addition, the 
patient had a history of migratorv skin lesions, including but- 
terfly-distribution rashes, areas of swelling, raised purple- 
black welts, and small circular areas of desquamation and 
necrosis. She also experienced weight loss, nausea, and 
vomiting (diagnosed as anorexia nervosa) and transient epi- 
sodes of numbness over both the right and left side of the 
body. On physical examination fixed postures of the left ex- 
tremities (as described above) were noted. These were re- 
versible with the infiltration of the overlying skin with lido- 
caine (Xylocaine). Splitting of sensation to tuning fork at 
midforehead was also seen. During hospitalization the pa- 
tient admitted that her skin lesions were self-inflicted, and 
they ceased occurring. However, while still in the hospital 
she was found lethargic and with slurred speech. She denied 
drug ingestion initially, but a blood salicylate level of 68.3 
mg/100 ml (therapeutic level—-20-25 mg/100 ml [6, p. 73]) was 
found. She then admitted that she had made a suicide at- 
tempt. Her other symptoms and signs improved somewhat, 
although not entirely, with a treatment protocol that includ- 
ed individual and family therapy and a behavioral contract. 

One year later the patient was found in a university bath- 
room with her wrists slashed. She was readmitted and short- 
ly thereafter said she had been faking her dystonic symp-, 
toms. She discarded her leg brace, and the sustained con- 
tractions in her leg and arm immediately improved. She was 
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subsequently treated with psychotherapy and is now attend- 
ing college and doing well both from a physical and psychiat- 
ric standpoint. . 


DISCUSSION 


The symptems of dystonia are among the more un- 
usual encountered in medical practice. A patient may 
complain of a twisting of the neck that vanishes when 
he touches his chin. A second will report being able to 
walk backward normally but not being able to go for- 
ward without his legs beginning to move abnormal- 
ly (7). Another will be able to run but not walk (4). A 
fourth can sing but not talk. A fifth will complain of 
spasms of the eyelids that occur while reading but not 
while watching television. 

Frequently the symptoms fluctuate over time, wors- 
en with anxiety, and lessen while the patient is under 
hypnosis. They always go away during sleep. Because 
the symptoms are so unusual, the diagnosis of con- 
version hysteria is often made, and the patients are re- 
ferred for psychiatric treatment. Cooper et al (3) re- 
ported this pattern in 56 of 226 cases of dystonia, and 
Marsden and Harrison (4) and Eldridge and associ- 
ates (8) described similar findings. Although some re- 
searchers (9, 10) have suggested that there may be an 
underlying psychiatric illness in these patients, oth- 
ers (11-13) found no differences between dystonic pa- 
tients and controls in regard to previous psychiatric 
history and current life adjustment or on psychiatric 
testing. 

Of the 47 patients in this study who were not first 
misdiagnosed as having hysteria, 6 had been under 
treatment for a psychiatric illness at the time they de- 
veloped dystonia. Three had been given the diagnosis 
of manic-depressive illness, and 1 each given the diag- 
nosis of depression, alcoholism, and ‘‘multiple marital 
problems.’’ The 3 with manic-depressive illness had 
been treated with lithium. Lithium withdrawal or 
reintroduction did not alter their symptoms. The re- 
sults of their neurological examinations were consis- 
tent with the presence of the disease and did not sug- 
gest hysteria or a conversion reaction. No change was 
reported in the psychiatric disorder of these patients 
when they developed dystonia, beyond a reasonable 
reaction to the presence of the disease. The referral of 
these 6 patients may reflect an increased incidence of 
dystonia in psychiatric patients. However, their refer- 
ral could also reflect the greater awareness of physi- 
cians in recent years of the association between vari- 
ous psychiatric medications and movement disorders. 


Clinical Characteristics of Dystonia 


The dystonias most commonly begin during child- 
hood, first involving one leg and subsequently in- 
volving the other limbs, trunk, and neck to become 


. generalized. The older the individual is at the time of 


onset, the more likely it is that the disease will remain 
focal, although generalized, segmental, and focal 
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forms may occur at any zge. Marsden (5) ha$ 'sub- B 


divided the focal forms of adult onset into four group$> 
1) blepharospasm, contractions of the muscles that 
close the eyes; 2) oromandibular dystonia, forceful 
movements of the muscles of the neck, face, jaw, and 
tongue; 3) segmental dystonia such as dystonic 
writer’s cramp, spasms of the hand while writing. or 
engaging in other manual activities; and 4) spasmodic 
torticollis, twisting spasms of the neck. 

The dystonias occur both as a nonhereditary dis- 
order in adults and children and as a hereditary dis- 
ease, which 1s more common in children and adoles- 
cents. Three hereditary forms have been described, 
the most common being an autosomal recessive form 
seen predominantly in Ashkenazic Jews. There is also 
an autosomal dominant form and, most recently, an X- 
chromosome-linked recessive pattern was found in the 
Philippines (14). It seems likely that dystonias are part 
of a larger spectrum of disorders affecting the basal 
ganglia, including Parkinson’s and Huntington’s dis- 
ease, Gilles de la Tourette’s syndrome, and dystonic 
or choreic reactions to antiparkinson, antihistaminic, 
or neuroleptic medications (15). 

Cooper (16) has reported encouraging results in 
some patients with stereotaxically placed lesions in the 
thalamus. Phenothiazines, haloperidol, carbamaze- 
pine, diazepam. and antiparkinson drugs have all been 
used in treatment. Biofeedback has been helpful in 
some patients, particularly those with torticollis (27). 
Supportive psychotherapy has helped patients to cape 
with the presence of this chronic and often disfiguring 
disorder. 


Comment 


Case 3 illustrates an important point: psychiatric ill- 
ness presents onlv rarely as dystonia and was seen in 
only 1 of 85 patients. In this patient there were addi- 
tional signs pointing to a primarily psychiatric dys- 
function. We feel that only in such exceptional situa- 
tions should hysterical dystonia be considered in the 
differential diagnosis of Cystonia; in most cases there 
Is no compelling evidence for an emotional cause. Be- 
cause patients with dystonia are frequently referred 
for psychiatric treatment at the time they develop their 
disease, psychiatrists are in a position to assist in es- 
tablishing the correct diagnosis at an early stage o: the 
illness and thus facilitate early treatment. 
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Sodium Valproate in Huntington’s Disease 


BY GRAEME R. SYMINGTON, M.D., DAVID P. LEONARD, M.B., PETER J. SHANNON, M.B., ° 


AND FRANK J.E. VAJDA, M.D. 


The authors assessed the effect of sodium valproate, 
which is thought to elevate brain y-aminobutyric acid 
(GABA) levels, in the treatment of Huntington's 
disease by an objective ultrasound method in three 
patients with Huntington's disease. Despite plasma 
levels ranging from 47.0 to 140.8 ug/ml (mean, 104.7), 
sodium valproate had no beneficial effect on invol- 
untary movements. The authors stress the importance 
of activation to achieve a standard level of arousal 
in the assessment of involuntary movements. 


IN HUNTINGTON'S DISEASE there is a complex distur- 
bance of pharmacological neurotransmitters, including 
a reduction of y-aminobutyric acid (GABA) levels in 
the basal ganglia (1). This reduction of GABA might 
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be related to a deficiency of its biosynthetic enzyme, 
glutamic acid decarboxylase (2), and might be an im- 
portant component of the neuropharmacological basis 
for the involuntary movemenis in Huntington’s dis- 
ease. 

Therapeutic endeavors to augment brain GABA lev- 
els in Huntington’s disease by administering this neu- 
rotransmitter are impractical because GABA does not 
cross the blood-brain barrier (3). However, sodium 
valproate (dipropyl acetic acid} given by mouth might 
increase brain GABA levels in Huntington’s disease. 
Sodium valproate is an anticonvulsant and is thought 
to act at least in part by enhancing GABA levels by 
inhibiting GABA transaminase, a degradative enzyme 
for GABA (4). 

Previous assessments of sodium valproate in Hun- 
tington’s disease (5, 6) did not include bioavailability 
studies. In the present study, plasma levels of sodium 
valproate were monitored throughout the period of ad- 
ministration. Involuntary movements were measured 
by an objective ultrasound method. 


METHOD 
We studied three female inpatients of a psychiatric, 


hospital who had typical advanced Huntington’s dis- 
ease associated with a definite family history. Their 
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TABLE 1 


BRIEF COMMUNICATIONS 


Measurement of Involuntary Movements Obtained by Ultrasound Method for 3 Patients Before and During Treatment with Sodium, Valproate ^ 
ith RL CR M ————— 


z Patient ] 
Plasma 

Time of Measurement Rest Activation* _ Level** Rest 
Before treatment 

a.m. 944 59,129 6,189 

p.m. 5,788 29,433 11,242 
Week 2 of treatment l 

a.m. 6,980 86,399 105.9 ` 8,078 

p.m. 13,416 59,104 122.3 9,709 
Week 4 of treatment 

a.m. 23 ,986 56,675 68.2 8,309 

p.m. 4,315 11,962 117.6 14,507, 


Patient 2 Patient 3 
Plasma Plasma 
Activation* Level** Rest Activation* Level** 
6,955 36,997 €3,667 
13,924 38,995 54,600 
10,264 87.0 52,953 61,080 140.8 
15,267 47 .Q*** 59.264 65,337 127.9 
17,297 122.2 41,105 54,829 111.2 
17,593 108.6 27,540 43,078 98.1 


* Activation by standard interview produced a significant increase in involuntary movements (p«.001, 3-way analysis of variance; F 32.888). l 
**ug/ml; these values indicate that the steady-state plasma concentrations of sodium valproate were within the reported therapeutic range. In patient z, a 
precipitate fall in plasma concentration followed omission of a single routine dose. 


***Dose omitted. 


ages were 42, 45, and 50 years, and their weights were 
56, 59, and 60 kg. Sodium valproate tablets (200 mg) 
were used in the following treatment schedule: 200 mg 
t.d.s. for 2 days, 400 mg t.d.s. for 2 days, and 600 mg 
t.d.s. for 24 days (the total treatment period was 4 
weeks). Consent for the study was obtained from pa- 
tients and relatives after the nature of the study had 
been explained. 


Measurement of Involuntary Movements 


Measurements of total body movement were made 
using an ultrasound device (7) under standard condi- 
tions at rest and with activation. Twice-weekly assess- 
ment (at 9 a.m. and 2 p.m.) was made during the week 
before treatment and in the second and fourth weeks 
of treatment. Measurements were made over 10-min- 
ute periods with subjects seated, at rest, or respond- 
ing to a standard interview. The interview was chosen 
as an activaung mechanism because the dysarthria ac- 
companying the disease makes response to interview a 
moderately stressful experience. 


Estimation of Plasma Sodium Valproate Levels 


Plasma levels of sodium valproate were measured 
by gas-liquid chromatography (GLC) using a Packard 
712-GLC with a flame ionization detector. Octanoic 
acid was used as the internal standard. Recoveries 
were 99%, and sensitivity was 0.5 ug/ml (8). Samples 
were assayed in duplicate. 


RESULTS 


Treatment with sodium valproate produced no con- 
sistent alteration in involuntary movements, as as- 
sessed by an ultrasound svstem, in the three patients 
with Huntington’s disease (see table 1). This lack of 
response occurred despite plasma sodium valproate 
levels considered adequate at the times of assessment 

«(see table 1). No adverse clinical effects or alteration in 
laboratory tests of hematological, renal, or hepatic 
function were encountered. 


Activation of the patients to a standard level of 
arousal by asking them to respond to a predefined in- 
terview resulted in a significant increase of involuntary 
movements (p<.001 by 3-way analysis of variance; see 
table 1). 


DISCUSSION 


No therapeutic effect was demonstrable in this open 
study of sodium valproate in Huntington’s disease us- 
ing an objective ultrasound method of assessing in- 
voluntary movements. This is in accordance with the 
findings of two previous studies (5, 6), although in 
those studies plasma levels of sodium valproate were 
not measured. In our three patients, plasma sod:um 
valproate levels were toward the upper level of the 
range considered desirable when using this agent in the 
treatment of epilepsy (8). 

The explanation for the lack of response to sodium 
valproate may be that the treatment failed to elevate 
GABA levels in the basal ganglia. Alternative ex- 
planations are that depressed GABA levels are only a 
secondary effect of the disease process, without causal 
relationship to the involuntary movements, or that 
there is a defect of GABA receptors. Another possible 
explanation is that GABA deficiency is only one as- 
pect of a complex biochemical disturbance in the basal 
ganglia and is secondary in importance to the imbal- 
ance proposed by Klawans and Rubovits (9) between 
dopaminergic and cholinergic mechanisms in basal 
ganglia. 

The importance of ascertaining plasma sodium val- 
proate levels lies in the wide variation of bioavailabiii- 
ty between individuals and in the marked fluctuation of 
plasma levels between doses in any individual pa- 
tient (8). 

The advantage of the ultrasound method used in the 
present assessmént of involuntary movements is that it 


is an objective technique that yields reproducible mea- , 


surements (see table 1). Our methodology allowed us 
to demonstrate a highly significant difference in move- 
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~ ent counts between activated and resting states. The 


"proposal: that an actual or functional excess of dopa- 
mine in the basal | ganglia is involved in the genesis of 
involuntary movements in Huntington’s disease is 
supported by the fact that the disease responds thera- 
peutically to reserpine and tetrabenazine, which de- 
plete dopamine, and to haloperidol, which blocks 
dopamine receptors. However, these agents might 
depress involuntary movements by their sedative ef- 
fect alone, and it is therefore important to include acti- 
vation to achieve a standard level of arousal in any 
therapeutic study of Huntington’s disease. Any study 
of Huntington’s disease that fails to take this variable 
into account must be regarded as incomplete. 
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The authors explor ed determinants of psychiatric 
hospitalization in four Manhattan general hospital 
emergency rooms and found that although the nature 
and severity of a patient’s problem played the most 
important role in the decision to hospitalize, the 
facility involved was also a determining factor. The 
findings are discussed in relation to policy concerning 
staffing and organization of emergency room services 
and future studies of service delivery in this area. 


CHANGES IN PATTERNS of health care delivery during 
the past 20 years have included the rise of the general 
hospital emergency room as a major entry point into 
the health and mental health systems for the socially 
and economically deprived in the urban centers of 
large metropolitan areas (1-3). For clinicians and ad- 
ministrators responsible for health care delivery in 
such settings, the staffing and organization of services 


- in relation to clinical decisions regarding patient man- 


agement are of pressing importance. In achieving the 
goals of the emergency triage process, the clinician 
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must match the nature and severity of a patient’s con- 
dition with an appropriate method of treatment. A key 
decision for clinicians in all medical specialties is the 
determination of a patient’s need for hospitalization. 
Previous studies of psychiatric emergency services 
have found that a patient’s sociodemographic and resi- 
dential characteristics (4, 5) and clinical problems and 
diagnosis (6-11) are highly related to decisions about 
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the patient’s management. Although there has been 
much discussion of the role of staffing patterns and 
community-based alternatives to psychiatric hospital- 
ization in influencing decisions to hospitalize, there 
has been little documentation of the determinants of 
psychiatric hospitalization in relation to the clinical 
and social characteristics of patients and the availabili- 
ty of service programs. In the study reported here, we 
investigated the relative importance of these factors in 
the decision to place a patient in a psychiatric hospital. 


METHOD 


The study was conducted in the 4 general hospital 
emergency rooms of the Northern Manhattan Colum- 
bia Consortium—referred to here as Hospital A, Hos- 
pital B, Hospital C, and Hospital D. These facilities, 
affiliates of the College of Physicians and Surgeons, 
Columbia University, serve residents of the northern 
one-third of Manhattan. The psychiatric service of 
each of the hospitals is under separate and independ- 
ent administration; each psychiatric emergency ser- 
vice is staffed differently, has different service pro- 
grams, and functions independently of the others. Fur- 
ther, each has its own catchment area (see table ]). 
This setting lent itself to a study of the comparative 
rates of utilization and hospitalization for the emergen- 
cy room of each of the hospitals and the factors that 
influenced the decision to hospitalize. 

The study was conducted over a 1-month period si- 
multaneously in all of the hospitals. During this time 
standardized admission/discharge forms eliciting infor- 
mation on sociodemographic and residential charac- 
teristics, problem appraisal, diagnosis, severity of ill- 
ness, and disposition were completed by the psychiat- 
ric emergency service staff for all individuals with 
unscheduled psychiatric emergency visits. 

A selected subsample of 50 patients at each of the 4 
emergency services was interviewed by a psychiatrist. 
In duplicating the staff interview, the psychiatrist 
working on this project used the admission/discharge 
form and rated each patient on overall severity of ill- 
ness using the Global Assessment Scale (12). The data 
presented in this study are from the sample of 200 pa- 
tients from the 4 facilities. 

Subjects were selected from the patient flow at each 
service during March 1976, at times when psychiatrists 
were available to conduct the research interviews. AI- 
though a systematic selection procedure was not used, 
patients were seen during all hours of the day, 7 days a 
week, with the heaviest concentration of patients se- 
lected from the peak times in service use (Monday- 
Friday, 8 a.m.-8 p.m.). Approximately 47% of the pa- 
tients seen in all 4 facilities were male and 53% female, 
with no significant differences by facility. The mean 
age of the patients ranged from about 35.5 to 37.5 
years, with no significant differences by facility. The 
majority of the patients at all 4 facilities were in social 
classes IV and V, according to Hollingshead's two- 
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factor index of social position (13). The majority of thg~ 


patients had homes, and 57% of all of the patients 
came from within the catchment area served by the 
various facilities. Fifty-four perfent of the patients 
were found to need psychiatric hospitalization. How- 
ever, the percentage of those hospitalized varied by 
facility, ranging from 1596 at Hospital D, to 5796 at 
Hospital C, to 62% at Hospital B, to 83% at Hospital 
A. 

Differences in hospitalization rates at the 4 study fa- 
cilities have been noted from annual report statistics 
and in findings from a pilo: study of emergency room 
case records conducted in the fall of 1974. Indeed, an 
awareness of these differences led to the investigation 
reported here. In the 1974 pilot study, 57% of the pa- 
tients at Hospital A, 36% at Hospital B, 48% at Hospi- 
tal C, and 16% at Hospital D were referred for in- 
patient care. In the March 1976 study, the overall hos- 
pitalization rate was 57% at Hospital A (N=170), 35% 
at Hospital B (N=181), 51% at Hospital C (N=274), 
and 22% at Hospital D (N=315). Percentages of those 
hospitalized in the subsample of 200 compared with 
rates for the total numbers seen during the month are 
markedly higher for Hospital A (83% versus 57%), and 
Hospital B (62% versus 35%}, but rates for Hospital C 
(57% versus 51%) and Hospital D (1596 versus 22%) 
are closer in magnitude to the rates found in the total 1- 
month sample. 

In exploring the determinants of psychiatric hospi- 
talization, the dependent variable was the decision of 
the emergency room staff to hospitalize or not to hos- 
pitalize. Independent variables included overall sever- 
ity of illness according to the Global Assessment 
Scale; sociodemographic variables such as age, sex, 
and race; the presence or absence of psychosis; 
whether or not the illness was called ''chronic"'; his- 
tory of previous hospitalization, and the facility where 
the patient was seen. In exploring the relationship be- 
tween the independent end dependent variables, a 
stagewise linear multiple regression analysis was used 
to isolate the independent variables having the greatest 
effect on the decision to kKospitalize. 


FINDINGS 


The results of the stagewise multiple analysis (see 
table 2) indicate that the severity of a patient's illness 
and his or her clinical condition played the most im- 
portant role in the decision to hospitalize, as evi- 
denced by the fact that the Global Assessment Scale 
score, psychosis, chronicity, and previous hospital. 
ization were the first variables to appear in the regres- 
sion equation. The service facilities appeared to con- 
tribute at least as much to the explained variance in 


hospitalization when severity and clinical variables. 


were controlled. Thus it appears that although the de- 
cision to hospitalize for psychiatric illness was firmly 
based on the nature and severity of a patient's prob- 


lems, it was also determined by the facility where the 
. by 
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I te 


1 M Emergency Visits 


————À— 


Special 
Staffing Patterns Programs 
9 a.m.—5 p.m.: 2 psychiatrists, 1 social Crisis 


worker, I nurse, | clerk intervention 


5 p.m.-9 a.m.: first- and second-year 
residents, 1-2 nurses 


9 a.m.-5 p.m.: 1 half-time attending psy- — 
chiatrist, first- and third-year residents 


5 p.m.-9 a.m. 
dents 


: first- and third-year resi- 


9 a.m.-5 p.m.: 1 half-time attending psy- = 
chiatrist, first- and second-year residents 


5 p.m.-9 a.m.: first- and second-year resi- 


dents 

9 a.m.—5 p.m.: 1 full-time attending psy- Emergency room 
chiatrist crisis group 

5 p.m.-9 a.m.: first- and second-year resi- 

dents . 


Nc Psychiatric Components of 
Area ———————— Initial 
Hospital Population Total N % Screening 
Hospital A 112.395 130,579 3,675 3 Nurse triage. 
medicine, 
psychiatry 
Hospital B 155,000 200,000 1,800 1 Nurse triage. 
medicine, 
psychiatry 
Hospital C 79,625 60,000 2,200 4  Nursetriage, 
medicine, 
psychiatry 
Hospital D 135,000 77,826 8,000 10 Nurse triage, 
medicine, 
psychiatry 
TABLE 2 


Stagewise Multiple Regression Analysis of Determinants of Psychiat- 
ric Hospitalization* 


Independent Variable Š r? Change Significance 
Global assessment score .05477 .05477 p<.01 
Psychotic illness .05478 .00001 n.s. 
Chronic illness .05712 .00235 n.s. 
Previous hospitalization 09975 .03363 p<.05 
Hospitals (df=3) 18456 .09375 p«.0l 


"The dependent variable was whether or not the patient was hospitalized. The 
adjusted mean admission rates are zs follows: Hospital A, 29.796; Hospital 
B, 48.1%; Hospital C, 57.096; and Hospital D, 15.7%. 


patient was seen and probably reflects the program- 
matic alternatives to hospitalization available at the 
various facilities. 


DISCUSSION 


No one familiar with psychiatric illness questions 
the fact that psychiatric hospitalization is at times nec- 
essary and desirable for the treatment of certain Hll- 
nesses. However, many factors unrelated to clinical 
decisions, such as civil rights and economic and hu- 
manistic concerns, sometimes bring controversy to the 


„Subject of psychiatric hospitalization. The setting for 
this study provided an opportunity for a kind of natural 
"ai experiment in which an attempt could be made to ex- 


amine factors that influenced the decision to hospital- 
ize in 4 separate but related emergency rooms. 
Pd 


356 


The results of the study show that when variables 
related to the nature and severity of a patient's illness 
were controlled, the specific facility where the patient 
was treated contributed to the decision to hospitalize. 
That is to say, a patient was significantly less likely to 
be hospitalized at Hospital D than at the others when 
factors related to severity of illness, psychosis, chron- 
icity, or previous hospitalization were controlled. Sim- 
larly, a patient appearing in the emergency room at 
Hospital A was less likely to be hospitalized than pa- 
tients appearing at Hospitals B and C. The latter is a 
particularly important finding, since Hospital A is the 
only municipal hospital in the study and receives more 
socially and economically impoverished patients than 
the other hospitals do. 

In an attempt to understand the differences in the 
rates of hospitalization when such factors as illness 
and sociodemographic characteristics were controlled, 
we examined the differences in the staffing patterns 
and functioning of the four emergency rooms. It quick- 
ly became apparent that at Hospitals A and D, where 
the probability of being hospitalized was less than at 
the other hospitals, controlling for severity of illness, 
the emergency room was staffed by attending psychia- 
trists who were primarily responsible for the decision 
to hospitalize; thev were on duty from 9 a.m. to 5 
p.m., Monday through Friday. Staffing at Hospitals B 
and C was somewhat different and consisted of psychi- 
atric residents under the supervision of members of 
the attending staff. Similarly, at both Hospitals A and 
D, the emergency room services had crisis interven- 
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tion programs in which patients were seen for sev- 
eral visits if it was deemed necessary after their initial 


visit. Such prbgrams do not currently exist at Hospi-. 


tals B and C. * | 

The results of this study strongly suggest that the 
following were key factors in the facilities' differences 
in the decision to hospitalize: the presence of attending 
physicians (more seasoned in their clinical skills than 
psychiatric residents) as the primary decision maker in 
the emergency room and the presence of crisis inter- 
vention programs in the emergency room. Such find- 
ings, which should be refined through further research, 
will ultimately be of importance to policymakers con- 
cerned with the issues of staffing and funding of emer- 
gency room services. 
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Becoming an Administrator: The Vicissitudes of Middle 
Management in Mental Health Organizations 


BY DAVID M. DRESSLER, M.D. 


Middle management has been a conceptually 
neglected and operationally abused position in the 
administrative hierarchy of mental health 
organizations. The position is viewed as a preparatory 
exercise for executive responsibility, and frequent 
changes disrupt service delivery. The author describes 
the responsibilities, hierarchical role relationships, 
rewards, and constraints of middle management 
positions. Health care professionals must actively 
seek and retain these positions if they wish to maintain 
their place in directing the work of mental health 
institutions. 


DURING THE PAST 25 years there has been increasing 
recognition and appreciation of the influence that or- 


Dr. Dressler is Chief of Psychiatry, New Britain General Hospital, 
"New Britain, Conn. 06050, and Associate Professor of Psychiatry, 
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ganizational structure and function have on the ef- 
fectiveness and efficiency of mental health services. 
Drawing on the vast literature in the field of organiza- 
tional theory (1), a number of investigators, beginning 
with Stanton and Schwartz (2), have studied various 
aspects of organizational life in mental health institu- 
tions. Most research has explored the executive level 
of organizational management (3-5), with only passing 
reference to other levels of the managerial hierarchy. 
This is related in part to the tendency of mental health 
organizations to minimize the hierarchical distinction 
among management positions and in part to the low 
prestige assigned by the organization to lower manage- 
rial levels (6). 

In mental health organizations, management posi- 
tions can be clustered into three hierarchical levels, 
defined by differences in authority and responsibility. 
These consist of top management (executive, middle 
management (supervisor), and lower management (cli- 


nician). The executive, such as a hospital superintendw, 
ent or mental health center director, determines insti- 


tutional policies and priorities and — re- 
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spo le for all activities conducted ' by the 
rga ion. The middle manager, such as a ward 


à SOS aes program coordinator, devel- 
Ops procedu mplementing institutional policies 
and is responsible for the operation of a particular se-- 
vice element or elements. The clinician, such as an in- 
dividual therapist or family or group therapist, delivers 
clinical services to patients and is responsible for rer 
dering treatment. 

In many organizations occupants of middle manage- 
ment positions tend to be assigned a great deal of re- 
sponsibility with little authority. Their tasks are often 
ill-defined, their relaticnships to clinicians and execu- 
tives ambiguous, their rewards few, and many con- 
straints are placed on the performance of their tasks. 


The organization often regards these positions as tem-' 


porary assignments, serving as apprenticeship experi- 
ences to executive-level responsibility; not surpris- 
ingly, there is a high rate of turnover. | 

Frequent changes in middle management positions 
create a variety of deleterious disruptions for the or- 
ganization, for example, at least temporary impair- 
ment in the function of a service and reduced staff mo- 
rale, with its concomitant impact on the quality of pa- 
tient care. Unfortunatelv, high attrition seems to be 
viewed as a fact of life rather than as a consequence oZ 
dysfunctional organizazional attitudes and practices 
However, the reality is that these positions are ex- 
tremely important to the organization because they are 
crucial to the implementation of its objectives by en- 
suring that ‘‘the work gets done.” 

The purpose of this paper is to describe the task re- 
sponsibilities, hierarchical role relationships, rewards, 
and constraints of middle management positions. This 
paper will focus on the service delivery component of 
mental health organizations. 


MIDDLE MANAGEMENT 
Tasks 


The primary task of middle management is to imple- 
ment organizational policy by developing and main- 
taining operating activities. These activities directly 
contribute to the mission of the organization (e.g., in 
service institutions, patient care) and must be per- 
formed for the organization to survive (7). In systems 
language (8) this involves the importation of sick per- 
sons in need of a particular service such as hospital- 
ization or day care (input); the transformation or con- 
version of sick persons into well persons brought 
about by various therapeutic interventions such as 
psychotherapy and pharmacotherapy (throughput); 
and the transfer of well, or at least improved, persons 
into the community or to another service element (out- 
put). 


' [n addition to operating activities, the middle man- 
"ager must perform two other types of tasks: mainte- 


nance and regulation. Each of these activities is incor- 
porated into one or more organizational structures 


o» 
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(systems) with its respective inputs, throughputs, and 
outputs. 

Maintenance activities procure and replenish thé re- 
sources that produce operating activities. They in- 
volve the acquisition of necessary equipment and 
materials including adequate physical space and the 
recruitment or selection, induction, training, super- 
vision, and motivation of employees (clinical and cleri- 
cal staff). 

Regulatory activities relate operating activities to 
one another, maintenance activities to operating activ- 
ities, and all internal activities of the service element 
to its external environment. Regulation thus includes 
the monitoring of work conducted within the organiza- 
tion and boundary control—the management of trans- 
actions between internal activities and the environ- 
ment. Boundary control is probably the most impor- 
tant responsibility of management (9). 

In addition to the regulation of various task system 
boundaries, the middle manager also needs to regulate 
sentient system boundaries (the boundaries of groups 
to which individuals belong through their roles in sys- 
tems of activity, e.g., such professional disciplines as 
nursing or psychiatry) and the relationship between 
task and sentient systems. 


Hierarchical Role Relationships 


The manager stands in the middle, serving as a link- 
ing pin (10) between the executive who oversees the 
entire organization and the clinician who cares for in- 
dividual patients and their families. On behalf of the 
executive, the manager is delegated the responsibility 
and authority to operate the service element. He or 
she interprets organizational policies and directives to 
the staff and provides feedback to the executive from 
the staff. Within the service element the manager han- 
dles transactions among the staff and between patients 
and staff as well as those which occur at the interface 
between the service element and superordinate struc- 
tures. 

Essential to effective management is the degree to 
which the manager establishes and maintains good 
working relationships with staff who are accountable 
to.him or her and with organizational leaders to whom 


. the manager is, in turn, accountable. Accomplishing 
. ‘this objective is determined by his or her skill as a ` 


leader. The manager who adopts a leadership style 
that emphasizes his or her technical expertise as clini- 
cian, administrator, and. sometimes educator, com- 
bined with a personal interest in relationships with the 
executive and staff, will tend to be more successful 
than one who relies solely on the imposition of author- 
ity. The effective leader is one who provides a role 
model with which the staff can positively identify, us- 
ing this relationship to motivate them in the accom- 
plishment of organizational tasks. The quality of the 
relationship established between the manager and the 
staff ultimately affects the quality of care the staff pro-, 
vide to patients. 

Good leadership ts facilitated by an awareness of the 
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personality dynamics of both super- and subordinates 
as they relate to overall organizational goals and val- 
ues (11). Within the service unit this understanding 
can be used to maximize individual capabilities and 
minimize vulnerabilities, e.g., modifying task require- 
ments to meet individual needs. However. in applying 
clinical insights, it is essential that the manager not 
“treat” staff as “‘patients.”’ 

Since many organizational activities cccur within 
group settings, it is also extremely important that the 
manager possess an understanding of group processes, 
such. as basic assumption postures (12). The man- 
ager's ability to skillfully harness group feelings in the 
service of organizational tasks enhances productivity 
and morale and reduces the loss of creative human en- 
ergy. In the short term this is best accomplished by 
developing a sentient group that is coterminous with 
the work group. As Rice (13) has pointed out, this re- 
duces uncertainty about the integrity of group bounda- 
ries and thereby increases the effectiveness of task 
performance. In the long term, however, the identifi- 
cation of task requirements with sentient needs may 
promote the fantasy of becoming a closed system and 
consequently interfere with necessary organizational 
changes. 


Rewards and Constraints 


The potential rewards of management positions are 
many. They include satisfaction in accomplishing the 
organizational tasks, meaningful personal relation- 
ships with employer and employee, assisting staff in 

developing clinical skills and enhancing their personal 

growth, experimenting with the implementation of cre- 
ative ideas, and being involved with an organization 
that is concerned with the delivery of mental health 
services. Other rewards associated with good lead- 
ership may include vertical job mobility and its associ- 
ated increase in status, income, and sphere of influ- 
ence. 

However, there are many constraints on manage- 
ment positions. In the area of task performance, prob- 
lems frequently center around conflicts over boundary 
regulation and control. For example, as the organiza- 


tion defines new service priorities, the executive may... 


siphon off trained staff without providing adequate re- 
placements. When fewer patients require particular 
services, organizations often redefine the function of 
an existing service element without providing neces- 


‘sary psychological or technical preparation for staff or 


their leaders. In addition to potential conflict with the 
executive, there are often boundary disputes arising 
from various professional disciplines about activities 
that staff are expected to perform. For example, the 
nursing service may disagree with the use of nurses 
and aides to perform duties not included in their de- 
fined job descriptions, such as acting in the role of pri- 
mary clinician. When ineffective boundary control is 
prevalent, participants tend to inappropriately apply 
their authority and responsibility to the responsibility 


and authority of others, as for example when 
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utive becomes actively involved in inter 
of the service element or the mid 
ally makes policy decisions such as w 
be served. 

In the area of hierarchical role relationships, many 
potential constraints are often generated by disputes 
about legitimate authority. As already indicated, the 
manager is dependent on behavioral support from both 
the executive and staff clinicians, each of whom nas 
somewhat different expectations about the manager's 
role performance, and this can create a role di- 
lemma (14). The executive assumes that the manager 
will **run the program” according to institutionally de- 
fined goals. However, staff, especially those with for- 
mal degrees, expect to be treated as independent pro- 
fessionals—i.e., colleagues—who are the sole judge of 
the validity of their decistons (15). They question ihe 
legitimacy of the manager’s authority to define the ele- 
ments of their work. 

In a very real sense, the manager is in the middle. As 
a professional (assuming he or she has had formal ciin- 
ical training), the manage- identifies with staff. resent- 
ing the imposition of organizational authority on pro- 
fessional prerogatives, and as an administrator he or 
she identifies with the executive who expects him or 
her to impose authority. As Klerman and associ- 
ates (16) pointed out, this is a particularly difficult situ- 


ger unilater- 
Ich patients will 


r4 
d 


ation when the manager has a strongly permissive and ' 


antiauthoritarian orientation. A potential confronta- 
tion may therefore result when the manager attempts 
to simultaneously meet the institution’s demands re- 


_ garding staff behavior and comply with the staffs ex- 


pectations to be treated as independent professionals. 
To complicate the situation further, executives may 
also be clinicians and, as such, identify with the staff 
and frequently undermine the authority of the man- 
ager. 

A second role dilemma centers on conflict between 
organizational task requirements and sentient need’s’of 
the middle manager and his or her staff. Staff expect 
from their supervisor the training and supervision nec- 
essary to perform their tasks and buffering from what 
they perceive to be unreasonable expectations and de- 
mands of the executive, such as specific levels of pro- 
ductivity, distribution of work hours, and the like. in 
effect, they need to deny the task-related authority of 
the manager and instead seek a nurturant and pro- 
tective parent. The manager also has personal needs, 
and if isolated from professional] peers or the execu- 
tive, he or she may be unable to partially provide grati- 


' fication of these needs waile at the same time support- 


ing the appropriate demands and expectations of the 
executive. In practice, there is an inherent difficulty 
when the same person simultaneously attempts to 
meet task needs of the organization and sentient needs 
of its personnel. 


common experience in mental health institutions. This 
occurs partly as a result of the tendency for n 
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litarian ideals (17) and to use their status 
for creatinSgressyres -hrough informal alliances (18). 
One dysfunctional c8nsequence of this pattern is that 
the organization becomes more concerned with pro- 
fessional activity as such than with specific organiza- 
tional tasks and objectives. 


DISCUSSION 


Administration is a complex set of tasks requiring 
both the acquisition of technical skills and inter- 
personal competence. Unfortunately, most young ad- 
ministrators have received little formal preparation for 
this role. The problems encountered in performing ad- 
ministrative roles are both difficult and complex and 
require a high degree of ingenuity and persistence. The 
unpleasant pressures of being in the middle may dis- 
courage the young administrator from seeking addi- 
tional responsibilities and moving up in the administra- 
tive hierarchy (19). At the same time, there may be an 
illusion that those at the top are free of these con- 
straints and operate more like the independent profes- 
sional. In reality, this is far from the case. Although 
administrators at the executive level may have more 
discretionary freedom in conducting their daily activi- 
ties, they also have maay constraints as a function of 
their being in the middle between their institution and 
an increasing number of external forces, e.g., con- 
sumer groups, state and federal governments, and uni- 
versities. As Greenblatt (20) pointed out, the execu- 


' tive works in the center of the “‘psychopolitical’’ arena 


and in many respects must often function more as a 
politician than as a psychiatric professional. 

In spite of the vicissitudes of administration, it re- 
mains a critical area for clinician involvement if health 
care professionals wish to maintain their place in di- 
recting the work of insti-utions. If they choose to abdi- 
cate organizational responsibilities, managerial posi- 
tions are likely to be filled in the future by nonclinician 
bureaucratic administretors who may be more ac- 
countable to monolithic institutions than to the health 


dministrators to abdicate their authority be- 
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care professionals or to the consumer population that 
they serve. l : 


19. 


20. 


. Greenblatt M: Administrative psychiatry. Am J Psychiatry 


. Dolgoff T: The organization, the administrator, and the mental 


. Rice AK: The Enterprise and Its Environment. London, Tavis- 


. Sayre WS: Principles of administration. Hospitals 30: 34-35, 
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Improved Psychological Status of Children Under DDAVP Therapy for Central 


Diabetes Insipidus 


BY RAYMOND W. WAGGONER, JR., M.D., ALFRED E. SLONIM, M.D., AND STEPHEN H. ARMSTRONG, PH.D. 


In this study we administered a retrospective ques- 
tionnaire to parents of children who suffer from diabe- 
tes insipidus. Previously, these children had received 
vasopressin in oil I.M. every 48 to 72 hours. It has 
been noted anecdotally that some children react poor- 
ly to the vasopressin in oil treatment and that occa- 
sionally there are deleterious behavior changes and de- 
creases in learning capacity. These patients have re- 
ceived newer treatment in the form of the vasopressin 
analogue, DDAVP (1-deamino-8-p-arginine vasopres- 
sin)! administered intranasally every 12 hours. This 
new therapy resulted in significant gains in two psy- 
chologically important areas: attitudes and energy, and 
the capacity to use creative imagination. In addition, 
the deleterious changes in behavior and the decreased 
learning capacity seen with vasopressin in oil appear 
to be reversed by the new treatment. 


Method 


Seven children aged 4 to 13 (mean=8 years), cur- 
rently under treatment by one of us (A.E.S.) for cen- 
tral diabetes insipidus, had been seen by this physician 
before the experimental introduction of the new 
DDAVP therapy (1). Each patient received DDAVP 


When this work was done, Drs. Waggoner and Armstrong were with 
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therapy for a minimum of 4 months. Parents of these 
children were contacted and requested to participate 
in a retrospective research study of their child's be- 


havior before and after introduction of the new treat- - 


ment. Informed consent was obtained from the par- 
ents, and no promises or inducements were used. 
(Teachers of these chilcren were also contacted, but 


. since there was only one complete response the teach- 


er sample is not reported.) 

The 61-item questionnaire, drawn from a commonly 
used paréntal rating instrument (2), requested parents 
to rate their child's behavior both before and after the 


. introduction of the new drug treatment. The 61 items, 


rephrased for clarity and applicability to this research 
problem, were clustered by one of us (S.H.A.) :n-12 
areas of personality functioning and child develop- 
ment. The clusters included interpersonal fuactioning, 
depressive expression, energy and attitudes, self-regu- 
lation, anxiety or fearfulness, sensitivity to others, 
perceptual difficulties, fine or gross motor coordina- 
tion, attentional difficulty, cognitive processing or aca- 
demic problems, use of imagination and creativity, and 
long-term memory. On the basis of initial reports, we 
hypothesized that the change in drug therapy would 
have maximum effects on the child's interpersonal re- 
lations (especially with parents) and on learning, mem- 
ory, and attentional difficulties. 


Results and Discussion 


This preliminary communication gives the first sys- 
tematic results of behavior changes in children with 
diabetes insipidus of which we are aware (3). Five sets 


of parents returned tke questionnaire ratings. Since, | 


NY 


the number of cases is small, only descriptive findings 
will be reported. The parents’ ratings were tabulated in 


361 
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luster, for the absolute number of children 


The clearest change in response to the new chemo- 
therapy was seen in the child's attitudes and general 
energy level rather than in the predicted areas of quar- 
relsomeness, motor behavior control, attention, or 
memory. Within the “‘energy and attitude” cluster, all 
five children were reported to have gained greatly. 
Questions such as ''This child has a lot of ‘get up and 
go' and uses this constructively in his play or school 
activities" elicited positive responses from parents. 
Three children also recorded significant gains in not 
tiring as easily as they had in the past. The second larg- 
est gain was in the appropriate use of creative imagina- 
tion. Questions about ''telling interesting stories,” 
"telling the difference between stories and what 'real- 
ly’ happens," or "making up his or her own games” 
elicited parents' reports of gains equivalent to half the 
possible scale values. Smaller and perhaps less reliable 
changes were found also for interpersonal functioning 
and memory. None of the parents' ratings of the chil- 
dren, clusters, or items showed negative evaluation of 
the DDAVP therapy, and the questionnaire format in- 


s: for average amount of change in æ devel- ` 
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cluded reversed items to avoid a positive response 
bias. | 


We conclude that the DDAVP intranasal therapy ;in' 


contrast to the vasopressin oil I.M. treatment, benefi- 
cially affected two, and possibly four, areas of psycho- 
logical status and development in these children. The 
DDAVP treatment generally affords the child an en- 
hanced energy level and outlook on life and permits 
the child freer use of imaginative and creative abilities. 
Further tests are under way in an attempt to detect the 
underlying cause for this improvement. À number of 
factors may play a part in the beneficial effects of 


DDAVP: these include better electrolyte and water 


balance, a more constant and modulated distribution 
of the drug, the elimination of such side effects as ab- 
dominal pain and headaches, and the discontinuation 
of painful vasopressin in oil injections. 
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Clinical Usefulness of the NIMH Physical and Neurological Examination for Soft Signs 


BY JANET A. CAMP, M.PHIL., IRV BIALER, PH.D., JEFFREY SVERD, M.D., 


AND BERTRAND G. WINSBERG, M.D. 


It is important that treatment be based on accurate 
diagnosis. Developmental medicine has been less than 
successful in providing systematic approaches to the 
differential diagnosis of central nervous system (CNS) 
disorders. Although detection of gross CNS disorder ts 
relatively easy, subtle CNS disturbances are more dif- 
ficult to detect and to quantify. However, it has long 
been suspected that varicus psychiatric, behavioral, 
and learning disorders in children might be indicated 
by an increased frequency and/or severity of the so- 
called soft neurological signs. 

A number of investigators have attempted to deter- 
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mine the prevalence of these signs in children with be- 
havioral and/or learning disorders. These studies have 
been conducted with a variety of soft-sign examina- 
tions and have yielded equivocal results (1-4). Com- 
Darisons among these studies are difficult, since each 
aroup has used its own testing instrument. 

A soft-sign examination with a standard format for 
administration and scoring has been presented by the 
arly Clinical Drug Evaluation Unit (ECDEU) of the 
Psychopharmacology Research Branch, National In- 
stitute of Mental Health (NIMH) (5). The Phvsical and 
Neurological Examination for Soft Signs (PANESS) 
has been added to the ECDEU's recommended bat- 
tery of assessment procedures for children in the hope 
that it will.prove useful both as a diagnostic aid and as 
& research tool. We conducted a pilot study designed 
to examine the clinical validity of the PANESS by 
comparing the performance of behaviorally disordered 
children to that of behaviorally normal children. 


Method 


Subjects. The clinical validation sample consisted of 
32 boys, ranging in age from 5 years, 3 months, to 10 
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years, 2 months, who hzd been referred by their 
schools to the Child Behavior Research Unit at Down- 
state Medical’ Center, Brocklyn, N.Y., because of hy- 
peractive behàvior disorders. The diagnosis of hyper- 
kinetic reaction of childhocd was confirmed by psychi- 
atric evaluation and behavior rating scales obtained 
from both parents and teachers (6). 

The behavicrally normal group consisted of 111 
boys, aged 4 years, 6 months, to 11 years, 5 months, 
who were attending summer recreation programs or 
day care centers in Brooklyn, N.Y. A letter describing 
the purpose of the study was sent home with children 
in these programs with 1) a questionnaire to be filled 
out by the parent concerning the child's school and 
medical history, 2) a form to be signed by the parent 
indicating consent for the child's participation in the 
project. 

AII children in the study were free of gross neurolog- 
ic impairment, as determined by a standard neurologic 
assessment. In addition, all were of normal in- 
telligence, based on psychometric testing and academ- 
ic performance, and they represented a cross-section 
of socioeconomic levels. 

The standard PANESS record sheet was our basic 
test instrument, and the examination was administered 
‘according to the manual (5) by child psychiatrists or 
medical students who were trained in its use. We were 
concerned with the neurologic portion of the PANESS 
that deals with soft signs (pp. 3-4 of the test form), 
which consists of 43 numbered items. Since responses 
to some of these items must be scored along a number 
of dimensions, there are actually 60 items to be scored. 
However, problems in administering and scoring item 
43 (String Test/Nystagmus) and the reportedly poor in- 
terrater reliability for this item (7) led us to delete 
these scores. Thus PANESS scores were based on 
items 1-42, for a total of 56 ratings. Each rated item 
was assigned a numerical value equivalent to the rating 
obtained on the record sheet, and the sum of these val- 
ues constituted the child's PANESS score. 


Results 


For data analyses, children were grouped in seven 
age levels ranging from 5 through 11 years. Each level 
encompassed a 6-month interval on either side of a giv- 
en age: if a child's age at the time of testing was be- 
tween 4 years, 6 months, and 5 years, 5 months, he 
was classified as a 5-year-old. 

Clinical validity. PANESS means and standard de- 
viations for the various age levels are presented in 
table 1 for the hyperactive and normal samples. The 
only significant difference between the groups was at 
the 9-year level, where the hyperactive children 
showed superior performance. 

Developmental validity. Table 1 also shows that ex- 
cept for minor, nonsignificant inversions at the 9- and 
10-year levels for the hyperactive group and at the 8- 
and 9-year levels for the normal children, mean PAN- 
ESS scores decreased (1.e., performance improved) 
with increasing age. This developmental trend was 
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TABLE 1" 
Results on the 42-Item PANESS By Group and Age Lev 


Age Level Hyperactive Norma! 

(years) N Mean SD N Mean SD 
5 2 111.75 1227 15 109.00 22.86 
6 5 101.56 22.26 17 89.18 16.73 
7 4 94.83 19.68 21 80.17 14.32 
8 11 78.56 14.55 18 75.17 12.04 
9 8 67.25 -2.49 16 78.81** 10.26 
10 2 70.50 0.71 i4 70.50 8.30 
11 0 10 61.42 6.17 


*Lower scores indicate better performance. 
**Significantly higher than the hyperactive group (p.05, t-test). 


corroborated by statistically significant negative corre- 
lations between PANESS scores and age in the 32 hy- 
peractive children (r^ —0.57, p<.001) and the 111 nor- 
mal children (r=—0.62, p.001). 


Discussion 


Data from this study indicate that the PANESS re- 
flects the presumed developmental nature of minor 
neurologic signs. However, the examination does not 
appear to be clinically valid because of its inability to 
discriminate effectively between the hyperactive and 
normal samples at any of the age levels studied. This 
finding is congruent with those of Werry and 
Aman (7), casting additional doubt on the diagnostic 
validity of the PANESS. Although our clinical sample 
was poorly represented at the 5-, 10-, and 11-vear lev- 
els, our findings at the other age levels can reasonablv 
be generalized across the range of ages investigated. 
Overall, it was virtually impossible to identify the 
group membership (i.e., hyperactive or normal) of any 
child based solely on his PANESS score. Within this 
framework, the developmental characteristics of the 
examination are interestiag but of little diagnostic rele- 
vance or utility. T 

Our failure to demonstrate adequate clinical validi- 
ty, combined with methodological problems, makes 
the PANESS in its current form of little use to either 
clinicians or researchers. This finding is of consid- 
erable importance, since the insirument has been 
promulgated by the ECDEU in its pediatric diagnostic 
battery and as such may begin to receive widespread 
acceptance as a definitive soft-sign examination. Al- 
though our data are preliminary, they clearly suggest 
that the PANESS must be refined and adequately vali- 
dated on large numbers of children before it can serve 
as a routine clinical or research tool. 
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Psychoses Following Therapeutic Abortion 


BY JEAN G. SPAULDING, M.D., 


The literature concerning therapeutic abortion sug- 
: gests that there are few significant psychiatric sequelae 
of the procedure. Patt and associates (1) reported that 
therapeutic abortion has minimal or no emotional im- 
pact on women without a psychiatric history. Ewing 
and Rouse (2) concluded that ‘‘women without gross 
current psychiatric illness can usually take the prace- 
dure in stride” (p. 39). Osofsky and Osofsky (3) did 
follow-up studies on 250 healthy women who had re- 
ceived abortions and reported few psychological diffi- 
culties. Werman and Raft (4) studied over 120 women 
up to 14 months after abortion; they concluded that in 
only 1 patient could an emotional disturbance be di- 
rectly attributed to the abortion. Lask (5) did a pro- 
spective study of women before abortion and 6 months 
afterward. He concluded that ‘‘in the majority of cases 
with adverse outcomes this was related to the patient’s 
environment since the operation rather than the termi- 
nation” (p. 176). 

Our experience is at variance with those in the litera- 
ture; we have seen a number of patients who did have 
emotional difficuities after a therapeutic abortion. The 
purpose of this communication is to report two cases 
in which the patients clearly functioned well before the 
abortion and experienced psychoses precipitated by 
guilt over the abortion. We do not believe that environ- 
ment or other factors contributed to the psychoses. 


Case Reports 


Case 1. Ms. A, a 17-year-old unmarried girl, was raised in 
a large, religious southern family. She was the youngest of 10 
children; both of her parents were greatly invested in her 
academic and social life. All of her siblings had attended col- 
lege, and she felt pressure from both her parents and siblings 
to be more successful than thev had been. 

The patient attempted to fulfill the aspirations that her 
family had for her. She was an honor student in high school, 
and because she excelled in one subject she was com- 
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petitively chosen to attend a Jong summer program in that 
field after her sophomore year of high school. This was the 
first time she had been away from home for an extended peri- 
od; she met her first boyfriend, fell in love, and became preg- 
nant. She visited a sister in a northern city and obtained a 
therapeutic abortion without her parents' knowledge. 

She returned to high school and functioned well through- 
out the year. The summer after her junior year she devel- 
oped lethargy, malaise, and nausea with occasional vomit- 
ing. Thorough physica! evaluation failed to reveal any organ- 
ic cause for the symptoms. A short time later she complained 
of feeling bloated, excessive weight gain, and breast en- 
gorgement and tenderness. On the eve of the first anniver- 
sary of her therapeutic abortion, she experienced an overt 
psychosis and was referred for psychiatric care. 

The mental status examination revealed marked regres- 
sion, visual hallucinations, and psychotic thought processes. 
Ms. A had the delusion of being the Virgin Mary and having 
been impregnated by Satan or by God. She assumed the fetal 
position and moaned of her '"'sin." The regression was so 
severe that she had fecal incontinence and smeared the feces 
on herself and around the room. She had visual hallucina- 
tions of people growing fangs with which they could ‘*punc- 
ture" her. There were seizures characterized by hyper- 
ventilation and movements resembling coitus. The patient 
experienced intense paranoid ideation of attempted seduc- 
tion by male attendants and at the same time made overt 
attempts to seduce those same male attendants. 

Psychological testing revealed a marked amount of guilt 
and a tendency to sexualize relationships. Treatment with an 
antipsychotic drug was begun, with good resolution of the 
psychotic behavior. She was able to attend school on the 
ward and functioned generally in a nonpsychotic manner. 
However, each time her menstrual period began, she rapidly 
regressed to psychotic behavior with fecal smearing and vi- 


Gradually Ms. A became able to verbalize her concerns 
about the abortion. She clearly felt overwhelming guilt. Her 
strong religious beliefs led her to think that she had com- 
mitted an unforgivable sin. After a 5-month hospitalization, 
she returned to her usual level of functioning. The antipsy- 
chotic medication was stopped after she had functioned well 
for a year. She is now completing college with no apparent 
further sequelae of her illness. 


Case 2. Ms. B, a 24-year-old unmarried woman, was em- 
ployed in a position of great responsibility. She became preg- 
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nant and obtained an abortion in her third month of gesta- 


„tion. Six months later, ‘tat the time I would have had my 


baby," she experienced insomnia, anorexia, agitation, and 
severe depression that necessitated psychiatric hospital- 


` ization. 


The mental status examination revealed profound depres- 
sion and increased psychomotor activity. The patient paced 
constantly and had pressured speech. Her dress was in- 
appropriate, and her makeup was heavily and improperly ap- 
plied. She had a delusion of having ‘‘died in spirit and being 
reborn.” She was markedly ambivalent and stated ''I am not 
a fool; I am a fool.’’ Delusions of persecution, particularly 
‘‘sexual persecution,” were present, and delusions of gran- 
deur were prominent. She had a visual hallucination of 
"seeing babies in their mothers’ arms with their fathers pres- 
ent.” 

The history disclosed that the patient’s mother had died 
when she was 5 years old; her father had raised her alone. 
She felt pressure from her father to achieve; he would tell 
her ‘‘ycu have to finish school and be somebody.” She had 
worked hard in school, achieved good grades, and during 
high school had worked part-time. As a result, her social life 
had been limited; she did not date until she was 19 and then 
only occasionally until the year she became pregnant. She 
became heavily involved with two men that year and was 
not sure which man had fathered the child. 

In the hospital, she was treated with haloperidol and expe- 


e rienced rapid and complete remission of symptoms. She was 


then able to talk about her profound guilt over both the preg- 


l nancy and the abortion. Over a 4-week period sh 


eer $i ern 
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to work through many of her feelings, was di 
returned to work. She continues in oytpatie 
has had no further psychotic symp 


Discussion 


Even in our contemporary society, with relaxed-sex- 
ual mores and widespread therapeutic abortion, some 
individuals do feel guilty about abortion. One may at- 
tempt to rationalize, intellectualize, or otherwise de- 
fend against the guilt, but one cannot escape one's su- 
perego. We suggest that psychiatric difficulties follow- 
ing abortion do occur and that physicians may be 
somewhat reluctant to recognize that a ''therapeutic"' 
procedure may produce morbidity. 
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Violent Dvscontrol Responsive to d-Amphetamine 


BY JANET S, RICHMOND, J. RICHARD YOUNG, M.D., AND JAMES E. GROVES, M.D. 


The psychiatrist will view a patient's request for am- 
phetamines with suspicion, especially if it is demand- 
ing, manipulative, or evasive. Many patients with per- 
sonality disorders come to outpatient settings in 
search of drugs to abuse, and the standard answer to 
such a request is a flat no." However, the growing 
emphasis on an association of serious adult behavior 
disorders with a history of minimal brain dysfunction 
(MBD) in childhood (1-3) places the physician in a di- 
agnostic and therapeutic dilemma: Patients with 
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*adult brain dysfunction" (ABD) (2), or MBD of 
adulthood (3), may respond to imipramine cr to d-am- 
phetamine, methylphenidate, or pemoline. These 
drugs may lead to improvement in impulse control and 
in the disordered attention fundamental to MBD (4) 
(which may have its basis in abnormal CNS *'arous- 
al" [3, 5D. Is the patient a drug abuser—or has he 
stumbled onto the sovereign remedy for his ABD? In 
our experience, the naive report of a calming or “‘para- 
doxical'" response to stimulants, coupled with a his- 
tory of impaired concentration and poor school and so- 
cial functioning, may resolve the dilemma. 


Case Report 


A 30-year-old married construction worker came to an 
outpatient clinic demand:ng ‘‘Desoxyn—or I'll explode. It’s 
the only thing that calms me down.” His wife, a large wom- 
an with a scar on her neck, corroborated his story of a 
marked calming effect o? methamphetamine, which he had 


e vice and support during the treatment of this patient. week he had a sense of growing tension, a vague physi 


sensation of "*pressure" and impending explosion. Then he 
would smash furniture or strike family member or stran- 


obtained illicitly. Without it, he reported that at least ice 
cae’ 


Opinions expressed herein are those of the authors and do not nec- 
essarily represent those of the Veterans Administration. 


0002-953X/78/0003-0365$0.35 © 1978 American Psychiatric Association 


Nags 








\ CLINICAL AND RESEARCH REPORTS 







diately following these outbursts (during which he 
conscious) he would experience an enormous 
sense of re nd rational. orderly behavior—which usual- 
ly included repa damage he had caused—would en- 
sue. These episodes lasted a day or two and only rarely sub- 
sided without explosive discharge. He could sometimes 
abort them with alcohol, but, more often, drinking made 
them worse. Somehow he had escaped criminal charges, but 
he had been in myriad fights, had three courts-martial in the 
Army, and had spent a few nights in jail. On one occasion 
‘he hurled a carton of condemned dynamite across a two-lane 
highway. On another, he karate-chopped his wife in the 
neck. Immediately following this he became ‘‘cool’’ and took 
her to the hospital, where she had emergency surgery for 
a fractured trachea. 

As a child he was ''always on the move, a real pain in the 
ass." He did very poorly in school but was good with his 
hands. He was on excellent terms with his father, whom he 
adored. He denied enuresis in himself or his siblings. There 
was no psychosis in the family but both parents drank heavi- 
ly, as did two of his eight siblings. His father and two of his 
brothers were said to have ‘a short fuse—just like me." 
There was no diagnosed MBD in the family other than the 
patient’s own daughter, who is maintained on d-ampheta- 
mine. Aside from the explosions, the patient and his wife felt 
they had a good marriage, especially in terms of their ‘‘dyna- 
mite’’ sexual relationship. 

On examination, the patient was likable even though he 
was implacably demanding. No thought disorder was appar- 
ent, but his speech was rapid and slightly tangential. Com- 
prehension and intelligence appeared good. Attention was 
‘easily aroused but poorly sustained. Otherwise, the exami- 
nation was normal. 

The patient was placed on a-amphetamine Spansules, 15 
mg/day. Both he and his wife reported discernible improve- 
ment. When the dosage was increased to 10 mg b.i.d. thev 
agreed that he was *'aimost as good as when he copped that 
Desoxyn." Neurological examination was normal except for 
mild ptosis on the left and dystonic posturing of the right 
hand on tandem gait. All laboratorv studies were normal, as 
were a sleep EEG with nasopharyngeal leads and a CT scan. 
An attempt was made to change his regimen to tricyclic anti- 
depressants in low dosages, but he felt “strange” on these 
drugs and refused to continue; methylphenidate 10 mg b.i.d. 
was started, but he experienced severe rages and broke all 
the windows in his apartment. He was re-started on d-am- 
phetamine, 20 mg/day. He stzbilized, got a job, and found a 
better apartment. Both he and his wife felt he was “‘the best 
ever." The frequency of his episodes decreased from twice 
weekly to twice monthly, and their duration and severity di- 
minished. In the past he had hit his wife at least once a 
month, but he has struck her only once during the time he 
has been on d-amphetamine—now 18 months. 

Asked how he feels on the medication, he replies, '*You 
know, it's funny. The stuff makes me orderly, like, in mv 
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mind. I can take things one at a time. Or if something's both- 
ering me, I can lay it aside—put it on the shelf. It's calmer 
... the problem is, the stuff makes me put orf weight." * 

$ 


Discussion 


The use of stimulants for violent adults is not new. 

By 1944, Sir Denis (sic) Hill (6) had followed eight 
such patients on amphetamines for more than four - 
years: "The personalities which respond are those 
showing an aggressive, bad-tempered, and generally 
hostile tendency. . .. The most satisfactory patients . 
are those predominantly aggressive characters capable 
of warm interpersonal relationships, but continually 
wrecking such relationships. . . ."" His patients had a 
history of hyperactivity in childhood, a family history 
of epilepsy, late enuresis, very deep sleep, and dif- 
fusely abnormal EEGs. They displayed a peculiar re- 
sponse to amphetamines that included 1) calming of |. 
dyscontrolled behavior and decreases in alcohol abuse 
and petty mischief, 2) maintenance of normal weight 
after an initial slight loss, 3) maintenance of sound 
sleep, and 4) improved intellectual performance. 
. Individuals who would ordinarily receive the diag- 
nosis 'antisocial personality" and who have a child- 
hood history resembling that of MBD may well de- 
serve therapeutic trials of imipramine, methyl- 
phenidate, or d-amphetamine—especially if the patient 
reports ''calming'' on stimulant drugs. A positive re- 
sult may be indicated by 1) maintenance of weight and 
sleep, 2) lack of escalation of dosage and manipulation 
“or extra medication, 3) subjective report of better 
concentration, 4) better relationships, 5) corroboration 
by family of diminished dyscontrol, and 6) evidence of 
improved social adjustment in areas such as work per- 
formance and problems with the law. 
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ECT for Depressed Patients with Lupus Erythematosus 


BY "ROBERT E. ALLEN, M.D., AND FERRIS N. PITTS, JR., M.D. 
* 


There can be no doubt that psychiatric syndromes 
are common in patients with systemic lupus erythema- 
tosus (SLE). Many of the reviews (1-8) surveying the 
experiences of various medical centers that have been 
published in the last 30 years indicate that 1096-6546 of 
patients with SLE have psychiatric syndromes and 
psychiatric hospitalization records. Malamud and Sav- 
er (9) suggested that there are at least three possible 
mental syndromes associated with SLE: specific or- 
ganic brain syndromes resulting from brain vasculitis, 
nonspecific toxic encephalopathies due to such com- 
plications as uremia, and functional disorders with 
little or no cerebral pathology. These authors made 
clinicopathological comparisons and found examples 
of all three categories. 

Guze (8) reviewed hospital records of 101 con- 
secutive patients with SLE and found that 1 patient 
had received four courses of ECT for affective dis- 
order, another had received two courses for a schizo- 
phreniform episode, and a third patient had received 
one course of ECT for organic brain syndrome accom- 
panied by muteness and refusal to eat. Guze stated 
that the patients responded to ECT on each occasion; 
he made no comments on other psychiatric treatments 
or the number of ECT treatments given to these 3 pa- 
tients. We have recently found that 2 women with SLE 
and associated unipolar depressive affective disorder 
who were unresponsive to psychotherapy and chemo- 
therapy were dramatically responsive to bilateral ECT 
given with techniques previously published (10). 


Case Reports 


Case I. A 28-year-old mother of two was admitted to the 
psychiatric hospital of the Los Angeles County/University of 
Southern California Medical Center with the chief complaint 
of "overwhelming depression.” Her symptoms included irri- 
tability, ruminations about family problems, guilt about yell- 
ing at her children, beliefs that she was not a good person 
and life was not worth living, and suicidal ideation with the 
fear that she might make a suicide attempt, which she had 
done once before, six months before admission. Vegetative 
signs included terminal insomnia, decreased appetite and a 
4.5-kg weight loss, constipation, and decreased libido. She 
estimated the duration of her depression at about 1 year and 
had received extensive outpatient treatment, including psy- 
chotherapy and antidepressant medication. She had used 
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sleeping pills in her suicide attempt and had been hospital- 
ized for coma lasting 12 hours. Two months before this ad- 
mission she had a 10-day psychiatric admission but reported 
no improvement. The only medications she was receiving 
were prednisone, 15 mg/day, and ibuprofen, 400 mg t.i.d. 

The history revealed a 14-year duration of SLE symptoms 
and documentation of the diagnosis by LE cell preparations 
11 years before this admission. Although the patient had had 
numerous hospitalizations for exacerbations of SLE, the on- 
ly previous psychiatric admission had been 9 years pre- 
viously when she was receiving 9$ mg/day of prednisone and 
suffered a steroid delirium, which resolved without incident 
following reduction of the corticosteroid dosage. Family his- 
tory revealed a mother with chronic depressive svmptoms 
but no psychiatric care and a sister with mild mental reta:da- 
tion. 

Physical examination revealed an indolent ulcer on the 
medial aspect of the left thigh but was otherwise within nor- 
mal limits. Laboratory evaluation, with the excepticn of 20s- 
itive SLE findings (positive LE prep and elevated ANA), 
was normal and included electrolytes, liver profile, EEG, 
and ECG. 

The patient was treated with 300 mg/day of amitriptvline 
for 212 weeks but showed no response other than improved 
sleep, so she was given a course of ECT. After the second 
treatment she experienced no suicidal ideation or guilt. her 
appetite increased, and she was able to go home on a pass. 
After the fourth treatment, she reported feeling "more opti- 
mistic than in a long time.” Improvement continued and was 
maintained through a series of 12 treatments. Eight mcnths 
after discharge, she had had no recurrence of her depression. 


Case 2. A 30-year-old separated mother of two with prov- 
en SLE was transterred from the medical unit where she had 
been admitted for fever (102?F) and refusal to eat or drink. 
She had been transferred to the medical unit from a state 
mental hospital, where she had been treated for one month 
with large dosages of neuroleptics and tricyclics but no pred- 
nisone. After prednisone treatment was begun in :he medical 
unit, increasing in dosage from 15 mg to 60 mg per day, the 
fever abated and she became more responsive but exhibited 
bizarre, withdrawn, and delusional behavior. After two 
weeks it was felt that her SLE was under control; the predni- 
sone dosage was reduced io 15 mg/day and she was trans- 
ferred to the psychiatry unit. Persistent symptoms inc:uded 
extreme guilt, delusions that she was being used by the devil 
and had caused cities to burn, and extreme withdrawal. She 
was diagnosed as having z severe depressive episode with 
psychosis. 

The SLE had been first demonstrated four years before 
this admission bv LE cell preps and elevated ANA levels, 
although the symptoms of fever and malaise had been pres- 
ent for two years before then. The patient had had two prior 


drawal and depression and had received ECT on the more i 


psychiatric admissions (3 and 1 years before) for social more Ng 
. recent admission with gocd response. Her present depres- 


sion began about 1 month before admission when friends 
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Jy history of psychiatric illness; how- 
ever, no reliab lative was available for questioning. 
Because of her earlier failure to respond to medicinal thera- 
py and her continued withdrawal and refusal to eat, ECT 
was selected as the initial treatment. After her first ECT she 
was verbal and cheerful and ate and cared for herself. A se- 
ries of 6 treatments was given with continuing improvement, 
and she was discharged as having completely regained her 
previous level of functioning. 


Discussion 


These two patients with severe depression associat- 
ed with SLE appeared to be immediately and com- 
pletely responsive to low numbers of ECT treatments 
after they failed to respond to adequate trials of other 
treatments for depression. However, this report does 
not show whether failure te respond to treatments oth- 


er than ECT is characteristic of depression in SLE. At: 


present we have no datz on this matter; therefore, we 
can only conclude that ECT is apparently remarkably 
effective in depression in SLE. We recommend that it 
be given to patients with these conditions who do not 
respond immediately and completely to other thera- 
pies. 


onset of bizarre, apathetic, and withdrawn behav- 
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Suicide Attempts in a Female-to-Male Transsexual 


BY SAMUEL HERSCHKOWITZ, M.D., AND ROBERT DICKES, M.D. 


The most prevalent psychopathology in pre- 
operative transsexuals is depression with suicidal idea- 
tion (1-3). In 1967 Walinder (4) reported that 60% of 
the preoperative transsexuals had a history of inter- 
mittent depression with suicidal ideation. The in- 
cidence of suicide attempts among these patients 
ranges from 17% (3) to 20% (4). Several authors have 
advocated sex-reassignment surgery to alleviate this 
high suicidal potential (4, 5). However, we are aware 
of no follow-up studies that have assessed specifically 
whether surgical intervention does lessen the in- 
cidence of suicide attempts. In fact, there are few re- 
ports of suicide attempts among postoperative trans- 
sexuals, and these have referred only to male-to-fe- 
male conversions. We found only 20 reported cases of 
suicide attempts by postoperative transsexuals, of 
which 17 were completed (1, 6-10). The incidence of 
suicide attempts among postoperative transsexuals 
has been reported to be as high as 16% (8) and as low 
as 5% (10), which raises the question of whether sur- 
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gery truly lessens suicidal potential in transsexuals. 
Our review of the literature revealed no reports of sui- 
cide attempts in postoperative female-to-male trans- 
sexuals. We would like to report the case of a female- 
to-male transsexual who was treated surgically in or- 
der to prevent further suicide attempts and who was 
hospitalized 4 years after surgery because of a serious 
suicide attempt. 


Case Report 


The patient, a 30-year-old female-to-male transsexual, was 
admitted to the Downstate Medical Center psychiatric unit 
in 1976. The patient had been cosmetically altered to re- 
semble a male in multi-staged procedures between 1970 and 
1972. By April of 1972 the patient had received a mastecto- 
my, radical hysterectomy, bilateral oopherectomy, and 
phalloplasty. Before these procedures, the patient had been 
screened as a candidate for transsexual conversion by a team 
consisting of an endocrinologist, urologist, gynecologist, 
psychologist, psychiatrist, and social worker, and had been 
given an extensive medical work-up. The medical findings 
were within normal limits with the exception of androgen 
and testosterone levels, which were abnormal because of the 
patient's previous use of exogenous hormones. When the 
administration of these hormones was halted, all hormonal 
levels became normal. 
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The patient was interviewed by a Board-certified psychia- 
trist several times and was given a battery of psychological 
tests that included the Weschler Adult Intelligence Scale, the 
Thematic Appérception Test, Rorschach, sentence com- 
pletion, and Bender-Gestalt. The immediate family of the pa- 
tient (parents and one sibling) were interviewed by the social 
worker. Psychological testing at that time revealed no signs 
of psychosis or organicity. 

During the initial evaluation for sex reassignment, the pa- 
tient told the interviewer that she had manifested masculine 


behavior and interests as early as the age of 4. At that age, | 


she remembered being delighted with a two-piece bathing 
suit because she could wear the bottom half alone like a boy 
would. Concomitantly, the patient wanted to wear boys’ 
overalls and pants and often refused to wear dresses. Her 
hair was alwavs cut in a ‘‘unisex’’ style. By the time she was 
7, many of her family’s altercations concerned her refusal to 
wear dresses, grow her hair long, or participate in any activi- 
ty that she considered feminine. She enjoyed playing base- 
ball and football and was considered to be a superior student 
in her physical education class. 

The patient's refusal to behave in the accepted feminine 
role was known only to her family until she was 10 years old. 
At this time, the patient became infatuated with a fifth-grade 
teacher and let her know it. Although warned by the teacher, 
the patient continued to send love notes for 2 months until 
the parents were called in by the principal, who told them to 

«seek professional help for their daughter. Her parents did not 

seek such help and she was forced to withdraw from school. 
By the time she was 13, the patient openly expressed the 
wish to be a man. Her menarche and breast development 
depressed her, and she said she could not tolerate looking at 
herself in the mirror while naked. The patient began to cross- 
dress by the age of 16. The next year, she was expected to be 
a bridesmaid at her brother's wedding, which entailed wear- 
ing a dress. The patient became increasingly despondent 
over this idea and made her first suicide attempt by swallow- 
ing 15 50-mg tablets of amitriptyline 1 day before the wed- 
ding. She was admitted to a psychiatric unit for observation. 

The patient attempted suicide on two subsequent occa- 
sions by taking overdoses of various medications. The first 
attempt was related to the frustration experienced when she 
was prevented from legallv changing the stated gender on 
her birth certificate. The second attempt was precipitated 
when a group of teenagers physically attacked the patient 
and called her a lesbian. Shortly after the second attempt, 
the patient married a homosexual male transvestite. Soon 
after the marriage, the patient began to administer intra- 
muscular exogenous male hormones to herself. She then es- 
tablished a ‘‘male’’ identity, had her unconsummated mar- 
riage annulled, and sought sex reassignment. 

After the psychiatric studies and the physical and labora- 
tory examinations were completed, the investigators all 
agreed that this patient was a female transsexual and should 
receive surgery to ameliorate her depression and prevent fu- 
ture suicide attempts. 

After surgery, the patient began to reintegrate into the 
community as a man. He started college, worked part-time, 
and began to date heterosexual women who knew nothing of 
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phallus and also because he discloseq the f 
been a woman. The patient's inabjlitg-te lave successful 
relationships with women created increasing feelings of 
helplessness and depression. These feelings were present 
despite the fact that he had presumably understood before 
surgery that he would be unable to achieve erection and pen- 
etration. On June 19, 1976, tre patient crushed and dissolved 
20 50-mg amitriptyline tablets in water and attempted tc in- 
ject the solution intravenously. He was subsequently admit- 
ted to our center for evaluation and treatment. 


Conclusions 


This patient's history »resents several unique anc 
previously unexplored areas in the field of gender dys- 
phoria. The surgical conversion from female to male 
was done in an attempt to alleviate the risk of suicide, 
which was considered to be closely linked to the pa- 
tient's gender dysphoria. Previous reports in the litera- 
ture have recommended surgical reconstruction to 
prevent suicide, but evidence of the validity of this ap- 
proach has yet to be presented. Several authors have 
pointed out the reluctance to report poor post- 
operative results (9). This may have led to Pauly's 
comment that he was no: aware of any attempted sui- 
cides by postoperative female-to-male trans- 
sexuals (3). In light of this statement, we have report- 
ed on attempted suicide in a patient diagnosed as a 
transsexual and giver female-to-male sex-reas- 
signment surgery. 
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Áttachment bonds are central to the development of 
many higher organisms. In higher primates they are 
crucial for maintenance of family and social structure 
and the relationship of the individual to such struc- 
tures, and their disruption may be closely linked to the 
development of serious psychopathology. Separations 
and losses have been implicated in the etiology of af- 
fective disorders (1, 2), and maternal loss has serious 
psychophysiological consequences in human infants 
and children (3, 4). 

The monkey mother-infant pair has proven to be a 
valuable animal model system for studying the behav- 
ioral and physiological consequences of maternal loss 
and the attendant disruption of a most important at- 
tachment bond (5, 6). In our laboratory we have been 
studying physiological correlates of the reaction to ma- 
ternal separation in pigtail monkey (Macaca nemestri- 
na) infants. We use totally implantable multichannel 
biotelemetry systems that permit physiological mon- 
itoring of the unrestrained infant living in its social 
group. The period of behavioral agitation that immedi- 
ately follows separation is accompanied by increases 
in both heart rate and body temperature. Sleep pat- 
terns the first night of separation are characterized by 
increased sleep latency, more frequent arousals, less 
total sleep, increased REM latency, and decreased 
REM sleep. Most often toth heart rate and body tem- 


perature show pronounced decreases the first night of ` 


separation (7, 8). 

An important question has been to what extent these 
early physiological accompaniments of the reaction to 
separation can be attributed to mere changes in the 
physical environment that result from the mother's 
sudden removal from the infant. That is, does de- 
creased body temperature result from the loss of a heat 
source (the mother), and do changes in sleep patterns 
result from a change in slep posture (the mother nor- 
mally holds the infant in ventro-ventral contact during 
nocturnal sleep)? 

Recent observations of a single pigtail infant who 
was adopted immediately after separation (a most un- 
usual occurrence in pigtail infants) demonstrated that 
similar physiological changes still occurred after the 
separation from the biological mother. The implica- 
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tions of these observations are highly significant for 
our conceptualization of the role of nonhuman primate 
models in psychiatric research and for their relevance 
to the neurobiological mechanisms i attach- 
ment bonds. 


Method 


The experimental subject (number R16.4) was born 

naturally in the University of Colorado Department of 
Psychiatry Primate Laboratory and was raised by its 
mother in a social group that contained six adult fe- 
males, some with infants of their own, and one adult 
male. 
. At the age of 14 weeks, the infant was surgically im- 
planted with a multichannel biotelemetry system that 
transmits ECG, body temperature, the electro-oculo- 
gram and electromyogram, and three channels of ex- 
tradural EEG (9). Sutures were removed 10 days after 
surgery, and physiological data recordings began 15 
days later. Seven 24-hour periods of baseline physio- 
logical data were recorded over a 3-week period before 
the mother was separated from the infant. Physiologi- 
cal measurements were obtained as previously de- 
scribed (7, 8) and included daytime (10 a.m. to 4 p.m.) 
and nighttime (10 p.m. to 4 a.m.) mean heart rate and 
body temperature values, as well as several measure- 
ments of nocturnal sleep patterns. 


Results 


Separation occurred at 2 p.m. Both mother and in- 
fant were removed from the group; the mother was 
separated from the infant, and the infant was returned 
to the group. The infant immediately.exhibited the in- 
creased locomotor behavior and vocalization that is 
characteristic of the agitation reaction, as well as a 
marked increase in both heart rate and body temper- 
ature. Within 7 minutes of its return to the group, the 
infant was adopted by a childless adult female (number 
R14), who enclosed the infant on her ventral surface. 

Following lights-out (8 p.m.) that night, the animals 
in the group pen were monitored on closed-circuit tele- 
vision using nonvisible infrared illumination. The sep- 
arated infant spent all sleeping time enclosed in ven- 
tro-ventral contact with the adoptive female, who slept 
in the normal sitting position. During the course of the 
first separation night, the infant’s body temperature 
decreased to a mean value 1.4°C below its pre- 
established normal baseline, adecrease comparable to 
the largest of the decreases previously observed in a 
group of 10 infants following maternal separation. 
Sleep patterns that night were characterized by in- 
creased sleep latency (45 minutes compared to a base- » 
line mean of 30 minutes), more frequent arousals (27 
versus baseline of 16), more time awake (139 minutes 
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versus baseline of 70 minutes), less total sleep (461 
. minutes versus baseline of 538 minutes), and the total 
absence of REM sleep. These sleep pattern changes 
are very similar to those we have previously described 
as accompanying the first night of maternal separation 
in nonadopted pigtail infants (7). Mean nighttime heart 
rate the first night of separation was 161 beats per min- 
ute, not significantly different from the baseline of 166. 


Behavioral depression the morning following separa- . 


tion was manifested by decreases in activity and play 
behaviors and impaired motor coordination. 


Discussion 


These observations demonstrate that the physiologi- 
cal accompaniments of maternal separation in monkey 
infants. at least in terms of body temperature de- 

| creases and sleep pattern changes, occur even when 
| the separated infant isimmediately adopted by another 
adult female, who provides the infant with a source of 
body heat, physical contact, and a normal enclosed 
sleep posture. Thus we can infer that these physiologi- 
cal changes are not due to the physical absence of the 
mother, but are instead etiologically related, at least in 
part, to the perception of loss of the mother on the part 
» of the infant, i.e., an essentially psychological causa- 
tion. This further strengthens the viewpoint of those 
who consider the separation reaction to be homolo- 
gous in man and monkey (10) and suggests that the 
monkey data will prove to be of significant value to our 
understanding of the process in man. 

Also of importance is the evidence that a profound 
biobehavioral reaction to the disruption of an attach- 
ment bond can occur in the absence of highly devel- 
oped cognitive and symbolic processes (which we as- 


The study we will report represents the first attempt 
of which we are aware to explore the possibility that 
tardive dyskinesia may reduce life expectancy. 

Within a period of one week during 1972 all 178 pa- 
tients on the geriatric wards of a state mental hospital 
were examined for tardive dyskinesia by a group of 
three fully trained psychiatrists who discussed pa- 
tients' diagnoses. Patients were diagnosed as having 
tardive dyskinesia if rhythmic involuntary movements 
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sume do not exist to a significant degree in the mopkey 


infant). That such processes may influence the nature 
and course of such reactions in adult hyfrdns is prob- 
able and is congruent with psychodralytic observa- 
tions. The basic mechanisms underlying the reaction 
lie elsewhere, however, and it is likely that they can be 
investigated profitably without recourse to elabórate 
psychic mechanisms. 
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affecting the lips, tongue, or jaw were present; the 
sample included only zhose patients for whom there 
was agreement among all three psychiatrists on zhe di- 
agnosis. The examination uncovered 40 cases of tar- 
dive dyskinesia. In a subset of 31 of these patients, we 
also estimated the severity of the involuntary move- 
ments as mild, moderate, or severe, again by con- 
sensus. 

The 138 patients who did not have tardive dyski- 
nesia served as a source of controls. Controls were 
matched to tardive dyskinesia patients on age, sex, 
and primary diagnosis according to DSM-II. Three 
broad diagnostic groups were used for the matching: 1) 
schizophrenia or affective psychoses, 2) psvchoses as: 
sociated with organic Drain syndromes, and 3) mental 
retardation. The patients selected as matched controls 
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shayed-no signs of tarcive dyskinesia during the ex- - 


aminatron.. Furthermore, a review of their charts for 
1972 did nt Teveal any note of tardive dyskinesia. All 
tardive dyskineéSia patients and most controls had a 
history of neuroleptic treatment. Satisfactory matches 
could not be found for five tardive dyskinesia patients, 
who were therefore excluded from the statistical com- 
parison with controls. Thus, 35 matched pairs were 
formed. The average age of the tardive dyskinesia pa- 
tients and the matched controls was the same (72.3 
years). The tardive dyskinesia patients and controls 


: were not originally matched for neurological or medi- 


cal findings or the degree of cognitive impairment. 
Those findings were abstracted in. 1972 from the 
charts, and some of the 1972 records were lost. A re- 
view of the available findings follows. 

Global assessments of memory, orientation, and cal- 
culation were abstracted from clinical psychiatric ex- 
aminations. Records were available for 34 of 35 tardive 
dyskinesia patients and 30 of 35 controls and revealed 
1) impairment of memory in 32 tardive dyskinesia pa- 
tients (94%) and 28 controls (9395), 2) impaired orien- 
tation in 29 tardive dyskinesia patients (85%) and 28 
controls (93%), and 3) defective calculation in 32 tar- 
dive dyskinesia patients (94%) and 27 control patients 
(90%). 

Routine neurological examinations were performed 
in 1972 on 33 tardive dyskinesia patients and 29 con- 
trols. Various abnormal findings (other than abnormal 
movements): were recorded in 10 tardive dyskinesia 
patients (30%) and in 7 controls (24%). 

EEGs done in 1972 revealed abnormal findings for 7 


of 12 tardive dyskinesia patients (58%) and 12 of 16. 


controls (75%). l 

Results of routine medical examinations performed 
in 1972 were available for 35 tardive dyskinesia pa- 
tients and 30 controls. Various clinical manifestations 
of heart disease were noted in 6 tardive dyskinesia pa- 
tients (17%) and 6 controls (20%). Most of the cardiac 
problems were diagnosed as arteriosclerotic heart dis- 
ease. A variety of other medical problems was noted in 
the charts; these were distributed approximately 
equally between the two groups. 

At follow-up 5 years after the original examination, 
21 tardive dyskinesia patients were dead and 19 were 
alive. Of the 35 tardive dyskinesia patients for whom 
matched controls were identified, 19 were dead and 16 


alive; the figures for controls were 12 and 23, respec- 


tively. 

In each matched pair, four outcomes were possible: 
1) both alive, 2) both dead, 3) tardive dyskinesia pa- 
tient alive and control dead, and 4) tardive dyskinesia 
patient dead and control alive. There were 22 ties (i.e., 
outcomes 1 and 2), 3 pairs showed outcome number 3, 
and 10 pairs showed outcome number 4. The difference 
between outcomes 3 and 4 was assessed by the sign 
test (D, which indicated that tardive dyskinesia pa- 


y fients died significantly earlier than their controls 


(p<.046). 
We Wave explored the hypothesis that mortality 
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within the tardive dyskinesia group was related to the 
severity of involuntary movements. Of the 31 patients, 
for whom severity ratings were available, 14 were 
alive and 17 dead at the 5-year follow-up. Severity rat- 
ings of the patients who had died were as follows: 4 
mild, 5 moderate, 8 severe; the respective numbers for 
the surviving patients were 3, 9, and 2. A chi-square 
test of this distribution provided some support for the 
notion that mortality in this group was related to the 
severity of tardive dyskinesia (y?=4.65, p<.10). 

We do not know whether any control patients have 
developed tardive dyskinesia during the 5-year follow- 
up period (many were transferred to other facilities). If 
they did, and if tardive dyskinesia is related to in- 
creased mortality, this would have decreased the dif- 
ference between the experimental and the control 
group. Therefore, we do not feel that this problem 
compromises our results. 

The method used for diagnosing tardive dyskinesia 
and assessing severity was clinical consensus; since 
the clinicians did not work independently, we do not 
know the interrater reliability of their assessments. 
The drawbacks and advantages of clinical global as- 
sessments of tardive dyskinesia have been discussed 
elsewhere (2). ` 

We have considered the hypothesis that the tardive’ 
dyskinesia patients died earlier than controls because 
they had, in addition to tardive dyskinesia, extensive 
brain damage that was absent in the controls. A com- 
parison of psychiatric, neurologic, and EEG findings 
in the two groups did not support that hypothesis. Fur- 
thermore, there was no difference between the groups 
in the frequency of medical problems. 

The finding that tardive dyskinesia is associated 
with shorter life span does not necessarily indicate a 
causal relationship. Further, if it is true that tardive 
dyskinesia shortens the life span, we still do not know 
what mechanisms are involved. Autopsies were not 
available for these patients. Cell degeneration in the 
substantia nigra has been reported in tardive dyski- 
nesia (3) as well as in idiopathic parkinsonism (4), and 
parkinsonism is associated with a definite increase of 
mortality (5). 

Our results, if confirmed by prospective studies, in- 
dicate that tardive dyskinesia is a more serious prob- 
lem than has been generally acknowledged. 
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Psychiatric symptoms occur in about 70% of pa- 
tients with brain tumor (1). Because a mental disorder 
may dominate the clinical picture, diagnostic errors 
may occur, especially when the presenting symptoms 
suggest a functional psychiatric disorder (2-5). Diag- 
nosis is even more difficult when the patient is a psy- 
chologically sophisticated mental health worker of- 
fering his or her own diagnostic and psychodynamic 
interpretation of the symptoms. The psychiatric con- 
sultant may be inclined to accept the sick colleague’s 
explanation and fail to carry out a detailed mental stat- 
us examination and to recommend proper investiga- 
tions. The following case is reported to remind readers 
of such potentially disastrous diagnostic pitfalls and to 
underscore the value of computerized axial tomogra- 
phy for the diagnosis of cerebral disease. 


Case Report 


The patient, a 24-year-old married psychiatric social 
worker, presented symptoms of increasing depression, 
sleepiness, loss of interest and energy, decreased ability to 
concentrate, and memory lapses. Her depression had devel- 
oped gradually over several months, but she continued to 
work full-time until about five days before hospitalization 
when she became withdrawn, lay on her bed for hours star- 
ing at the ceiling or sleeping, spoke slowly, ate little, and 
neglected personal hygiene. The family doctor prescribed 
amitriptyline, 25 mg t.i.d. She then started to sleep up to 17 
hours a day, and her husband asked for advice from a friend 
who was a psychiatrist. Because of her sleepiness and re- 
ported lapses of memory this psychiatrist referred her to a 
neurology service, and she was hospitalized. 

Neurological examination, including ophthalmoscopy, 
was normal except for poor recall (only one of three objects 
after three minutes) and mild temporal disorientation (the 
patient could not tell the day of the week and said that it was 
"early December’’ when asked for the date on December 
ninth). The patient completed serial] sevens without error. 
Neurologists concluded that the patient was depressed but 
needed a routine neurological workup. Psychiatric consulta- 
tion was requested to arrange for a transfer to the psychiatry 
ward. 

When first seen by the psychiatric consultant, who knew 
her personally, the patient seemed changed. Normally viva- 
cious, outgoing, and energetic, she was then a picture of 
apathy. She spoke slowly, smiled faintly and incongruously, 
responded with short sentences or monosyllables, and stared 
impassively into space. She was fully oriented, denied hav- 
ing hallucinations, and was not obviously delusional. The 
only cognitive abnormality was her failure to name any of 
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three objects after three minutes. The consultant felt that 
the patient was severely depressed but not suicidal. He 
doubted that her illness was organic but recommended con- 
tinued medical workup and prescribed imipramine. 

Three days later the patient was interviewed by a senior 
psychiatric consultant. She stated then that her main 
problems were depression and fatigue, which she blamed on 
having worked too hard and on the fact that her father had 
Alzheimer’s disease and was paranoid. Asked what she 
meant by ‘‘paranoid’’ she said that he fell easily while walk- 
ing; she denied that this was inappropriate use oi the term. 
She stated that she ‘‘over-identified’’ with her father and 
that her symptoms represented ‘‘some kind of hysteria.” 
Her mother had died of cancer when she was 10 years old, 
and she said that her own illness could also be due to 
cancer because she tended to identify with her mother. She 
said that to get well she needed to have a vacation in Califor- 
nia, to stop working, and to have a baby. Throughout the 
long interview the patient yawned about every two minutes. 
She appeared slowed down, withdrawn, slightly amused by 
the questions, and affectively flat rather than depressed. She 
talked without spontaneity. She was oriented but stated that 
when .she was brought to the hospital she did not know in 


4 


which town she was. She thought her husband had brought 


her to the hospital for a rest. 

Consultants were baffled but agreed that the patient had 
undergone personality change. Her recent memory and judg- 
ment were impaired. She displayed features suggestive of 
both schizophrenia and organic brain syndrome. Hysterical 
dissociative state was also considered and the patient herself 
suggested it. It seemed plausible that she might have devel- 
oped pseudodementia as a reaction to her father's mental 
illness. Neuropsychological tests were recommended but 
were never done due to unexpected findings. 

Hemogram, blood chemistries, urinalysis, T, uptake, 
EEG, CSF, and isotope brain scan were all normal. Surpris- 
ingly, the skull X ray was abnormal—it indicated a slowly 
progressive increase of intracranial pressure possibly due to 
a tumor or an early-acquired hydrocephalus. A CT scan, 
which was recommended by the radiologist, showed a large 
spherical mass occupying the third ventricle and obstructing 
lateral ventricles, which were dilated. It was thought to be a 
colloid cyst rather than a tumor. 

The patient underwent a ventriculoperitoneal shunting 
procedure to relieve her noncommunicating hydrocephalus 
one week after admission. Four days later she underwent 
craniotomy with excision of a colloid cyst of the third ven- 
tricle. After the surgery she was lethargic for about a week. 
She complained of fatigue, lay motionless and clung to her 
teddy bear, and said that she wanted a baby. She was dis- 
oriented for time and had retrograde and anterograde am- 
nesia. Ten days after the operation she was transferred to the 
psychiatric ward for rehabilitation. She gradually showed an 
increase in affect, cried easily but appropriately, was some- 
what disinhibited verbally, and continued to complain of for- 
getfulness. She expressed great concern about her amnesia, 
interpreted it as loss of control, and repeatedly asked people 
to tell her what had happend to her. Three months after sur- 
gery she was considered recovered; the surgical results were 
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thought to be exceilent. Her EEG showed occasional theta 
activity in right temporal leads but was unremarkable other- 
wise. The patient retuened to full-time social work. 
Discussion s: | 

Colloid cysts of the third ventricle arise from the 
paraphysis, ependyma, or choroid plexus. They vary 
in size from one to three cm in diameter, are lined with 
epithelium, and contain fluid or gelatinous materi- 
al (6). A colloid cyst is attached to the choroid plex- 
uses of the lateral ventricles and is invariably placed at 
the foramina of Monro, the obstruction of which 
causes hydrocephalus. Sudden death may result from 
acute blockage of the foramina and a sharp rise of 
pressure in the lateral ventricles with consequent brain 
herniation and compression of the brain stem (7). 

Clinical features of the cyst are typically variable 
and related to how complete and sudden the hydro- 
cephalus is. Hydrocephalus may be acute and fatal, 
intermittent, or chronic. Sudden death preceded by vi- 
olent headache had occurred in about 20% of the cases 
reviewed by Cairns and Mosberg (7). If the obstruc- 
tion is gradual, dementia results. Most commonly, hy- 
drocephalus is chronic and progressive and punc- 
tuated by acute rises of intracranial pressure, mani- 
fested by severe headache, amblyopia, loss of 
consciousness or falling attacks without loss of con- 
sciousness, episodes of delirium, vertigo, or hallucina- 
tions of smell and taste (7). Akinetic mutism may oc- 
cur. Spontaneous remissions of symptoms, lasting 
from weeks to ten years, add to diagnostic difficulties. 
Our patient had neither headaches nor papilledema. 
Some patients, like ours, display hypersomnia and 
may be misdiagnosed as kaving narcolepsy. Endocrine 
disturbances due to compression of the hypothalamus 
may occur. 

Mental symptoms may be the only presenting abnor- 
mality, as in our patient. They include one or more of 
the following: disorders of vigilance and con- 
serousness, impairment of intellect and memory, and, 
less often, hallucinations. Anterograde amnesia is par- 
ticularly common (8). Immediate memory is intact, as 
is typical of Korsakoff's syndrome, but the ability to 
retain new material is impaired. The symptoms may 
come on gradually and tend to clear up completely 
during remission or after removal of the cyst. The pa- 
tient is forgetful, slow, inzttentive, and apathetic. Dis- 
orientation may appear. Episodes of delirium tend to 
occur when intracranial pressure rises acutely and 
thus accompany and follow severe headaches. Depres- 
sion and emotional lability are encountered in some 
cases. Cognitive impairment may take several months 
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to clear up after successful surgery. 

Lesions in the region of the floor and walls of the 
third ventricle are known to cause an amnestic syn- 
drome (8-10). Pathology usually involves the mammil- 
lary bodies or the medial dorsal thalamic nuclei or 
both. Craniopharyngiomas, pituitary adenomas, col- 
loid cysts, and other tumors invading or compressing 
the floor and walls of the third ventricle may cause am- 
nestic syndrome. Increased intracranial pressure, if 
present, may account for intellectual impairment but 
does not seem to be responsible for the marked antero- 
grade amnesia in diencephalic lesions. 

Our patient displayed an amnestic syndrome pre- 
and postoperatively. This was overshadowed by a 
marked personality change, which suggested a func- 
tional psychosis. Her own plausible psychodynamic 
interpretations further confused the doctors. So- 
niat (4) warned that severe headaches quickly relieved 
by changing the position of the head and episodes of 
hypersomnia are common in tumors of the third ven- 
tricle and are often mistaken for conversion symp- 
toms. In this patient's case a CT scan was vital since 
her cyst was large and could have led to sudden death 
if not diagnosed and treated promptly. Psychiatrists 
should always suspect a focal cerebral lesion in the, 
presence of anterograde amnesia. Brain tumor may oc- 
cur in anyone at any age and does not spare mental 
health workers. When suspected, it should prompt full 
investigation, including computerized axial tomogra- 
phy, if a catastrophe is to be averted. 
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AND C.N. STEFANIS, M.D. 


Following preliminary observations, substantial evi- 
dence has accumulated indicating a therapeutic effect 
of sleep deprivation in endogenous depression (1-4). 
To our knowledge, the possibility of a prophylactic ef- 
fect of sleep deprivation in this condition has yet to be 
investigated. In view of this, we would like to describe 
the possibly prophylactic effect of sleep deprivation in 
a patient with recurrent depression who was a “‘rapid 
cycler.” 


Case Report 


Ms. A, a 26-year-old married woman, was admitted to the 
psychiatric department of Eginition Hospital in December 
1976 with depressive symptomatology. 

The patient, an emotional, outgoing, popular, and sociable 
housewife, is the fifth of the six children of extroverted par- 
ents. All of her siblings had cyclothymic personalities, and 
one was described as manifesting more pronounced mood 
swings. After an uneventful childhood and graduation from 
elementary school Ms. A at the age of 22 married a laborer 
12 years her senior and had two healthy daughters. Her 
physical health has always been good, with the exception of 
premenstrual tension 3-4 days before the onset of men- 
struation. 

The patient's depressive illness began when she was 24 
years old (September 1975). She developed depression, in- 
ability to concentrate, frequent weeping, guilt feelings, phys- 
ical complaints, loss of libido, anorexia, and insomnia. Her 
condition cleared in 2 weeks after treatment with imipramine 
but recurred the next month with similar symptoms that last- 
ed 8 days. The next month she had a third bout of short-lived 
depression and then began to have depressive attacks of 6- 
10 days every month. These bouts were not associated with 
her menstrual cycle or the period preceding it, were not pre- 
cipitated by psychotraumatic events, and were characterized 
by symptoms compatible with endogenous depression (ideas 
of unworthiness, suicidal thoughts, insomnia with early 
morning wakening, depressive mood, psychomotor retarda- 
tion). In March and September of 1976 she made serious sui- 
cide attempts with overdoses of tricyclic antidepressants 
and in December 1976 tried to hang herself. Brief hospital- 
izations followed these attempts. Maintenance doses of tri- 
cyclic antidepressants proved ineffective in preventing re- 
currence of the episodes. 

In December 1976 the patient was admitted to Eginition 
Hospital because of a depressive attack, but on the day of 
admission her depression had cleared and she was normo- 
thymic. However, 2 weeks later her depression recurred, 
with weeping, psychomotor retardation, anorexia, insomnia, 
and suicidal thoughts. Her condition cleared again in 1 week 
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without treatment. She was subsequently placed on a regi- 
men of 36 hours of sleep deprivation per week for 10 weeks. 
No depressive relapses were noted. On February 24 she was 
discharged and instructed to continue sleep deprivation ence 
a week at home. She found it more practical (and enjoyable) 
to schedule her sleep deprivation on Saturday everings 
and spent most of her sleepless night at nightclubs or tavernas 
with her husband (who was consequently also sleep-deprived, 
with no obvious psychological change). She had a total of 
36 sleep deprivation sessions (10 as an inpatient and 26 as an 
outpatient) and remained depression-free for a period of 8 
months, 2 weeks. On September 1, 1977, she was advised 
to discontinue sleep deprivation. She agreed reluctantly, 
fearing that her depression would recur. However, two 
months after termination of treatment, she remains free from 
depressive relapses. 


Discussion 


Although our patient was ill with depression for only 
2 years, the fact that she was a "rapid cycler’’ offered 
a rare opportunity to study sleep deprivation prcphy- 
laxis in her case. 

Before the onset of sleep-deprivation treatmert the 
patient had 15 episodes of severe depression, clearly 
of the endogenous type, occurring once a month and 
lasting 6-10 days. Serious suicide attempts accom- 
panied 3 of these episodes. After sleep deprivation was 
initiated the patient remained depression-free for a 
period of 8 months, 2 weeks. During this period she 
should ‘‘normally’’ have had at least 8 depressive 
attacks, indicating that consideration of a prophylactic 
effect of sleep deprivation in her case is legitimate. 
Since she stopped sleep deprivation treatmert the 
patient has remained depression-free. This can be 
interpreted as indicating that her normothymia during 


` the whole period of sleep deprivation therapy was 


coincidental or that long-term ''maintenance" sleep 
deprivation has a more prolonged prophylactic effect, 
similar to that claimed for prophylactic ECT (5). 

If the latter interpretation receives confirmation by 
long-term follow-up and replication studies, then sleep 
deprivation might be considered as an alternative to 
the conventional prophylactic management of the af- 
fective psychoses, i.e., lithium salts and tricyclic anti- 
depressants (6). It might even prove superior to these 
methods because it is free from side effects (4), appears 
to be effective in “‘rapid cyclers,” who are reported to 
respond poorly to lithium (7), and may be effective in 
patients who fail to respond to prophylactic treatment 
with tricyclics, as was the case with our patient. How- 
ever, definite conclusions cannot be drawn from a 
single case and these possibilities require con- 
firmation. 
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Prescription Drug-Induced Organic Brain Syndrome 


BY TOSHIHIKO MARUTA, M.D. 


Faced with persistent, 
from patients that they neec medication for sympto- 
matic relief, it 1s not easy for a physician to discontin- 
ue or even reduce medications. Furthermore, it is of- 
ten difficult to apply well-accepted criteria for abuse 
and dependency (1-4) to medically ill patients who are 
taking so-called nonaddicting prescription drugs. As a 
result, prescription drug abuse is often prolonged, 
even if mild in degree (5), and subtle changes in per- 
*sonality and cognitive functioning tend to elude defini- 
tive medical attention. The two cases presented in this 
paper depict these points and emphasize the impor- 
tance of early intervention in prescription drug abuse. 


- Case Reports 


Case I. One year before admission to the Mayo Clinic, a 
58-year-old married farmer with a 20-year history of low 
back pain noted that the pain was gradually worsening. After 
a positive myelogram he underwent his first laminectomy, 
which was followed by a second in less than 6 months, with- 
out symptomatic relief. Meamwhile, many different medica- 
tions had been prescribed and at the time of admission he 
was taking propoxyphene napsylate (100 mg t.i.d.), aspirin 
(15 gr six times daily), diazepam (10 mg q.i.d.), and fluraze- 
pam (30 mg h.s.), all of which were continued during his 28- 
day hospitalization on a medical floor. 

After negative medical anc surgical workup and unsuc- 
cessful physiotherapy, he was transferred to the Pain Man- 
agement Center (PMC). At that point he preferred to stay in 
bed most of the day and claimed that he could not stand 
more than 5 minutes or sit more than a few minutes. He was 
slow in his psychomotor activity, but both he and his wife 
denied any change in his personality or cognitive function- 
ing. 

On his second dav at the 2MC the Wechsler Adult In- 
telligence Scale (WAIS) was zdministered. He had a verbal 
comprehension IQ of 120, a »erformance IQ of 90, and a 
memory scale score of [01. All medications were then gradu- 
ally decreased over a 10-day period without any increase in 
his subjective pain level. The WAIS was repeated 10 days 
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seemingly justified claims - 


after complete drug withdrawal and showed a verbal com- 
prehension score of 128, a performance score of 121, and a 
memory scale score of 143. At that time the patient and his 
wife noted definite improvement in his mental alertness and 
functioning as well as in his physical abilities. 


Case 2. À 66-year-old semiretired businessman had had 
intermittent urinary urgency and difficulty voiding for over 
20 years. Four years before admission he had noted steady 
exacerbation of these symptoms, which led him to have 
transurethral prostatic resection twice in the following years 
without symptomatic relief. He began taking glutethimide 
and diazepam, which had been prescribed to relieve anxiety 
and found by chance that his urinary problems were less- 
ened. He gradually increased the dose to 1.5 g of glutethi- 
mide and 30 mg of diazepam daily, and the family noted 
gradual deterioration of his memory and change in personal- 
ity (e.g., irritability). 

During examination in a psychiatric unit he required as- 
sistance in orientation and performed very poorly on tests of 
calculation and recent memory. However, he claimed that 
he could handle most of his business affairs without trouble. 
Three days before the completion of a 10-day drug with- 
drawal program (by which time he had made some progress 
in cognitive functioning), the first WAIS was administered, 
with a verbal score of 98 and a performance score of 96. His 
urinary urgency and difficulty in voiding lessened during and 
efter drug withdrawal, but recovery of his mental functioning 
was delayed. At the time of discharge, 20 days after the last 
cose of glutethimide and diazepam, he was still improving 
and had a verbal score of 110 on a repeat WAIS. The psy- 
chologist thought that the patient was approaching his pre- 
morbid level of functioning. 


Discussion 


Cases of prescription drug-induced organic brain 
syndrome are not rare and are in fact commonly en- 
countered in everyday medical practice. 

In case 1, even the patient and his wife did not note 
his intellectual deterioration, presumably because of 
its gradual onset. Only after he returned to his normal 
satus were the patient and his wife aware of his recent 
impaired functioning. In reviewing his use of medica- 
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tion, it is noteworthy that he was on four kinds of 


: drugs, all of which were used in the recommended 


range and sknctioned by his physicians. He did not 
think he was abusing the medication and was unaware 
of the subtle but definite deterioration in his cognitive 
functioning. 

The second case was more obvious. The patient was 
clearly abusing glutethimide and diazepam, even if he 
was not physically dependent on them. He was obtain- 
ing good symptomatic relief from these medications 
and his physician therefore continued to prescribe the 
drugs by telephone. However, this was at the price of 
progressive deterioration of his personality and cogni- 
tive functioning. 

It is important for physicians to review regularly and 
in detail the medications used by their patients to pre- 
vent subtle but serious changes in personality, cogni- 
tive functioning, or both. This 1s particularly true for 


* 


CLINICAL AND RESEARCH, REPORTS ’ 


` || 
elderly patients, who have a lower tolerance for drugs 


than do young patients. Prolonged use of prescription 
drugs can be harmful rather thamhelpful tg the patient. 
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Possible Withdrawal from Endogenous Opiates in Schizophrenics 


We are administering oral naltrexone, an effective, 
long-acting opiate antagonist (1, 2), to inpatients with 
psychotic disorders. Gunne and associates (3) re- 
ported that naloxone, a short-acting opiate antagonist 
administered intravenously, dramatically abolished 
auditory hallucinations in four chronic schizophrenics. 
Other investigators have failed to replicate this find- 
ing (4, 5). However, given the one favorable report on 
naloxone's antipsychotic effect, we felt that naltrex- 
one, a longer acting drug that is effective when given 
orally, warranted a trial in psychotic patients. 

Thus far, as part of a single-blind study, we have 
administered naltrexone, 50-100 mg/day p.o. for 2 
weeks to three patients, two men with diagnoses of 
chronic schizophrenia and one woman with schizo-af- 
fective illness, depressed type. Diagnoses are as de- 
fined by the Research Diagnostic Criteria (6). All pa- 
tients gave informed consent to participate in the study 
of naltrexone's effect on psychotic symptoms. One 
schizophrenic patient and the schizo-affective patient 
had been on stable regimens of antipsychotic medica- 
tion for at least 3 weeks; the second schizophrenic pa- 
tient had been on no medication for 3 weeks before the 
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study. Therapeutic effect was measured by global clin- 
ical ratings as well as the Brief Psychiatric Rating 
Scale (scored by the authors); ratings were done be- 
fore the study, after placebo, and after one and two 
weeks of naltrexone therapy. Urine specimens were 
obtained before and weekly during the study and were 
analyzed for opioids. 


Results 


No therapeutic effect was demonstrated. Both 
chronic schizophrenics complained of side effects:‘one 
of nausea, vomiting, abdominal pain, and sleepiness; 
and the other of headache, chills, nausea, restlessness, 
malaise, and shakiness. These complaints began after 
a test dose of 20 mg of naltrexone. Neither patient had 
had a reaction to placebo administered the previous 
day. After one more dose of naltrexone (50 mg), the 
second patient refused further medication because of 
these side effects, which he claimed were more dis- 
comforting than his hallucinations. The side effects 
gradually subsided within three days after discontin- 
uation of naltrexone. The schizo-affective patient had 
no observable therapeutic or side effects after two 
weeks on naltrexone. 

Previous studies on the effect of naltrexone, using 
both ex-heroin addicts (7) and normal males (8) as 
subjects, showed a surprising lack of significant side 
effects. It had been noted in an earlier study on the 


effect of naltrexone on recently detoxified heroin ad-e 


dicts that side effects of sluggishness, irritability, in- 
somnia, nausea, abdominal pain, and/or vomiting oc- 
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curred ih approximately one-third (12 of 37) of the sub- ` 


jects (1). These untoward effects were noted to be 
similar to those observed during opiate abstinence. 
Since all subjects in thai study had been addicted to 
opiates, it was presumed tha: these effects represented a 
precipitated abstinence from exogenous opiates (1, 2). 

However, two of our three subjects experienced 
similar untoward effects of naltrexone, and neither had 
any history of opiate use or detectable opioid com- 
pounds (aside from naltrexone) in urine during the 
study. The persistence of these effects after drug dis- 
continuation correlates with observed length of the 
opiate antagonistic action of naltrexone (48-72 
hours) (1). 

It seems quite possible, as Resnick and associ- 
ates (1) and Martin and associates (2) have suggested, 
that these side effects are evidence of precipitation of a 
mild abstinence syndrome. However, since none of 
our patients had had exogenous opiates, the further 
possibility is suggested that these naltrexone-precipi- 
tated effects represented a syndrome of withdrawal 
from endogenous opiates. Naloxone has been shown to 
reverse the effects of B-endorphin, an endogenous 
opiate, in rats (9). 

The possibility of withdrawal from endogenous 
opiates raises many questions about the role of these 
opiates in psychiatric disorders. Because the effects of 
naltrexone on normal female control subjects have not 


. been elucidated, the relationship of sex to withdrawal 


symptoms is not known. It can be hypothesized, as 
our preliminary observations suggest, that patients 
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who exhibit a withdrawal syndrome with naltrexone 
may fall into specific diagnostic groups, e.g., schizo- 
phrenia. Further work needs to be donefin this area, 
and we are continuing to explore the questions that 
have been raised. 
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BY JESSE 0. CAVENAR, JR.. M.D., AND JOHN L. SULLIVAN, M.D. 


Most patients experience an event or series of 
events that precipitate their seeking psychiatric con- 
sultation. The direct precipitating cause may be a dis- 
tressing affect such as anxiety or depression or a real 
event that they desire to grasp and understand more 
fully. 

Although it is not uncommon for a patient with man- 
ifest neurotic or psychotic symptoms to recall a dream 
if asked directly about dreams, we have found that it is 
unusual for a recurring dream to be the sole precipi- 
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tating event that prompts a patient to seek psychiatric 
help, and we have found no such reports in the litera- 
ture. 

Freud (1) described recurring dreams in 1900 with- 
out elaborating on the genesis of such dreams. In 
**Beyond the Pleasure Principle” (2), he attempted to 
explain clinical findings and observations that were not 
in keeping with the pleasure principle. He suggested 
that people who have experienced a trauma which 
they can not resolve and work through unconsciously 
recreate that trauma in a repetitive manner in an 
attempt to master the trauma. This principle is known 
as the repetition compulsion and is felt to be the mech- 
anism by which one experiences repetitive distressing 
dreams. 


The purpose of this communication is to report on «+ 


two patients who sought psychiatric consultation spe- 
cifically because of a recurrent dream of recent onset. 
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Case Reports 


' Case l. Ms., A, a 24-year-old married woman, sought psy- 
chiatric evaluabion because of a dream that had recurred for 
2 months. She had been married for 6 years, was the mother 
of a 5-year-old son, and reported that she had no complaints 
except for the recurring dream which made her feel nervous 
and tense the next day. Her marriage was good, although her 
husband's work kept him away from home several days a 
week. 

The mental status examination revealed a pleasant, coher- 
ent, logical, and relevant woman. There was no thought dis- 
order, and her affect was not depressed. She denied any neu- 
rotic symptoms other than free-floating anxiety the day after 
she had the recurring dreams. She directly connected the 
anxiety symptoms with the appearance of the dream. 

She described the dream as follows: “I am in bed, with the 
cover pulled up tightly around my neck. My son comes into 
the room, stands at the foot of my bed, and shoots at me with 
his little pistol. I feel very frightened." She would awaken 
from the dream with overt anxiety. 

The history revealed that her mother and father had di- 
vorced when she was 2 years old; she remained with her 
mother, who died when the patient was around 4 years old. 
The patient had then lived with a variety of relatives and 
family acquaintances; she recalled one couple in particular 
with whom she had lived and disliked because the husband 

„made sexual advances to her. She recalled trying to avoid 
being alone with this man. 

The dream was felt to be an oedipal dream concerning Ms. 
A's sexual feelings about her son; these feelings were pro- 
jected in the dream, which portrayed her as being the in- 
nocent victim. The dream was a recapitulation of her own 
oedipal trauma. In essence, her son's reaching the oedipal 
stage of development reactivated her own repressed con- 
flicts. 

She was seen in brief supportive psychotherapy with a fo- 
cus on her feelings about her son and her own past. Although 
frankly oedipal material was not discussed, her recurring 
dream ceased after a few sessions, and she had no interest in 
continuing psychotherapy. 


Case 2. Mr. B, a 30-year-old married man, requested psy- 
chiatric evaluation because of a dream that had recurred for 
| month. He had a history of psychiatric hospitalization at 
age 22 for a brief period following the death of his mother, 
but details of that hospitalization were not available. Since 
that hospitalization, he had married, had been gainfully em- 
ployed in a responsible position, and had been asymptomatic 
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and was taking no medication. He had no current complaints 


except for the dream, which was alarming to him. 

The mental status examination rexealed a cahérent, logi- 
cal, and relevant man with appropriate affect and no thought 
disorder. He denied neurotic symptoms except anxiety fol- 
lowing the dream. The dream was reported as follows: “I am 
in a hurricane or tropical storm. The wind is blowing hard; it 
is raining. I realize I have to find a shelter, and I run into a 
nearby house. In the house is a rocking chair in which my 
mother rocked me when I was a child. I feel safe, but then 
realize that the house is made of glass. I think I would be 
safer in the storm, and run back into the hurricane.” 

Because this man lived a long distance from the hospital 
and was so distressed about the dream, he was admitted to 
the inpatient unit for more thorough evaluation. Within 24 
hours, he experienced an overt psychosis. He was treated 
with antipsychotic medication and had a complete remission 
of symptoms over a 3-week period. He has been maintained 
on minimal doses of antipsychotic medication as an out- 
patient and has not had any recurrences over an extended 
period. 

It was as if this man were using every means available to 
hold himself together. When he was hospitalized, it was 
‘‘safe’’ for him to experience his psychosis. 


Discussion 


At times patients will seek evaluation for a recurring 
dream, denying other symptoms. It has been our expe- 
rience in such cases that the dream is highly cathected 
and symbolic, with multiple past traumas condensed, 
displaced, and symbolized in it. The dream may so dis- 
guise the conflict and so bind the anxiety that the pa- 
tient remains relatively asymptomatic aside from the 
anxiety associated with the dream's occurrence. Even 
though patients are asymptomatic except for this anx- 
iety, they should be thoroughly evaluated because 
such dreams may suggest an intense unresolved con- 
flict requiring intervention to prevent the breakthrough 
of more significant psychopathology. 
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IN MEMORIAM 





M. Ralph Kaufman 
1900-1977 


AMERICAN PSYCHIATRY and psychoanalysis are deeply in- 
debted to M. Ralph Kaufman, M.D., who died on May 20, 
1977. His efforts fostered the development and expansion of 
psychoanalysis in this country, its acceptance into the body 
of psychiatric theory, and its application to the field of psy- 
chosomatic medicine. The general hospital psychiatric ser- 
vice he developed at Mt. Sinai Hospital, New York City, has 
served as a model for the evolution of general hospital psy- 
chiatry at its best. His contributions to the educational scene 
and the support and encouragement he provided to some of 
the most significant investigations of the past several dec- 
ades, particularly those related to the physiology of sleep, 
the problems of alimentary dysfunction, and other avenues 
to new understandings of the mind-body relationship, are al- 
so noteworthy. 

Born in Beltz, Bessarabia, Russia, on October 5, 1900, he 
came to North America at the age of five. His early schooling 
was in Canada, and he graduated from McGill University 
Medical School, Montreal. Immediately thereafter he came 
to the United States and served an internship at the Manhat- 
tan State Hospital as well as at the Vanderbilt Clinic, meet- 
ing Dr. A.A. Brill and Dr. Philip Lehrman as well as a group 
of eminent neurologists. ‘‘Mo’’ elected a year of neurologi- 
cal study before fixing his future career through his next ap- 
pointment as assistant at the Boston Psychopathic Hospital 
(now Massachusetts Mental Health Center) under the lead- 
ership of C. McFie Campbell. His talent for psychiatry was 
recognized quickly. He was appointed a Commonwealth 
Fund Research Fellaw and during the following three years 
studied at Harvard University ard later at the University of 
Vienna, where he entered psychoanalytic training. The 
breadth of his postgraduate ecucation was clearly evident in 
his later professional career: he always perceived the field 
from the standpoint of a generalist. His many contributions 
to the literature extended across the range of neurology, psy- 
chiatry, and psychoanalysis. 

After his return to Boston as clinical director at McLean 
Hospital and as attending neuropsychiatrist at Beth Israel 
Hospital, the groundwork for his outstanding later contribu- 
tions was established in the development of psychiatric ser- 
vices in relation to medicine. He also became a founding 
member of the Boston Psychoanalytic Institute faculty and 
of its first educational committee. 

World War II fostered his active contributions in academic 
matters and clinical teaching as he participated in the devel- 
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opment of the Army School of Psychiatry; he became an ex- 
ecutive officer of the school before his outstanding service as 
Neuropsychiatric Consultant in the South Pacific. That ser- 
vice led to his receiving the Bronze Star with oak-leaf clus- 
ters and many special commendations. 

His extraordinary clinical and academic talents were har- 
nessed when the trustees of Mt. Sinai Hospital, New York, 
appointed him their first full-time Director of the Psychiatric 
Service—a post he held in conjunction with that of Clinical 
Professor of Psychiatry at the College of Physicians and Sur- 
geons, Columbia University. The impressive growth of the 
Psychiatric Service at Mt. Sinai offered a model for many 
others, both in terms of clinical teaching and in the psycho- 


somatic research activity initiated by Mo and his colleagues. . 


With the founding of the Mt. Sinai School of Medicine in 
1964, he became the first Chairman of the Department of 
Psychiatry and played a key role in the development of the 
school, serving as the Dean of the Postgraduate School of 
Medicine as well. He served as president of the American 
Psychoanalytic Association from 1949 to 195]. He also served 
on the Council (now Board of Trustees) of the American 
Psychiatric Association and later (1963-1964) as APA Vice- 
President. 

Mo took great pride in being a physician. He insisted that 
the doctor-patient relationship is fundamental to the practice 
of medicine and that the treatment of mental illness is a med- 
ical responsibility. In hts teaching he elaborated on the com- 
plexities of the doctor-patient relationship, which he saw 
best understood in the context of the transference. His 
teaching was marked by his capacity to penetrate to the 
heart of each clinical situation and convey his understanding 
to his students. Thus he inspired them. 

Mo Kaufman was a devoted husband to the former Ida 
Elizabeth Esach, whom he married on September 2, 1925, 
and who survives him. Also surviving are a daughter and 
son, both now married—Bettina Deborah Kahn and Paul 
Kaufman, M.D., an Associate Professor of Psychiatry at 
Boston University School of Medicine. 

Those of us who enjoyed Mo's friendship will cherish his 
warmth and ebullience, his capacity for acerbic challenge 
when confronted with positions or statements he perceived 
as dubious, and the pleasure he gave us in his scholarship 
and as a raconteur. 


LAWRENCE C. KoLB, M.D. 
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Training Early Childhood Care Givers 


Sin: Stanley 1. Greenspan, M.D., and associates should be 
commended on their novel and much needed research ven- 
ture, ‘‘A Psychodynamically Oriented Group Training Pro- 
gram for Early Childhood Care Givers'' (October 1977 issue). 
So much of the training of day-care workers seems to reflect 
contemporary psychology's overemphasis on cognitive de- 
velopment in children at the expense of social and emotional 
factors. 

e There are, however, some basic problems with the prelim- 
inary work of these authors that should be addressed before 
more definitive work is undertaken. First, we are told that 
the data are based on 8 of 200 family day-care workers con- 
tacted. Only 16 persons responded, an incredibly low re- 
sponse rate of 8%. Two groups of 8 each were formed, and 
the data on group process were generated from one of the 
groups, in which 2 members failed to participate. Therefore, 
the data reflect 3% of the originally defined target group. 
Could this population be biased in the direction of already 
possessing those characteristics of interpersonal sensitivity 
and child orientation addressed by the training program? Are 
we to understand that 97% of family day-care workers are 
resistant to such training? It seems that there may be as 
much to be learned from the nonparticipants' lack of interest 
as from the involvement of the small group of participants. 

The authors have a rather myopic view of the child in a 
social context, straddled between a primary family and a reg- 
ular substitute family. Family day-care workers need to 
learn to communicate effectively with children, but they also 
need to acquire skills in dealing with parents on a number of 
family stress issues. Since the behavior problems of young 
children may be viewed as a response or reaction to family 
stress, this aspect of improving communication with the 
child becomes all the more essential. Again, the emphasis on 
mothering or mother-substituting as the index of sensitivity 
seems to reflect a bias that 1s out of step with current changes 
in domestic life. The failure to appreciate the influence of 
fathering on the young child can only compromise the work- 
ers' chances to deal effectively with the family. Overall, it 
seems that the psychodynamic training carried out by the 
authors should have an obvious place in the training of all 
day-care workers, not just family day-care workers. How- 
ever, in a formative stage of such training programs, much 
emphasis should be placed on the issues of self-selection and 
resistance to acquiring such training. 


FELTON EARLS, M.D. 
Boston, Mass. 


Dr. Greenspan and Associates Reply 


Sin: We would like to thank Dr. Earls for his thoughtful 
letter and for further emphasizing the need for psycho- 
dynamic approaches in training child-care workers. 

We would also like to clarify some of Dr. Earls' questions. 
He reports that our data were based on 8 of 200 family day- 
care workers contacted. This was not the case. We ex- 
plained that each group initially had 8 people. There were 2 
dropouts, leaving 14 participants. We further noted that ‘‘for 
the sake of brevity we will only provide a combined sum- 
mary of both groups’ thematic progression.” Dr. Earls said 
that only 16 responded to our initial invitation to 200 family 
day-care workers, but we stated that ‘‘there were 35 re- 
sponses to the 200 invitations” and that ‘‘the group members 
selected were the first 16 women who responded to the letter 
of invitation.” A response rate of 35 out of 200 to a letter of 
invitation with no special incentives is quite encouraging. 

Dr. Earls’ point that this population may be biased be- 
cause the participants were among the first to respond is an 
important one. We agree that much would be learned from 
studying those who did nct respond. The goal of this initial 
study was to learn something about the characteristics of 
even the most motivated family day-care workers and to ab- 
serve how they would respond to a dynamically oriented 
training program. Our guess is that with follow-up invitations 
and attention to logistic problems such as transportation-to 
meetings, some of the ‘‘uninterested’’ family day-care work- 
ers could have been included in this type of program. 

Dr. Earls’ point that family day-care workers need to ac- 
quire skills in dealing with parents on a number of family 
stress issues is also an important one. In conducting an initial 
training program, howeve-, it is important to consider goals 
in terms of priorities. If training for child-care workers were 
to be undertaken in a more organized manner (e.g., in the 
context of a national effort) it would be important to facilitate 
the potential for child-care workers to be helpful not only to 
the children but also to cheir families. The current knowl- 
edge regarding the development of children and their fazni- 
lies should be put into practice in a variety of settings in or- 
der to prevent developmental difficulties and facilitate opti- 
mum patterns of adaptation. 

Again, we would like to thank Dr. Earls for his interest in 
our paper and for his useful comments. 


STANLEY l. GREENSPAN, M.D. 
BARBARA SILVER, PH.D. 
MARTIN G. ALLEN, M.D. 
Adelphi, Md. 


LETTERS TO THE EDITOR 


A Vote fer Patient Interviews in Board Exams 


Sie My conclusions rom the data presented in ‘‘A Com- 
parison of Videotaped anc Live Patient Examinations and 
Written Examinations in Psychiatry" (October 1977 issue) 
are different than those of Donald Naftulin, M.D., and asso- 
ciates. 1 was impressed with bow reliably the actual patient 
interview rated examinees’ ''ability to obtain a history" and 
"ability to relate well to a patient.” These areas are essential 
in psychiatry but cannot be assessed by written or video- 
taped examinations. The data indicate that the lack of inter- 
rater reliability (1.e., the examiner difference) is contributed 
to by the “‘ability to apply factual information in a clinical 
setting," the overall final rating, and the ABPN numerical 
score. Rather than doing away with the actual patient inter- 
view, | would hope this porticn of the certification process 
would be retained as a prcven measure of a psychiatrist's 
ability to establish an empathic working relationship with his 
patients. 


RICHARD GELLAR, M.D. 
Topeka, Kans. 


More on Barbiturates and Tardive Dyskinesia 


Sir: The letter titled ‘‘Barbiturates and Tardive Dyski- 
nesia” by Lewis H. Lipsius, M.D. (October 1977 issue) de- 
scribed a case of tardive dysxinesia treated with phenobarbi- 
tal. We are aware of only two other published reports abcut 
the efficacy of barbiturates in this drug-induced extra- 


* pyramidal syndrome: the first described negative results (1) 
` and the second minimal efficacy (2). Our own experience 
. with this drug in a patient with tardive dyskinesia is consis- 


tent with these reports. 

A .44-year-old woman was brought bv her husband for 
evaluation because of behavioral problems that had started 4 
years previously after a respiratory arrest, which had led to 


|. severe short-term memory ceficit as well as periodic com- 


bativeness and wandering during the night. The behavioral 


. problems had been unsuccessfully treated with haloperidol. 


At the time we first evaluated her, she was receiving halo- 
peridol, 60 mg/day; flurazepam, 30 mg h.s.; primidone, 1200 
mg/day; and phenytoin, 300 mg/day. However, she had had 
no seizures in this 4-year period. There were equivocal signs 
of tardive dyskinesia. The phenytoin was gradually tapered 
off and the other drugs were discontinued abruptly. We 
started the patient on clorazepate, 15 mg in the morning and 
30 mg at bedtime. She was reevaluated 15 days later. Her 
husband reported that she had had two grand mal seizures 
after her first visit. She now manifested mildly severe in- 
voluntary movements and choreoathetoid tongue move- 
ments, as well as moderately severe axial hyperkinesia. The 
clorazepate was discontinued, and phenytoin (400 mg in the 
morning) and phenobarbital (200 mg h.s.) were prescribed. 
At her next clinic visit 14 days later. there had been no recur- 
rence of seizures and she was sleeping through most of the 
night. The severity of her tardive dyskinesia remained un- 
changed. Two months later there was still no change in her 
tardive dyskinesia symptoms, even though her husband had 
on his own initiative increased her dosage of phenobarbital 
to 360 mg/day. ' 

We believe that the barbiturates have only a nonspecific 
effect on tardive dyskinesia, which is secondary to the seda- 
tive properties of these agents—tardive dyskinesia is known 
to be exacerbated by anxiety and to disappear during 
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sleep (3). The report that phenobarbital is of no value in 


Huntington's chorea is also consistent with our hypothe- 
sis (4). On the other hand, phenobarbital may be of value as 
an active placebo in double-blind clinical trials of such drugs 
as the benzodiazepines, in which efficacy in treating tardive 
dyskinesia (3) has been attributed to a nonspecific anti- 
anxiety effect (5). 
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ROBERT SovNER, M.D. 
AUDREY LOADMAN, R.N. 
Boston, Mass. 


**Nourishing Concern" for Patients as People in Medical Edu- 
cation 


SIR: The article **The Relationship of Psychiatry to Prima- 
ry Care” by Jay Fink, M.D. (February 1977 issue) stirred up 
some old speculations from my days in medical training. 1 
was most impressed with the idealism of my fellow freshmen 
in medical school: over half of them expressed interest in 
primary patient care, and they were interested in learning 
about the total care of patients. By the senior year there was 
not a single person in the class who had not chosen a special- 
ty. There was little remaining interest in the patient as g per- 
son; patients had been so thoroughlv analyzed by the various 
specialties and subspecialties that they became problems, 
cases, and puzzles with many pieces. In order to provide the 
best treatment, each "piece" was treated in a different de- 
partment by someone who specialized in that portion of the 
patient. 

| began to wonder whether hospitals were the best places 
to teach medical students. Students saw patients during the 
acute phases of severe illnesses and were taught to focus on 
correct diagnosis. They were taught the latest methods for 
treatment of these diseases and encouraged to cure the dis- 
zase and get the patient out of the hospital as quickly as pos- 
sible. Occasionally, the medical student was able to see the 
patient in the outpatient clinic for a follow-up visit. More 
often, the patient was referred to a clinic for treatment by 
some other medical ‘‘subcontractor’’ who was learning 
about outpatient treatment of diseases. 

Hospital psychiatry went along with the trend of the times. 
Students had rotations of a few months in clinics and on 
wards, and one or two cases might be followed over an “‘ex- 
tended"' period of 10 months. Emphasis was on correct diag- 
nosis of mental illness and techniques of treatment. 

Somehow, the patient as a person was lost in the shuffle. 
In psychiatric consultations the staff did try to make the 
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medical and surgical subcontractors aware of psychiatric as- 
pects, but this remained within the context of compartment- 
alized, brief conjact with patients. Moreover, if the problem 
was severe, it was subcontracted out to the psychiatrist. 

The rotation that excited me the most was a family medi- 
cine clinic. Here | saw doctors in the community treating 
people, not patients. Minor human problems, little aches and 
pains, and anxieties and fears were all part of the doctor’s 
concern. Disease was a part of the concern but was not as 
all-engrossing as it was in the context of hospitalization. Un- 
fortunately, this rotation came in the junior year. By then the 
hospital routine had been so firmly implanted that the stu- 
dents had no patience for the ‘‘crocks’’ and all their silly 
little complaints in the family medicine clinic. Likewise, the 
chronically ill patients, especially those with terminal dis- 
ease, were seen as hopeless cases. The students wanted to 
have as little as possible to do with such ‘‘nenproblems.”’ 
The focus and emphasis had been so much or. disease that 
disease-free or incurable patients were no longer interesting. 
In fact, the junior students complained so much that the fam- 
ily medicine rotation was eliminated. 

On the basis of these experiences, 1 would recommend 
that medical students be placed for one afternoon a week in a 
community clinic from the freshman year on. If the early 
interest in people is nourished in an atmosphere wherein the 
focus is on the total care of patients—including care for their 
intimate little quirks and anxieties—the student might not 
lose the perspective of treatment of people as the object of 
medical care. The subcontracting of care within the hospital 
could then be seen in the proper perspective: as a maximiza- 
tion of efficiency in specialized intensive care of severe ill- 
ness and not as the way to relate to patients. 

In this framework, the teaching of psychiatry to medical 
students would naturally start in the freshman year. Psychia- 
try would not be just another subcontractor but rather a ma- 
jor tool for understanding the people in the clinic. In- 
troduction of psychiatry in the freshman year would also 
counter the dehumanizing influence of the emphasis on basic 
sciences in the freshman and sophomore years and would 
make preventive medicine and psychiatry an important real- 
ity instead of an afterthought. 


DANIEL J. BENOR, M.D. 
Afridar, Ashkelon, Israel 


Dr. Fink Replies 


Sir: I agree wholeheartedly with Dr. Benor’s comments 
concerning the dehumanization of medical students in the 
hospital milieu when they are taught to be most responsive 
to problems of tertiary care. His excellent ideas have been 
tried in one form or another over the last few years. The 
concept of teaching psychiatry and the humanistic approach 
to the total patient in the context of family medicine out- 
patient programs has begun to catch on around the country. 
Family medicine rotations that stress ambulatory care will 
be found tn almost every medical school in the country with- 
in the next decade. 

Fiscal support of training in primary care will facilitate 
these developments and | think will be of inestimable value 
in the long-range implementation of a more humanistic ap- 


- * proach to the training of medical students. 


+. There have been such experiments in isolated schools 


over a number of years. The now famous curriculum at Case 
Western Reserve in which a pregnant woman was assigned 
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to each freshman to follow for the entire freshman year is an 
important case in point. | was privileged to experience an 
approach to comprehensive medicineqn the Comprehenetve 
Medicine Clinic run by Dr. William Steiger, whbd as a profes- ` 
sor in medicine established a clinic run jointly by psychia- 
trists and internists. 

No model is good unless the faculty are imbued with the 
idea that students should learr. about care of the total patient 
and should have a great deal of input into the psychological 
life as well as the phvsiologica. disturbances of each patient. 

As we produce more and more physicians who are willing 
and able to address themselves to both aspects of human 
suffering with equal, somewhat dispassionate, interest, we 
may be able to "turn on" more students to a humanistic ap- 
proach to patient care. 


PAUL Jay FiNK, M.D. 
Philadelphic, Pa. 


*Inner-Outer Confusion"! or Disorder of Self-Experience? 


Sir: "Temporal Disorganization and Inner-Outer Con- 
fusion in Acute Mental Illness" by Frederick T. Melges, M.D., 
and Arthur M. Freeman III, M.D. (August 1977 issue) repre- 
sents an interesting attempt to relate disorders of temporality 
to disorders of spatialisy. However, the authors have over- 
looked several important concepts. 

1. What are we to understand from their concept “‘tem- 
poral disorganization''? The authors state that subjects in 
their study were not disoriented to time; i.e., temporal dis- 
organization is not a disturbance in orientation but rather in 
thinking processes, making it a thought disorder. As a 
thought disorder, it is not surprising to find that it coexists 
with Schneiderian first-rank symptoms, especially in a pa- 
tient population composed of 70% schizophrenics (41 of 5& 
subjects). In fact, two of the three characteristics of tempor- 
al disorganization proposed »y the authors, alterations in the 
sequential ordering and goal-directedness of thinking proc- 
esses, have previously been recognized as a ‘‘common fea- 
ture” of schizophrenia (1) and have even been used by some 
authors as one of the research criteria for schizophrenia (2). 
It has also been argued that the presence of Schneiderian 


-symptoms is supportive of a diagnosis of schizophrenia (3). 


Therefore, the authors' study can be seen as supporting the 
view that the presence of both thought disorder and Schnei- 
derian first-rank symptoms correlates highly with a diagnosis 
of schizophrenia. 

2. The idea tnat Schneiderian symptoms represent inner- 
outer confusion 1s fundamental to the study. This idea is an 
oversimplification. Schneiderian symptoms can be seen zs 
representing a disorder of the experience of the self, of 
which Jaspers has delineated four characteristics (4). The 
awareness of the self as being distinct irom the outer world 
(inner-outer experience) is only one of these characteristic s. 
It has also been said that disorders of self-experience usually 
"can be regarded as disturbance in two of the four as- 
pects” (5). Thus it is difficult to reduce Schneiderian symo- 
toms to a disorder of spatiality. Furthermore, the other char- 
acteristics of self-experienze are intimately associated with 
temporal considerations. In this sense, the presence of 
Schneiderian symptoms is indicative in itself of a form of 
temporal disorganization and not of a separate covaried phe- 
nomenon; i.e., the authors are dealing with only one vari- 
able, Schneiderian symptoms, rather than two separate vari- 
ables. . 
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3. This study can alsc be interpreted from the phenome- 
nologic-existential viewpoint, according to which acute men- 
tal'ttiness (as manifessed by Schneiderian symptoms) can be 
understood as 2. disturbance in the process of becoming, a 
process intimately associated with one's existence and rela- 
tion to time and space (6). 

Jn summary, the authors’ study can be seen as supporting 
the following three views: 

1. The presence of both thought disorder and Schnei- 
derian first-rank symptorrs correlates highly with a diagnosis 
of schizophrenia. 

2. Schneiderian symptoms represent complex distur- 
bances of self-experience manifested in both time and space. 

3. Acute mental illness can be grasped phenome- 
nologically and existentially as a disturbance in both tem- 
porality and spatiality as it affects a person's “‘being in the 
world.” 


REFERENCES 


i. Woodruff RA, Goodwin DW, Guze SB: Psychiatric Diagnosis. 
New York, Oxford University Press, 1974, pp 25, 30 

2. Taylor MA, Abrams R: A critique of the St. Louis psychiatric 
research criteria for schizophrenia. Am J Psychiatry 132:1276- 
1280, 1975 

3. Taylor MA; Schneiderian first-rank symptoms and clinical prog- 
nostic features in schizophrenia. Arch Gen Psychiatry 26:64- 
67, 1972 

4. Jaspers K: General Psychopathology. Translated by Hoenig J, 
Hamilton MW. Chicago, University of Chicago Press, 1963, pp 
121-130 

5. Fish F: Clinical Psychopathology. Edited by Hamilton M. Bris- 
tol, John Wright & Son, 1972, p 77 

6. May R, Angel E, Ellenberger H: Existence. New York, Simon 
and Schuster, 1958 


BARRY KERNER 
Oak Park, lil. 


Drs. Melges and Freeman Reply 


SiR: We welcome alternative interpretations of our data; it 
is through competing concepts and their operational testing 
that scientific knowledge advances. However, Mr. Kerner's 
interpretations are difficult to operationalize and do not re- 
flect accurately the data or the manner by which the hypoth- 
esis was tested. Each of his main points is discussed briefly 
below. 

First, the assertion that the interrelationship we found per- 
tains only to schizophrenia is incorrect. Although our sample 
of patients came from a locked ward and was comprised 
largely of schizophrenics, we found that temporal dis- 
organization and ihe Schnziderian symptoms changed to- 
gether through time regardless of diagnosis. For example, 
the change correlation between temporal disorganization 
and first-rank symptoms in the neurotic-character and ad- 
justment reactions was higher than that of the schizophrenic 
subsample (.93 versus .71). This should emphasize the fact 
that our focus was not on diagnostic categories but on the 
possible dynamic interactian of related changes over time 
between temporal disorganization (which is a thinking proc- 
*ess disorder) and the emergence of unusual thought con- 
tents (1, 2). 

Second, inspection of the items of the Schneiderian symp- 
toms we selected will reveal that we focused on those experi- 
ences reflecting inner-outer confusion without reference to 
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the processes involved in temporal disorganization (such as 
changes in rate, sequence, and distinction between past, 
present, and future). The two measures weye designed to be 
conceptually distinct. That both temporal disorganization 
and Schneiderian symptoms may be related to disturbances 
in the "experience of the self"' is obvious, but this does not 
make them one and the same. To make that assumption 
would be like stating that all subjective experiences such as 
emotions, perceptions, and memories, are one and the 
same—merely disturbances in the self. In regard to the lat- 
ter, we have shown that temporal disintegration, particularly 
discontinuity through time, is highly correlated with deper- 
sonalization, the feeling of strangeness about the self (3, 4). 
Such a finding is only a beginning toward understanding the 
complex construct of the self, with its many aspects mani- 
fested in both time and space. Changes in these aspects may 
or may not covary through time; this warrants exploration 
and testing. | 

Mr. Kerner's third point has poetic appeal but is too global 
to be useful from a scientific standpoint. 

Finally, Mr. Kerner seems to have overlooked the manip- 
ulation experiments reviewed in our article and else- 
where (5), in which THC was given to normal subjects to 
induce temporal disorganization. In these experiments, tem- 
poral disorganization preceded the emergence of inner-outer 
confusion, and greater degrees of temporal disorganization 
resulted in greater degrees of inner-outer confusion. Thus, 
the two processes are potentially separable yet appear to be 
dynamically interrelated at higher intensities. 

'The ultimate test of the interrelationship will be in finding 
ways to treat temporal disorganization in order to ascertain 
whether there is a concomitant reduction in inner-outer con- 
fusion. Our approach to studying defective reality testing is 
to look at possible time-mind relations. We believe that fo- 
cusing on time processes may generate useful interventions. 
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FREDERICK TOWNE MELGES, M.D. 
| Durham, N.C. 
ARTHUR M. FREEMAN III, M.D. 
Birmingham, Ala. 


On Sequencing 


Sir: 1 have several comments about "'"Psychotherapies: 


= An Overview" by Toksoz B. Karasu, M.D. (August 1977 


issue). The author accomplished quite well the very difficult 
task of summarizing the different psychotheraptes. How- 
ever, he stated that “to my knowledge no study has attempt? 
ed to portray schematically [the different psychotherapies'] 
respective features in relation to the increasing array of mo- : 
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dalities being practiced today.” In fact, a recent book by 
Havens (1) has done this quite well, and it is unfortunate that 
Dr. Karasu did not give credit to this work. Havens classifies 
therapies into four categories, three of which are almost 
identical to Karasu’s tripartite grouping. Havens’ ‘‘objec- 
tive-descriptive psychiatry" matches the ''dynamic"' thera- 
pies Dr. Karasu described, and both authors have a major 
classification of *‘existential/experiential’’ therapies. In addi- 
tion, Havens discussed a fourth category, ‘‘interpersonal,”’ 
which Dr. Karasu seems to lump under the category of *'dy- 
namic.” 

Dr. Karasu adequately categorized different therapies, but 
he did not speak of the important process of sequencing— 
systematically altering approaches over time with a given pa- 
tient. For instance, many clinicians (myself among them) be- 
lieve that experiencing in the here-and-now a particular psy- 
chological event is an essential part of the therapy process, 
but by itself is not entirely sufficient for meaningful and last- 
ing changes. The patient must also gain a cognitive grasp and 
understanding of his/her emotional dilemma. Both of these 
steps, experiencing and understanding, are necessary, yet 
their very nature prevents them from occurring at the same 
time. Ideally the therapist facilitates the experiencing and 
knowing dimensions throughout therapy. To my knowledge 
this process of sequencing was best described by Yalom (2) 
who speaks of it in terms of group therapy but finds it entire- 
ly applicable for individual therapies. 
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FREDERIC W. ILFELD, JR., M.D. 
Sacramento, Calif. 


Dr. Karasu Replies 


SiR: In addition to Havens, whom Dr. Ilfeld singled out, 
several authors have attempted to discuss and organize ther- 
apies under different names, groups, and schemas, including 
Menninger (D, Bromberg (2), Harper (3), Rychlak (4, 5), 
Parloff (6), and Kovel (7), to name a few. They were specifi- 
cally cited in the review of the literature. I intentionally 
avoided any personal valuations of prior work (including by 
omission) but noted Dr. Parloff's classifications partially be- 
cause they were among the most recent and came close to 
my own sense of the current psychotherapeutic order. (His 
rubrics were ‘psychodynamic, ''behavioral," ‘‘human- 
ist," and “‘transpersonal.’’) Like Dr. Havens’ ‘‘objective- 
descriptive," ‘‘interpersonal,”’ *'existential," and ‘‘psycho- 
analytic’’ psychiatry, his categories are both similar to and 
different than the ones offered. Indeed, it was just this kind 
of inconsistency and diversity in presentation and labeling 
by others in the field that prompted me to write the paper. 

My primary purpose was to carve out some major dimen- 
sions along which direct comparisons of the psychotherapies 
could be made. In the phrase ''to my knowledge no study 
has attempted to portray schematically their respective fea- 
tures in relation to the increasing array of modalities being 
practiced today,” I was referring specifically to the schemat- 
ic presentation of the 11 features depicting the 3 offerings of 
my overview. My intent was that the paper be systematic, 
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éncompass many diverse therapies, present one cghesive 

and hopefully valid framework, and that it offer a graphic 
schema representing specific features of the chosén thepaes. a 
In previous studies, the degree of attention to oné or another 
of these aspects or goals has varied widely; but to my mind, 
they have not been applied to an explicit and parsimonious 
portrayal of the psychotherap:es. 

This comparative purpose a.so relates to Dr. Ilfeld's point 
that I failed to speak of ''sys:ematically altering approach- 
es," such as the process of “sequencing.” I presume that 
most therapists implicitly use not only ''the experiential aad 
the knowing dimensions" that Dr. Ilfeld mentions but the 
"behavioral" dimension as well. My concluding remzrks €x- 
pressly relate to this point: I stated that the 3 therapeutic 
approaches ''in reality . . . are rarely categorical dis- 
tinctions. Therapeutic boundaries can and do overlap." In 
fact, like Dr. Ilfeld I am most concerned with the exploration 
of lines along which the therapies may be unified, and specif- 
ically how they may be applied in actual practice. However, 
while this very important subject is intimately related to the 
theme of my paper, I regard it as beyond the paper’s immedi- 
ate purview. I see this issue as beginning where the overview 
left off; indeed, it well deserves separate consideration. 

Finally, 1 wish to thank Dr Ilfeld for his thoughtful attan- 
tion to these matters. 
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Toxsoz B. Karasu, M.D. 
Bronx, N.Y. 


Tardive Dyskinesia in Younger Patients 


Sir: Daniel Tarsy, M.D., and associates’ case reports on 
‘Tardive Dyskinesia in Young Adults” (September 1977 is- 
sue) are similar to a case we recently encountered. 
A 23-year-old single woman was admitted to the inpacient ` | 
service of Yale-New Haven Hospital with a severe move- ; 
ment disorder that affected her torso, arms, legs, and face. | 
She had choreoathetoid arm movements, constantly restless 
legs, thrusting movements of the abdomen, eye blinking, fa- 
cial grimacing, lordotic posturing, and *'toe-walking'' gait. 
The patient had been hospitalized at Yale-New Haven Hos- 
pital 2 years previously for treatment of an initial psychotic 
break. During that hospitalization the question of zn organic, 
etiology of her psychosis was raised because of her vivid 
visual hallucinations and periodic disorientation. A full neu- , 
rologic work-up that included multiple EEGs (waking and . 
sleep) was negative. i 
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The initial psychotic episode was treated with acétophena- 
zipe and later trifluoperazine, with good clinical response. 
Théwenset gf the movgment disorder was insidious, begin- 
ning with eye blinking, fcllowed by the development of the 
abnormal gait, and gradually progressing to involvement of 
all body parts. An increase in the antipsychotic medication 
resulted in transient improvement; discontinuation of medi- 
cation worsened the dyskinesia and led to a second overt 
psychosis. 

A trial of deanol was unsuccessful in ameliorating the dys- 
kinesia. A lithium trial was remarkable because there was a 
suggestion of improvement ir the dyskinesia at serum levels 


- 0.4-0.6 mEq/liter but worsening at levels of 0.6-1.0 mEqg/ 


liter, without evidence of lithium toxicity. 

As the authors pointed out, this crippling form of drug- 
induced dyskinesia has a different topographic body distribu- 
tion than the classic form of tardive dyskinesia. The question 
of why some young patients are susceptible to this syndrome 
is pertinent but unanswerable at this time. Were the possible 
organic factors in this patient (before the onset of her dvski- 
nesia) coincidental findings, cr are patients with hints of or- 
ganic involvement particularly prone to developing this se- 
vere syndrome? 


DAVID PICKAR, M.D. 
Bethesda, Md. 

ROBERT K. Davies, M.D. 
New Haven, Conn. 


Dr. Tarsy Replies 


SiR: The case described by Drs. Pickar and Davies rein-- 


forces our impression that tardive dyskinesia can be a re- 
markably generalized and disabling process tn young adults. 
The fact that an organic etiology was considered for their 
patient's psychosis is of interest and raises an important 
practical point in diiferential diagnosis. So far as we know, 
organic brain disease does not predispose an individual to 
tardive dyskinesia, although epidemiologic studies have not 
been in complete agreement on this point. We have recently 
seen a 29-year-old man who presented 4 years previously 
with suicidal depression and increasing social isolation. He 
was treated successively with antidepressants, tri- 
fluoperazine, chlorpromaziae, and thioridazine for 2 years. 
Increasing extrapvramidal signs appeared, including facial 
masking, rigidity, gait disturbance, dysarthria, and dyski- 
nesias of the mouth, tongue. and hands. Phenothiazines 
were discontinued, and a diagnosis of tardive dyskinesia was 
considered when only partial clearing of extrapyramidal 
signs occurred. He remained off drugs but was lost to follow- 
up for I year, after which he was readmitted to the hospital 
with increasing dysarthria, dysphagia, dystonic neck postur- 
ing, bradykinesia, and a tremor of the tongue and upper ex- 
tremities. Because of his history, a diagnosis of tardive dys- 
kinesia was again considered but was rejected because of the 
many atypical features. A diagnosis of Wilson’s disease was 
finally made on the basis of Kayser-Fletscher corneal rings, 
low serum ceruloplasmin, and elevated urinary copper. 
This patient’s entire neuropsychiatric syndrome appears 
to be attributable to Wilson’s disease, with superimposed ex- 
acerbation by neuroleptic drugs. Because of the appearance 
of persistent extrapyramidal! signs while the patient was re- 
ceiving neuroleptic drugs, an erroneous diagnosis of tardive 
dyskinesia was entertained, and a correct diagnosis was de- 
layed while his underlying Cisease continued to progress. 
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With heightened awareness of tardive dvskinesia, there is 
likely to be an increasing tendency to attribute extra- 
pyramidal signs that appear while a patient ig receiving anti- 
psychotic drugs to those drugs. In the case of patients with 
uncommon neurologic disorders presenting initially with 
psychiatric manifestations, there is a good possibility that 
neurologic symptoms will either make their initial appear- 


ance or even be precipitated by neuroleptic drugs. The need 


to remain diligent in the consideration and search for alterna- 
tive diagnostic possibilities is obvious. 


DANIEL TAnsv, M.D. 
Boston, Mass. 


An Author Stands Corrected 


Sir: As the subject of The New Yorker article referred to 
by Carl Salzman, M.D., in his article ' ECT and Ethical Psy- 
chiatry” (September 1977 issue), I should like to correct Dr. 
Salzman's statement that I was ''treated with a standard 
course of unilateral, nondominant temperoparietal ECT.” | 
was in fact ''treated" with standard bilateral electrode 
placement and now have epileptic brain waves at both tem- 
poral areas of my brain, more pronounced on the left. 

When Dr. Salzman's assertion that | had the lightest kind 
of shocking is taken in the context of his speculations about 
my veracity, the effect is to discredit the report of my experie 
ence as carried in The New Yorker. In that article I was 
called by another name, but any anonymity has long since 
been make-believe, and 1 am well known by my own name to 
most persons who are vocal on the subject of ECT. I would 
ask that vou publish this correction of the placement of the 
electrodes on my head. 


. MARILYN RICE 
Washington, D.C. 


Dr. Salzman Replies 
SIR: I stand corrected on the electrode placement. 


CARL SALZMAN, M.D. 
Boston, Mass. 


Highlighting the Need for Alternatives to Hospitalization 


SiR: William G. Slaughter, M.D., and Charles K. Cordes, 
M.D., are to be commended for the clinical astuteness and 
effective therapeutic intervention reported in **Covert Ma- 
ternal Deprivation and Pathological Sucking Behavior'' (Oc- 
tober 1977 issue). 

One aspect of the case that was not emphasized was the 4- 
week hospitalization for a nonmedical condition. The infant 
described needed a suitable environment which his parents 
were then unable to provide, and he did improve in the hos- 
pital, where his emotional needs were met by caregivers who 
nurtured him while his parents became involved in therapy. 
However, a month's hospitalization for a nonmedical cause 
would seem inappropriate to a vigorous utilization review 
committee, which would correctly observe that the reason 
for continued hospitalization was social, not medical. Cur- 
rently, acute-care facilities (the most expensive treatment 
modality) are properly regarded as one part of community 
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care; one wonders whether alternative resources were avail- 
able in the community at far lower cost, e.g., foster home 
placement with people known to be reliable in caring for in- 
fants. 

We psychiatrists are all too familiar with the difficulty of 
finding adequate, or even exis:ent, community facilities for 
patients who do not require intensive and costly in-hospital 
acute-care treatment. This case highlights the need for a 
wide range of community resources as alternatives to hospi- 
talization and as a means of curtailing costs while delivering 
good health care. 


JONATHAN G. SOLOMON, M.D. 
Hampton, Va. 


Dr. Slaughter Replies 


Sir: The limitation on manuscript length in the Journal’s 
Clinical and Research Reports section is well known and un- 
derstandable. This constraint precluded exploration of sev- 
eral clinically interesting but not unique facets of the case we 
described, e.g., problems related to consultative efforts with 
the hospital’s social work service to find a more appropriate 


care-giving location as rapidly as possible. Also, the ward. 


staff gave the infant sustained warm attention that amounted 
to multiple mothering and involved difficulties in terms of 
separation. The social work service was somewhat pushed 
and pulled from two directions. My supervisor (Dr. Cordes) 
helped make this an excellent ‘‘teaching case’’ for everyone. 

I heartily concur with Dr. Solomon's comments regarding 
the need for wide-ranging, reliable, and cost-effective com- 
munity resources as alternatives to hospitalization. A 
month's hospitalization for a "nonmedical cause’” would in- 
deed seem inappropriate to any utilization review com- 
mittee. | became acutely aware of this problem during the 4 
weeks the infant was hospitalized. In spite of some turmoil, a 
reasonable effort was made to locate alternative resources 
that would provide a suitable environment. 


WILLIAM G. SLAUGHTER, LT. Cor., MC, USA 
Fort Gordon, Ga. 


Differentiating Narcolepsy 


Sır: In Problems in the Differential Diagnosis of Narco- 
lepsy Versus Schizophrenia" (November 1976 issue), Drs. 


Bruce Shapiro and Henry Spitz called attention to the possi- 


bility that narcoleptic patients may present initially as having 
psychiatric problems. They further point out (quite rightly) 
that all that hallucinates is not schizophrenic. However, 
their own case report is open to alternative explanations— 
the most obvious being that the patient is manifesting a path- 
ologic grief reaction. We know that hypnagogic hallucina- 
tions are surprisingly common in grief-stricken patients, with 
estimates ranging from 12% (1) to 50% (2). We also know 
that grief is not a 4-6 week process; in many people it contin- 
ues for months or years and merges into pathologic variants. 
Parkes' article (3) on the determinants of outcome suggests 
groups at high risk. The absence of any EEG changes—1 as- 
sume the authors referred to a sleep EEG, since they men- 
*tioned its great value—makes the alternative diagnosis pos- 
sible. A further possibility in the differential diagnosis that is 
even more common in my experience (although it does not 
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Seem applicable in their case) is the seeking of psycho- 
stimulants by drug abusers who simulate narcolepsy. Psy- 
chostimulants have become less available, so the soplyeti- 
cated street user reads the Physicians’ Desk Reference and 
then simulates narcolepsy to obtainea permanent legitimate 
supply. 

In the absence of a positive sleep EEG—and sleep EEGs 
are not very widely available—the clinician is in a difficult 
position. The clinical psychiatrist is often faced with the 
most difficult differential diagnosis, i.e., narcolepsy with 
psychostimulant psychosis, narcolepsy with schizophrenia, 
sociopathy with simulated narcolepsy plus psvchostimulan: 
psychosis, or schizophrenia. Since all psychostimulants, 
even in therapeutic dosage ranges, have the potential for 
producing a schizophrenia-like picture (4). I view this as the 
most common and most difficult differential diagnosis in the 
narcolepsy versus schizophrenia arena. 

Finally, my experience with patients in a narcolepsy clinic 
leads me to reiterate the value of the sleep EEG and very 
conservative diagnosis. The amount of psychopathology in 
that group of patients was prodigious, although quite under- 
standable in view of their life experiences. A major point 
made by Drs. Spitz and Shapiro was that ‘‘the clinician who 
does not remind himself (herself) about the existence of a 
disease entity is unlikely to correctly diagrose ihat dis- 
order.” I heartily agree. 
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Don A. ROCKWELL, M.D. 
Davis, Calif. 


Drs. Shapiro and Spitz Reply js 


Sır: We appreciate Dr. Rockwell's interest in our article. 
As Dr. Rockwell states, the »ossibility of drug-seeking be- 
havior is not applicable to our case. The possibility of a path- 
ologic grief reaction is also quite unlikely, since the patient's 
symptoms began in childhooc, many years before the death 
of her mother. We thought that this was made clear in our 
article. 

However, there is an interesting possibility raised by this 
correspondence. Could this patient's narcoleptic disorder 
have been exacerbated or complicated by a pathologic grief 
reaction? This cannot be known with certainty. However, 
the patient's reaction to the death of her mother was one of 
the reasons she was placed in outpatient psychotherapy. The 
overridingly important point here is one of understanding the 
interplay between neurobiologic and social/interpersonal 
events in the development of the patient's clinical presentz- 
tion. ; 

BRUCE SHAPIRO, M.D. 


HENRY I. Spitz, M.D. 
New York, N.Y. 
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Treating. Phencyclidine Intoxication toms suggested a diagnosis of an acute schizophrenic reac- 


tion rather than a manic-depressive psychosis. 


€. Phencyclidine gbuse is now emerging as a major Lithium was first given in combination with haloperidol 25 
cause of drug'intQxication that is seen in medical settings in (amount. not specified) and then with fluphenazine (again, 
this country. In ‘‘Clini¢al Pharmacology of Phencyclidine dosage not indicated) when there were further overt psy- 
Toxicity” (November 1977 issue), Craig B. Showalter, chotic signs and symptoms. 

M.D., and William E. Thornton, M.D., presented a scholar- In my experience, manic-depressive psychosis is a rather , 
ly and well-written summary of the behavioral and physio- infrequent occurrence in adults and very rare in young ado- 
logical effects of phencyc.idine intoxication. I would like to lescents. The misdiagnosed hyperactive child is much more 
mention an additional treatment that is now becoming recog- likely to be suffering from schizophrenia than manic-depres- 
nized in our hospital as a potentially important adjunct to the sive psychosis. The course taken by the 15-year-old boy re- 
care of patients who have taken significant amounts of PCP. ported by Drs. White and O'Shanick might indeed have been 
Done (1) suggested using the principles of ion-trapping as a due to the haloperidol and fluphenazine rather than the lith- 
method of promoting the urinary excretion of phencycli- ium, or even to the ‘‘natural’’ course of the illness (an abrupt 
dine. Since phencyclidine is a weak base (pK, is about 8.5), psychotic episode with overt manifestations lasting several 
acidification of the urine enhances the excretion of greater days to several weeks). 

amounts of tonized phencyclidine by the kidney. This can be 

done by giving ammonium chloride through a. nasogastric IRVING J. FARBER, M.D. 
tube. Done suggested dissolving the ammonium chloride in Jamaica, N.Y. 


normal saline to produce a concentration of about 1 g in 30 cc 
and giving a dose of 2-6 g every six hours in an adult (1). Whit R li 

This is a relatively safe and easy method of decreasing the PEA 
serum levels of phencyclidine, and it should probably be in- 


; . n ise: Sir: Dr. Farber notes that the signs and symptoms in the 
cluded in the treatment of serious phencyclidine in- : ae 


case we reported suggested an initial diagnosis of an acute 


HOMES schizophrenic reaction. As a matter of fact, when this patient 

was first evaluated we did entertain such a diagnosis and ac- 

REFERENCE tually thought that it might have been related to an acute 

amphetamine intoxication because of the history we obe? 

1. Done AK: The toxic emergency. Emergency Medicine 8:185- tained from the patient. However, we later found that this 

186, 1976 information was erroneous—the patient had not taken am- 

phetamines (none were found in his blood or urine). The pa- 

CHARLES B. ScHAFFER, M.D. tient did not respond to phenothiazines or haloperidol alone  * 
Sacramento, Caiif. and responded only when he was given lithium. When the - 

lithium was discontinued at one point because of side ef- 

- fects, manic symptoms (flight of ideas, grandiose delusions, 

Possible Positive ‘‘Side Effects’’ of Lithium and pressured speech) reemerged. Again, these do not re- 

spond to phenothiazine type drugs alone but respond only 

Sir: ] was interested in the article, ‘‘Coincidental Im- when lithium carbonate is added. After the patient was dis- 

provement in Asthma During Lithium Treatment," by Su- charged, phenothiazines were withdrawn and he continued 
hayl J. Nasr, M.D.. and Robert W. Atkins, M.D. (September to do well on lithium alone. 

1977 issue). 1 too have seen remarkable remission of asthma While I would agree with Dr. Farber that manic-depres- 

in two patients treated with lithium carbonate. One has been sive illness is unusual in adolescence, it does occur, and 

almost totally free of severe asthmatic attacks since she was there have been a number of documented case reports. I be- 

stdrted on lithium carbonate in 1974. I have also seen two lieve that our paper represents one of them. 1 would not 

patients with severe eczematoid dermatitis who have shown agree with him that manic-depressive psychosis is an infre- 
remarkable remission cf dermatologic symptoms con- quent occurrence in adults. 

comitant with the administration of lithium carbonate. I do not believe that Dr. Farber is correct in stating that a 

l certainly concur with the author that many concomitants misdiagnosed hyperactive child is much more likely to be 

of psychosomatic disorde-s require reevaluation in the light suffering from schizophrenia than manic-depressive psycho- 

of new biochemical findings. sis because there are to my knowledge no studies that verify 

this. 
PETER L. PUTNAM, M.D. | might add that this patient subsequently ceased taking 
Washington, D.C. his lithium at one point, and there was recurrence of psycho- 


motor agitation and flight of ideas. When lithium was reinsti- 
tuted at therapeutic levels, the symptoms again went into 
Manic-Depression or Acute Schizophrenia? remission. I think that this continued response to lithium car- 
bonate justifies the diagnosis of manic-depression. 
Sir: In "Juvenile Manic-Depressive Illness," James H. 
White, M.D., and Greg O'Snanick, M.D. (September 1977 JAMES H. WHITE, M.D. 
issue) described a 15-year-old boy whose signs and symp- Huntington Beach, Calif. Y 
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Freud and the Dilemmas of Psychology, by Marie Jahoda. 
New York, N.Y., Basic Books, 1977, 180 pp., $10.00. 


This book is addressed to psychologists rather than to psy- 
chiatrists. It proposes to inform psychologists of the essen- 
tials of Freud’s psychoanalytic method and theories and to 
demonstrate their relevance to what the author identifies as 
the “dilemmas” of psychology today. These dilemmas in- 
clude such questions as whether psychology is or can be a 
"natural science” or whether man's nature is inaccessible to 
any merely mechanistic theories, as opposed to humanistic 
understanding. Professor Jahoda feels that Freud’s work has 
much to contribute to current debates among psychologists 
about such questions and that many of the debaters have a 
less than adequate knowledge of Freud’s work. 

It is beyond my competence to discuss the accuracy of the 
author’s assessment of the dilemmas of psychology; only 
someone conversant with academic psychology could be ex- 
pected to do so. However, some remarks are in order con- 
cerning Professor Jahoda’s exposition of psychoanalysis to 
her intended audience. 

The exposition has many virtues. Professor Jahoda has 
had a lifelong sympathetic interest in psychoanalysis, she is 
scholarly, she thinks both clearly and profoundly, and she 
writes with admirable precision and simplicity. What she 
presents should persuade any reader who is open to per- 
suasion that Freud’s work represents a real contribution to 
the field of psychology. What 1s fascinating is that it is appar- 
ently still necessary to persuade psychologists that this is so. 
There can be no clearer testimony to the gulf that separates 
clinicians from psychologists without clinical experience. To 
a Clinician, and especially to a psychoanalyst, the intent of a 
book such as this one seems wholly anachronistic—at least 
50 years out of date. Apparently this is not so, and the asser- 
tion to this effect by a competent authority serves the pur- 
pose of opening our eyes to some otherwise unsuspected 
facts about life in academe today. 


CHARLES BRENNER, M.D. 
New York, N.Y. 


Psychoanalysis and Behavior Therapy: Toward an In- 
tegration, by Paul L. Wachtel. New York, N.Y., Basic 
Books, 1977, 303 pp., $15.00. 


Dr. Wachtel takes certain aspects of psychoanalytic un- 
derstanding and practice and amalgamates them with explicit 
active reinforcement techniques from behavior therapy ori- 
entation to create a useful psychodynamic approach that 
might have application to many types of outpatients. The 
book is well organized, scholarly, and clearly written, and 
the case illustrations reveal a sensitive and effective thera- 
“pist. 

The author’s approach is interpersonal: ‘‘Transference 


may always be understood as the patient’s idiosyncratic way 


of construing and reacting to what the therapist is doing” (p. 
112). Within this here-and-now tramework he interprets de- 
fenses and impulses to facilitate the patient's exposure to 
and awareness of anxiety-arousing cues, facing his or her 
fears, and exposing feelings o- inadequacy. Expression is en- 
couraged and avoidance discouraged in the corrective emo- 
tional experience of the therapeutic transference. However, 
clarifying conflicts is not enough because, in Dr. Wachtel's 
view, patients have learning ceficiencies in social interaction 
as well as inhibitions. Therefore, the therapist actively 
guides the patient into new behavioral patterns based on 
therapeutic insights and the patient's goals in order to avoid 
a new series of failures as the patient attempts to try out his 
or her insights in real life. 

From the standpoint that psychodynamic therapists are 
constantly manipulating and reinforcing patient behavior in 
subtle ways, Dr. Wachtel, drawing on the concept of ‘‘oper- 
ant shaping," asserts that reinforcers should be made explic- 
it. He is well aware that behavior therapy in ir.voluntary situ- 
ations can be coercive and cestroy autonomy, but with co- 
gent arguments he supports his view that active therapy. 
with behavioral change as the therapeutic goal. widens the 
patient's choice of behavior through anxiety reduction. 

This book is useful in helping dynamic and behavioral 
therapists understand each other's work and see where there 
may be areas in common. It should also hel» to counteract 
passivity in therapists who are inappropriately imitating psy- 
choanalytic treatment prope-. The psychotherapy described 
here should be compared wizh other psychodynamic explor- 
atory therapies such as the middle-length brizf therapies ad- 
vocated by Sifneos and Malan, in which good therapeutic 
results are obtained through analysis of transference reach- 
ing back into childhood in focal areas of conflict. 

1 would have no quarrel with Dr. Wachtel had he stopped 
at the exposition of his own type of therapy and concerned 
himself more with the selection of patients for whom this 
therapy is the treatment of choice or for whom it is con- 


' traindicated. Instead, in bota the best and worst tradition of 


Alexander and French (who 30 years ago pioneered a mean- 
ingful psychoanalytically oriented psychotherapy but then 
went on to offer their treatment as a replacement for psycho- 
analysis), Dr. Wachtel suggests that classical psychoanalysis 
has now been supplanted by his therapy. This seems to be 
the fate of authors of a new therapeutic aprroach. 

Dr. Wachtel’s need to disavow derivations of his approach 
from classical psychoanalysis weakens zather than strength- 
ens the book. The discussions of regressfve transference 
neurosis and the Oedipus complex are less than scholarly 
and do not measure up to the otherwise thoughtful level this 
work achieves. Finally, no clinical material is offered to sup- 
port his contention that ‘a regressive trans?erence neurosis 
is not necessary to achieve maximal personality change” (p: 
281). 


ROBERT D. GILLMAN, M.D. 
Washington, D.C. 
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The First Encounter: The Beginnings in Psychotherapy, by 

Viam A.-Console, M.C., Richard C. Simons, M.D., and 
Mark*Rubinstein, M.D. New York, N.Y., Jason Aronson, 
1976, 372 pp., no*price listed. 


The work of a modest, zifted psychoanalytic clinician and 
teacher forms the substance around which two of his col- 
leagues have constructed a living tribute, The First Encoun- 
ter. Ra:her than a formal work on the initial interview, it is a 
nch contribution to that topic. During the year before his 
untimely death, Dr. William Console videotaped interviews 
with five patients and used this material in weekly teaching 
conferences, which were also videotaped. This book affords 
an opportunity to view tkis senior clinician and teacher at 
work at both his stations. 

A brief chapter by Dr. Console summarizes his com- 

mitment to the use of his own videorecorded interview mate- 
rial in teaching psychotherapy. He was concerned with how 
little opportunity most psychiatric residents have to observe 
their own teachers directly at work except when they are 
their patients, which is hardly good pedagogy. Thus, stu- 
dents of psychiatry suffer far more than trainees in other 
medical specialties from teacher worship, infantilization, 
and plain inexperience. 
' Jt is curious how few teachers are willing to record and 
share their own clinical work with their students. Whatever 
the reasons, and despite kis retiring manner, William Con- 
sole eschewed this privacy. He felt it was crucial for the 
teacher of psychotherapy to offer a direct model of clinical 
expertise and that the learning experience of student thera- 
pists was richly enhanced by sharing the triumphs and fail- 
ures of his clinical method He was a teacher who knew the 
value of role modeling and of the willingness to acknowledge 
his errors in order to study them. Dr. Console was also deep- 
ly concerned with the inherent limitations of the anecdotal 
method of clinical reportage. He knew that every clinician 
has blind spots that influence what he or she reports. No 
verbal summary can matcn the rich detail of an electronic 
recording, which further serves to attend to fine points of 
detail—to locate the macrocosm in the microcosm. Dr. Con- 
sole was a psychiatric microscopist, and this book amply 
demonstrates how exquisitely this method is served by vid- 
eorecording. 

"Except for remarks on the method by Dr. Console and for 
some comments on Console by Drs. Simons and Rubinstein, 
the book consists of the transcripted material of six separate 
interviews with five patients and the conference discussions 
of this material with Console and the psychiatric residents 
with whom he met weekly-over the better part of a year. The 
microscope is then trained not only on the patient but more 
sharply on Dr. Console as he explicates his clinical decisions 
retrospectively in conference and on the residents as they 
respond to the interview, to Console's reflections on the in- 
terview, and to their interactions with their teacher and with 
one another. The reader becomes familiar with individual 
residents and can observe and share in their developing clini- 
cal sophistication. Thus the microscope tunes potentially to 
ever finer fields, and the authors explain the difficult choices 
they had to make tn prepar ng this book. 

To my mind it is unfortunate that a good deal of the book 
reads in the track of the smoothly polished erudition that 
William Console tried to avoid by using the videotape. How- 
ever, even so edited the authors give us ample opportunity to 
see Console at work and to deal with him on our own terms. 
The less experienced reader will be rewarded with inter- 
esting clinical material dissected with the scalpel of thor- 
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oughly orthodox psychoanalytic theory. More experienced 
clinicians and teachers will find nere the opportunity to ex- 
amine the advantages and limitatións of this teaching method 
and of the theory used to explain the clinical material. The 
volume will be valuable indeed if it inspires toward videore- 
cording and reduces the resistance of senior clinicians to ex- 
pose themselves to their students. 

Clearly, William Console failed in his effort not to evoke 
hero worship, but he succeeded admirably in encouraging an 
honest, open, and stimulating approach to teaching psycho- 
therapy. The book is a welcome and valuable addition to the 
small library of volumes that center around actual recorded 
psychiatric interview material. 


JUSTIN SIMON, M.D. 
Berkeley, Calif. 


Supervision of Applied Training: A Comparative Review, by 
Dewayne J. Kurpius, Ronald D. Baker, and Irene D. Thom- 
as. Westport, Conn., Greenwood Press, 1977, 264 pp., 
$17.50. 


This book is a collection of articles about the supervisory 
process written by experts in their respective disciplines. 
Each contributor looks at supervision from eight aspects: 
goals of supervised training, models of supervised training, 
supervisory roles, supervisory skills, techniques, evaluatioft 
of supervisors, research issues, and historical trends. The 
chapters represent fine critical reviews of the literature on 
the supervisory process in psychiatric education, counsel- 
ing, teacher education, social work, and renewal training. 
Each author reviews the literature of the 1960s and 1970s. As 
Ivey writes in the foreword, the reader will first wonder why 
articles of such broad range and diversity are included. It is 
only after completion of the book that the reader will want to 
thank the editors and individual authors for a mind-stretch- 
ing journey through the lands of helping professions. Like 
Gulliver, I found myself in different disciplines with diverse 
interests, theories, and ways of accomplishing stated goals. 

Kagan and Werner address themselves to the supervisory 
process in psychiatric education. They write that *'the ulti- 
mate measure of effectiveness will be when the supervisee 
has better treatment results when supervised by one method 
than by another.’’ They note that outcome studies involving 
patients in any kind of psychotherapy are scarce because of 
the small number of subjects, the diverse variables, and the 
lack of validated criteria of improvement. However, when 
reporting on the work of Muslin, Burstein, Gredo, and Sa- 
dow, the authors state that in one part of the work the train- 
ee's growth cried out for outcome studies, while in another 
part the patient's improvement lamentably did the same. On- 
ly the latter was linked to an evaluation of :he supervisory 
process, and an awesome array of technical devices were 
reported. Kagan and Werner cast a strong vote for better 
definition of the supervisory process, fewer anecdotal papers 
describing one's program, and more validation studies con- 
cerning impact of supervision on patient outcome. 

Brammer and Wassmer write that ''instead of hard facts 
emerging from objective investigations of supervision func- 
tions, we found that 91 of the 110 articles and books re- 
viewed were primarily informal thought pieces, specula- 
tions, or simple program evaluations." Notwithstanding this 
sad commentary, | found the sharp cutting edge of hard 
thinking, research attempts, and lively controversy to reside 
in the discipline of counselor education. Here, the reader 
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will be treated to a rich collection of data concerning how the 
trainee views the supervisor’s role, what the supervisor 
thinks he or she is doing, and the impact of supervision on 
the trainee's behavior. Contending schools or ‘‘orienta- 
tions” challenge the synthesizing capabilities of the reader. 
Supervisors of the ‘‘practical skills orientation" (Truax, 
Carkhuff, Berenson, and Ivey) believe that certain key be- 
haviors spell the difference between effective and ineffective 
counseling. They state that the cognitive orientation school 
stresses the trainee's mastery of a body of knowledge. 
Learning theorists, Adlerian theory à la Dreikurs, and psy- 
choanalytic theorists fall within this orientation. The person- 
al-emotional orientation (Rogers, Arbuckle, Patterson, and 
Altucher) states that the learning of counseling is primarily 
an emotional experience. The authors write that these are 
caricatures and that the existence of any one orientation in 
its pure form would be rare. Hansen and Stevic propose a 
practicum on supervision as part of a doctoral program in 
counseling. Brammer and Springer report on the only such 
practicum in supervisory training. 

Gerald Smith reminds the reader that the supervision of 
student teachers exists in a no-man's-land of responsibility: 
“It is chiefly the responsibility of school teachers, who do 
not see it as their primary responsibility, and of university 
supervisors, who have neither the time, the proximity, nor 
the authority to fulfill the students’ expectations of them." 
Vargus reminds the reader that there are no studies on the 
effectiveness of supervision in social work. The most inform- 
ative study was conducted by Kadushin in 1974. He sur- 
veyed 750 supervisors and 750 supervisees and found that 
the then current supervisory situation was satisfactory to the 
majority of supervisors and trainees. One finding of the 
Kadushin study was disturbing to Vargus and, perhaps, to 
many readers. The trainees indicated that the least important 
objective of supervision was ''insuring accountability for the 
use of public funds."' The reader is left wondering whether 
this is a function of questionnaire design, whether the train- 
ees felt that public ‘‘accountants’’ are subject to fads and 
fashions, or whether the finding spoke to some state of mind 
regarding one's own professional work. 

The editors meet head on the problems encountered by all 
editors of such a broad survey. They do this by their closely 
reasoned introduction and their concluding chapter, ‘‘The 
Supervision Process: Analysis and Synthesis.’’ The value of 
this book is tremendously enhanced by this remarkable con- 
clusion. In a time when a ‘‘book’’ can be simply a collection 
of survey articles, this chapter is a refreshing summary of 
common themes (accuratelv cross-referenced) plus the edi- 
tors' attempt to comment and criticize in an integrative man- 
ner. Both experienced supervisors and those beginning ca- 
reers in the helping professions will find this book an in- 
valuable resource tool. 


DoNALD J. COLEMAN, M.D. 
Pittsburgh, Pa. 


Elements of Psychotherapy, by Allen J. Enelow, M.D. New 
York, N.Y., Oxford University Press, 1977, 144 pp., $8.95; 
$3.95 (paper). 


This delightfully readable introductory text is a welcome 


* addition to the rapidly proliferating array of books on psy- 


chotherapy. Written for students in a number of health pro- 
fessions, it makes no effort to deal with any of the techniques 
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‘in depth but is characterized by the clarity and ee of 


Its overview of the ‘‘verbal therapies.” 

The fundamental concepts of psyehotherap: and behi vior 
of the psychotherapist are discussed in a way that underlines 
the importance of integrating theory and techrique. Dr. Ene- 
low carefully orders the concepts and techniques he writes 
about in easily understandable and pragmatic terms. He ex- 
pends some effort in contrasting the various psycho- 
therapeutic approaches, noting the major contributors, list- 
ing and defining the elements of each, and suggesting their 
specific indications and limitations. I found tne chapters on 
crisis intervention and social rehabilitation to be particularly 
useful. The author underlines the frequent importance of 
combining the latter form of patient care with various types 
of psychotherapy, apparently assigning it a higher priority 
than do many psychotherapists. Dr. Michael Russells chap- 
ter on the behavioral therapies is written with much the same 
appreciation of clarity and pragmatism. 

No matter which approach Dr. Enelow is describing, the 
reader senses the high priority he places on the identification 
of the critical aspects of the problems facing the patients and 
a great respect for the patient's individuality. This book 
should be particularly useful to medical students who require 
some knowledge of the techriques described and a great deal 
of exposure to the attitude with which the author describes 
them. 


CHARLES W. Boren, M.D. 
Hartford, Conn. 


Old Folks at Homes: A Field Study of Nursing and Board-and- 
Care Homes, by Raymond M. Glasscote, M.A., and Allan 
Beigel, M.D., Alexander Butterfield, Jr., Eleanor Ciark, 
M.S.W., Bonnie A. Cox, M.S.W., M.A., J. Richard Elpers, 
M.D., Jon E. Gudeman, M.D., Lee Gurel, Ph.D., Ruth V. 
Lewis, M.A., R.N., Donald G. Miles, Ed.D.. James B. Ray- 
bin, M.D., Clifford B. Reifler, M.D., M.P.H., and Edward 
H. Vito, Jr., A.C.S.W. Wasnington, D.C., Joint Information 
Service of the American Psychiatric Associa-ion and the Na- 
tional Association for Mental Health, 1976, 148 pp., $6.50. 


Too Old, Too Sick, Too Bad: Nursing Homes in America, by 
Frank E. Moss, J.D., and Val J. Halamandaris, J.D. Ger- 
mantown, Md., Aspen Systems Corp., 1977, 310 pp., $15.95. 


These two books are ideal companion p:eces and, taken 
together, give the reader an accurate picture of much that is 
going on in the field of aging. The books are so factual. so 
objective, so dispassionate, and yet so compelling that tney 
replace mythological thinking with knowledge and under- 
standing. For this reason, they are invaluable to any clini- 
cian, administrator, researcher, or citizen who is interested 
in the general subject. 

In Old Folks at Homes the authors have made an entirely 
reasonable justification for their subjective review of facil- 
ities for the elderly and have buttressed the:r position by cit- 
ing the broad experience cf many of the v sitors. Although 
they admit not being able to go into the greatest possible 
depth and not being able to get exactly comparable data from 
each facility visited, one must take their impressions serious- 
ly because of their experience as observers and visitors and 
also because they are accurate reporters. As one goes 
through the book and becomes engrossed in the reports 
about each of the facilities visited and some of the individ- 
uals seen in those facilities, one is impressed with the hu- 
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manism*of the book. The authors found that most of the 
homes were far better then they had expected and that they 
were better than most Of the state hospital geriatric services 
they had seen. However, thev also found that the availability 
of interested and able physicians was not satisfactory. 

As one picks up and reads the flyleaf and introductory ma- 
terial of Too Old, Too Sicx, Too Bad, one is impressed with 
the possibility that this is another diatribe by a politically 
jaded ex-politician. However, one finds that the book de- 
serves a thorough and careful reading. It is organized into 
chapters in such a way thet the reader can sample according 
to topic of interest. It also has a good number of practical 
suggestions, not just for political action but for people inter- 
ested in making sure that their relatives are properly placed. 

The material ts organized into three major subdivisions: a 
general description of the various kinds of problems found in 
nursing homes, such as abuses, the excessive and sometimes 
incorrect use of drugs (pharmaceutical Russian roulette), 
fires, profiteering, differential treatment of minority groups, 
and the like..At the end of this section is a chapter titled 
"How Many Nursing Homes Are Substandard.” Before giv- 
ing their conclusions, the authors cite facts and opinions 
from many experts across the country. Their own belief is 
that about 50% of the nursing nomes in the United States are 
substandard. However, the authors very wisely make the 
point that to quibble over figures is useless because if only 
1% of the homes are substandard something needs to be 
changed for the better. 

The second section deals with root causes of nursing home 
abuses and includes such factors as a lack of federal policy 
toward the infirm elderly, a chapter entitled ‘‘Enforcement 
of Standards: A National Farce," political influence, the 
physician's abdication of responsibility, and nursing homes 
without nurses. 

The third section deals with positive aspects and long-term 
care. Many facilities are described in some detail as to what 
makes for some of *' Ameriza's finest nursing homes." 

The last section, which comprises about a fourth of the 
book, contains suggestions for improvement. Because the 
authors have been very clcse to the legislative scene, their 
recommendations lead off with a proposal for some signifi- 
cant changes in the Medicare program. These include 1) 


broaden the scope to provide comprehensive nursing home 


behefits to all Americans regardless of exclusionary criteria, 
2) amend the IRS code to allow a family to deduct medical 
expense payments made bya family on behalf of a relative, 
whether a dependent or nct, 3) authorize an experimental 
program to subsidize families to care for their elderly rela- 
tives in their own homes, 4) provide greater availability of in- 
home services and payment for adult day care, 5) modify 
Medicare reimbursement so that small rural hospitals can 
provide nursing home care when it is not otherwise avail- 
able, and 6) allow the use of SSI.monies plus a state supple- 
ment to house residents in sheltered care facilities. The pur- 
pose of this last recommendation is to encourage states to 
regulate the unlicensed boarding homes. Other major points 
addressed are the need to sensitize physicians, training ror 
nurses and other personnel, proposals for and ways in which 
nursing homes can be upgraded, and new standards devel- 
oped by legislation (not HEW regulations). The book con- 
cludes with some chapters on where to go for help and ad- 
vice to nursing home advisers. 

In view of some of the rather deplorable conditions de- 
scribed in the book, the restraint of the authors is remark- 
able. They have succeeded in turning what appears to have 
been their sense of outrage into many constructive recom- 
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mendations that have validity at the national, state, and local 
levels. It is clear that they have attempted to approach the 
problem of institutional care for the elderly in a non- 
destructive, positive way, and they have certainly suc- 
ceeded. 


J.M. STUBBLEBINE, M.D. 


San Francisco, Calif. 


On Guilt and Innocence: Essays in Legal Philosophy and Mor- 
al Psychology, by Herbert Morris. Berkeley, Calif., Universi- 
ty of California Press, 1976, 161 pp., $8.75. 


""Trash in, trash out” is, in the lingo of the computer fra- 


ternity, a condensation often used to correct the unrealistic” 


fantasies of the unsophisticated regarding the powers and 
potentials of computers. Although the analogy sounds unduly 
harsh, it repeatedly entered my consciousness during the 
three attempts I made to read this collection of previously 
published essays on concepts of profound significance in the 
fields of psychology, psychiatry, philosophy, and the law. 
All of the papers in this volume, except the last, were pre- 
viously published at different times. 

The analogy of the computer term was produced by the 
repetitive presentation of hypothesized, improbable, and 
imaginary situations, constructed rather as straw men, as the 
bases on which to develop considerable irrelevant discourse? 
Indeed, if one believed in the transmigration of souls, one 
might wonder whether the author were in the distant past 
one of those philosophers who argued endlessly about the 
number of angels who could stand on the point of a needle. 


Guilt and guilt feelings are powerful emotions experienced . 


in different degrees by almost all people living in societal 
groups. The issues associated with guilt and innocence, 
whether within the framework of a legal system or within the 
entity of the individual, are fundamental to the well-being of 
the individual and of the society. These essays throw little 
new light on the subject. The first essay, "Punishment for 
Thoughts," which is concerned with the differentiation of 
the respective natures of law and morality, 1s centered on the 
issue of whether the presence or absence of ''external con- 
duct" is the key essential discriminating factor. Notably 
missing is even a reference to the evolution of the increasing 
separateness of the two systems of law and morality. Al- 
though failure to act (1.e., absence of ''external conduct") is 
the occasion of guilt in many instances, this 1s not addressed. 

In the essay ''Persons and Punishment” the author argues 
the validity of the ‘‘right to be punished'' with the imposition 
of possible severe sanctions. Although the *'right to be pun- 
ished" may be presented as a concept to provoke examina- 
tion and argumentation, any legitimacy of the proposition, it 
would seem, must be derived in the context of a philosophi- 
cal system in which the definition of “‘rights’’ is clear to the 
participants. Unfortunately, this is lacking. 

The weakness in these presentations is well exemplified in 
the last essay, ‘‘Lost Innocence," which, appropriately, 
deals with the beginning of knowledge. The tale of Adam and 
Eve is generally regarded as essentially an allegory rather 
than a factual account of real events. However, much of the 
reasoning of this chapter appears to be based on assumptions 
of the reality of isolated fragments of the story. Because the 
validity of some of the assumptions is more than question- 


able, the discussion is fanciful but unenlightening. | often" 


gained the impression that the “facts” in this metaphorical 
tale are taken at face value. Incidentally, although all of the 
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previous chapters deal with guilt, this is the only one in 
which the concept of innocence is raised. 

My overall impression is that these essays were written 
not so much as significant contributions to knowledge but, 
rather, as the semi-avocational speculations of the author. 
This conclusion ts reinforced by his occasional injection of 
specifically personal opinions. 


JOHN DONNELLY, M.D. 
Hartford, Conn. 


Great Ideas in Psychotherapy, by Richard D. Chessick, M.D. 
New York, N.Y., Jason Aronson, 1977, 456 pp., $18.50. 


Great Ideas in Psychotherapy is a large, ambitious book 
that proposes to bring together some of the major intellectual 
contributions that have added to our understanding of man 
over the centuries and therefore to the discipline that quite 
deliberately tries to apply this understanding. The task that 
Dr. Chessick kas set for himself is clearly most difficult; giv- 
en its magnitude, it should not be surprising if a number of 
questions will be raised. Indeed, in view of the many poten- 
tial pitfalls, Dr. Chessick has done a noteworthy job of deal- 
ing with this large mass of material. 

One way in which Dr. Chessick avoids serious con- 
sequences is Ey acknowledging from the outset that the se- 
Jection he offers 1s personal and that he does not pretend to 
be an expert in each of the topics he approaches. His identity 
and expertise are those of a psychiatrist and a psycho- 
therapist who aas read widely and who has thought at length 
about the larger issues of life as well as about the everyday 
problems that comprise much of the practice of the profes- 
sion. One of the strong suits of this book is that it manages to 
convey the challenge and excitement that the author has 
found in his readings; he wants to share these, and he hopes 
that others wii] be strengthened and challenged as he has. 

It is evident that Dr. Chessick's readings are not just an 
intellectual appendage but are integrated into his daily work, 
giving it vitality and direction. One is tempted here and there 
to debate with him about his emphasis on a particular figure, 
his failure to mention another, or his assessment of a certain 
issue; on the other hand, the reader is stimulated to write his 
or her own reflections on what he or she would include if he 
or she attempted this very large task. 

In Dr. Chessick’s selection the philosophers, from Aris- 
totle to Wittgenstein, predominate. The contributors from 
within the profession, the psychotherapists, are a minority. 
No poets or novelists are mentioned, but some attention is 
given to representational artists, painters from the Italian 
Renaissance. Again, one must emphasize that the criteria for 
selection are highly personal; the connection between mod- 
ern psychotherapy and the figures chosen for discussion is 
not always close. For example, although Giotto, Masaccio, 
and Giorgione produced extraordinary works that represent 
the human mind at its creative summit, their place in the 
development of modern psychotherapy is not self-evident. 

Even though the selection understandably reflects Dr. 
Chessick’s outlook and preferences, he is usually careful to 
represent each man objectively and to Jet him speak for him- 
self. Only in z few places (for example, in the discussion of 
Freud's thoughts on feminine psychology) does the author 
feel the need to stress his own position and to pull the reader 


* over to his side. However. without being intrusive, Dr. 


Chessick also wishes to advance his views; he believes that 
competing philosophies and systems are not necessarily op- 
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“posed to one another but can often be reconciled with profit 


to our understanding. Dr. Chessick is particularly attracjed 
by some of the figures of the Renaissance whosg goal was to 
study man broadly, objectively, tolerantly, but without sen- 
timentality and whose guiding principle, above all, was es- 
sere umano (to be human). 

The book can be viewed specifically as an attempt to give 
recognition to the spirit of humanism. For this reason, after 
20 chapters (and some 400 pages) have been devoted to this 
effort, the ending comes as a surprise (and as something of a 
sour note). In the epilogue, titled ‘The Challenge from the 
Soviet Union,” Dr. Chessick allows that man's hope may 
yet come from the East: " Although it is usual y presented as 
a matter of politics and the social sciences, in a very funda- 
mental way the basic idea of Marxist-Leninist theory is po- 
tentially a psychological great idea. It is implemented in sev- 
eral countries today, but with the most notable success in the 
Soviet Union."' This is followed by a long, harsh, and intran- 
sigent quotation from Lenin. Dr. Chessick does not explain 
how Lenin, the cruel architect of the Gulag and the founder 
of one of the most repressive social systems of all time, em- 
bodies the humanist ideal. 

In summary, this is a varied and challenging book. There 
is something here not only for the beginner but also for the 
established psychotherapist who may wish to remind himself 
or herself of the intellectual roots of the profession. More 
importantly, the reader may be stimulated to seek out the 
original sources and, following Dr. Chess:ck’s example, 
broaden his or her intellectual horizons beyond the scope of 
the everyday. 


PIETRO CASTELNUOVO-TEDESCO, M.D. 
Nashville, Tenn. 


Women: A Psychological Perspective, by Elaine Donelson 
and Jeanne E. Guilahorn. New York, N.Y., John Wiley & 
Sons, 1977, 313 pp., $13.95; $9.95 (paper). 


The authors’ objectives in this textbook of women’s psy- 
chology include both a summary of present knowledge and 
identification of gaps in the understanding of female, as dis- 


tinct from male, behavior. Focusing first on the need for this 


approach, they show that samples consisting solely of males 
have frequently been used in research in which sex is un- 
specified even though findings have then often been general- 
ized to “‘people.’’ Moreover, they suggest that there has 
been a tendency to disregard results from female samples 
when these data appeared anomalous (as, for example, in 
research on achievement motivation). The zuthors address 
the meaning of average differences between male and female 
in terms of within-group and between-group variation, citing 
both biological and sociological factors that appear to con- 
tribute to what is unique in female psychology. They review 
research findings within an ethological f-amework that 
brings out the genetic bases for ease of learn'ng some speci- 
fied set of behaviors rather than others. 

The authors' coverage of biological elements underlying 
female psychology is broad, including hormonal and neuro- 
logical/anatomical factors, but it tends to superficiality, per- 
haps as a consequence of being a survey directed primarily 
toward an undergraduate audience. For example, the au- 
thors fail to mention that early or late lateralization of the 
brain, which correlates highly with spatial ability, may itsel? 
be mediated by the rate of general physical maturation. The 
latter variable is probably the more fundamental male/female 
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difference inasmuch as over evolutionary time it has added 


toxhe reproductive flexibility of primate populations. Such 
omisstons are relatively unimportant, however, compared 
with the wealth of research data that is synthesized in this 
short book. 

Chapters include a review of major psychological theories 
as they pertain to women, women's life cycles (traditional 
and innovative styles), achievement motivation, language 
and sex roles, androgyny (possession of positive traits tradi- 
tionally ascribed to the orposite sex), and an excellent dis- 
cussion of social responsiveness and self-definition. 

The major flaw, from my rerspective, is the shift toward 
the end of the book from a scholarly, analytic survey to 
something of a how-to manual on being the modern man or 
woman. This abruptly interjected value orientation is fore- 
told by the heading for section four, Adult Involvement and 
the Quest for Androgyny, as well as by a questionably rele- 
vant five-page excursion into the advantages and disadvan- 
tages of various contraceptive methods. 

In addition, it seems unfortunate that so much space is 
given over to discussioa of homosexuality and trans- 
sexualism when these are statistically overwhelmingly male 
behavior patterns; moreover, the treatment here adds little 
to understanding the female constellations when they do oc- 
cur. In the area of sexuality, the authors might have focused 
more attention on the effects on women of the present sexual 
climate or, conversely, on aow women's changing roles have 
affected sexual behavior. 

Finally, expansion of sections on child development and 
women’s roles cross-culturally might be considered for fu- 
ture editions because these aid in distinguishing what 1s 
uniquely female from what may be imposed specificallv by 
the child-rearing practices and sex-role expectations of par- 
ticular societies. Nonetheless, as an early attempt to summa- 
rize knowledge of women's psychology, this book is remark- 
ably complete and should be useful. 


VIRGINIA ABERNETHY, PH.D. 
Nashville, Tenn. 


How To Begin a Psychotherapy Group: Six Approaches, edit- 


"éd by Herbert M. Rabin and Max Rosenbaum. New York, 


N*Y., Gordon and Breach, 1976, 137 pp., $12.50. 


The papers in this text focus on the formation and begin- 
ning of psychotherapy groups. They cover an extensive 
range and include psychoanalytic, group-centered, and psy- 
chodramatic approaches. There are two papers on homoge- 
neous symptom groups (homosexual and alcoholic). There is 
also one paper on short-term grcup approaches for hospital- 
ized patients. 

In his introduction Rabin presents a very clear, concise, 
and useful overview of the issues to be considered in forming 
a group. In his article, Rosenbaum describes the formation 
and beginning of the psychoanalytic group. He discusses in 
detail the number of patients, frequency of group meetings, 
combined treatment, the duration of meetings, the alternate 
meeting, selection and suitability, cotherapy, fees, and the 
setting. Rosenbaum discusses the alternate meeting exten- 
sively, and | recommend this discussion to the reader inter- 
ested in the rationale for the alternate meeting. This is an 
excellent chapter for the beginning group therapist because it 
covers many basic and salient issues that the therapist must 
reckon with. 

WhitaKer describes the group-centered approach, includ- 
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ing a discussion of the “‘character of early sessions, goals for 
the formative phase, the relevance of group composition, the, 
therapist's tasks and tactics, and special stresses on the ther- 
apist." There is also extensive discussion of the “‘group fo- 
cal conflict" and its early manifestations and meanings. I 
would highly recommend this article for the novice therapist 
and for the experienced therapist who is not familiar with 
group process and group themes. There is extensive dis- 
cussion on how to deal with restrictive group behavior that I 
regard as having significant value. 

The papers on homosexual and alcoholic groups are fair; 
they do not match the high caliber of the other papers. The 
last paper, Youcha's discussion of the short-term inpatient 
group, provides many useful ideas and includes the use of 
activity groups for severely regressed adults to promote non- 
threatening interactions. Youcha discusses the use of dif- 
ferent group modalities depending on patient composition. 
These issues are too seldom considered by many inpatient 
services. I highly recommend this paper for all group thera- 
pists working in an inpatient setting. 

Overall, I found this collection of papers to be of high 
quality and worthwhile reading for those who wish to give 
more thought to the formation and early phases of therapy 
groups. 


MYRON M. Pisetsky, M.D. 
Hartford, Conn. 


Group Therapy 1977: An Overview, edited by Lewis R. Wol- 
berg and Marvin L. Aronson; Arlene R. Wolberg, guest edi- 
tor. New York, N.Y., Stratton Intercontinental Medical 
Book Corp., 1977, 293 pp., $22.00 (paper). 


This volume is the fifth in an annual series of invited arti- 
cles. Many of the authors chosen, as well as the editors, 
have past or present ties to the Group Therapy Department 
of the Postgraduate Center for Mental Heaith in New York 
City. The editors have divided 26 chapters on group and fam- 
ily therapy into 7 categories and have thoughtfully provided 
summaries at the beginning of each chapter. 

The first section is limited to the contributions of Donald 
Jackson, to whom this volume is dedicated. Highlights in- 
clude a discussion of Jackson's viewing patients' problems 
within a family context and his collaboration in correlating 
"double-bind" communication with schizophrenic symp- 
toms. The next section, Group Process, includes articles by 
Cohler and associates and by Foulkes, who use effective cor- 
relation of theoretical construct and clinical example. Gray- 
son provides an interesting article on the integrated use of 
psychoanalysis, learning theory, and other models in doing 
group therapy tailored to the diversified treatment needs of 
patients. 

The third section of the book is on variations of psycho- 
analytic group therapy. Articles include the use of nick- 
names and paintings in psychoanalytic groups. Coligor con- 
tributes an interesting article about the importance of pa- 
tients' perceptions of the group therapist and how they 
correlate with the group member's either continuing or drop- 
ping out of therapy. Findings include the fact that relatively 
negative traits of the therapist are those of appearing profes- 
sional, distant, and neutral and that a patient in combined 
individual and group treatment has a greater tendency to 


continue in treatment than one in group therapy only. Rach- * 


man presents an interesting paper on self-disclosure, self- 
analysis, and self-actualization of the group therapist. Arlene 
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Wolberg presents a well-formulated paper on group therapy 
and the dynamics of projective identification. 

The next section contains articles on cotherapy and leader 
gender in psychoanalytic groups and points out the advan- 
tage of male-female cotherapy teams in facilitating and deal- 
ing with parental transferences. Grand provides interesting 
clinical material concerning this subject. Wright and Gould 
present an extensive review of relationships of therapist and 
group member according to gender. 

The fifth section deals with specialized nonanalytical 
groups and consists of articles on group therapy of heart at- 
tack patients, group approaches in a day-hospital setting, 
and a well-written article by Gruen on reinforcing coping 
strengths in group therapy. 

The sixth section consists of two papers on family thera- 
py. Breskin writes on theoretical implications of counter- 
transference, and Rubinstein and associates write on role- 
playing techniques, using descriptive clinical vignettes of 
several methods of role playing. The use of role reversal be- 
tween patient and therapist is presented in a practical and 
meaningful manner. The last section consists of well-written 
summaries of recent relevant books and journal articles on 
group psychotherapy. 

Some of the articles in this volume are primarily theoreti- 
cal, some primarily practical. and some an admixture. I 
found the latter the most helpful, and, fortunately, the major- 
ity of articles fall into this category. There is a sense of un- 
certainty as to why some of the authors or topics were se- 
lected. Generally, however, there is a good mix between au- 
thors of long-standing repute and those of more recently 
acknowledged expertise. 

I would recommend Group Therapy 1977 in general be- 
cause of the freshness of much of the material and because of 
the wide range of its content. It will be useful to group thera- 
pists, especially those oriented toward the psychoanalytic 
model. The editors are to be particularly congratulated for 
the excellent summanies of each paper and for the summaries 
in the last section. 


Lewis H. RICHMOND, M.D. 
San Antonio, Tex. 


Psychotherapy—The Promised Land? POCA Perspectives 6, 
edited by Michael Dinoff, Ph.D., Mildred Elliott Berl, M.A., 
and Robert L. Vosburg, M.D. University, Ala., University of 
Alabama Press, 1977, 132 pp., $10.00. 


Fortunately, the title of this pleasant little book does not 
reflect its content. From the question in the title one might 
expect an affirmative answer explaining how some mode of 
therapy can make it possible for one to have a whole new 
lifestyle (when all one wants is relief from the more annoying 
symptoms of one’s neurosis) or, more likely, a negative an- 
swer based on a review of a mixed bag of literature on the 
efficacy of therapy. 

Actually, the book does not attempt to answer the ques- 
tion. It is primarily a collection of essays that do not deal 
directly with psychotherapy as most of us know and practice 
it but with topics of interest to therapists. They are good 
essays, for the most part, interesting and readable. They 
show the effects of good editing, which has done much to 
eliminate the up and down quality usually encountered in 


* collections of papers by various authors. All of the essays 


have the virtue pf brevity. 
These papers were presented at two consecutive meetings 
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sponsored by the Psychiatric Outpatient Centers of America 
(POCA). The theme of the first meeting was Communicetijn 
and Creativity in Psychotherapy and that of tke Second was 
Self, Salvation, and Psychothzrapy. =, 

The book begins with a how-we-do-it-at-our-house paper 
on "Creative Arts Therapy.” Then comes a case report on 
"Fingerpainting in Assessing Treatment," followed by pa- 
pers titled '"Rediscovering Tribalism," ‘‘Communicetion 
and the Deaf Patient," “Effective Communication in Ado- 
lescent Group Psychotherapy,” and "The Machine as Diag- 
nostician and Therapist.” The latter, ‘‘without digressing in- 
to the mathematics of hyperspace,” introduces one to hyper- 
surfaces and decision boundaries in a fairly painless way. 
The last paper in the first sect:on deals with ‘*The Impact oi 
the Women's Liberation Movement on Male Identity." 

The second section begins with papers titlec **Which Self 
Does Psychotherapy Realize?” and “The Femily and tae 
Self.” The next paper, ‘‘Self-Image in Pair Relationships," 
uses an interesting but rather complicated test instrument to 
map out the structure of the self-image. Papers follow on 
“The Place of Drugs in Psychotherapy,” ‘‘Child Language 
and an Emerging Sense of Self," and "Psychotherapy and 
the Dilemma of the Death and Rebirth of the Self." 

If the subject matter of several of these short essavs awak- 
ens your interest, you will enjoy this book. 


MERRILL T. EATON, M.D. 
Omaha, Neo. 


From Teenage to Young Manhood: A Psychological Study, by 
Daniel Offer, M.D., and Juditk Baskin Offer, with the as-ist- 
ance of Eric Ostrov, Ph.D. New York, N.Y., Basic Books, 
1975, 254 pp., $12.95. 


This book is based on a lorgitudinal study of 73 middle- 
class 14-year-old male high school students from two su»- 
urbs of Chicago. Initially, 73 subjects were selected as nor- 
mal on the basis of teachers’ ratings and self-image quest on- 
naires. Sixty-one of the origiral 73 were followed up after 
high school. During their first year after high school, 45 of 
the 61 (74%) went to college, 8 (13%) joined the armed 


forces, and 8 (13%) went to work. Eleven subjects developed:: 


psychiatric clinical syndromes during the course of the fel- 
low-up. 

Follow-up was mainly by semistructured interview. Of the 
original group of 73, 50 were successfully follcwed up for 8 
years until age 22. These 50 "*remainers" were compzred 
with the 23 “‘attritters’’ on all of the initial variables. All 
comparisons favored the ''remainers"' as a more health» or 
better adjusted group, but none of the differeaces reached 
the .01 level of significance. 

On follow-up, the group was subdivided into three groups 
and a mixed group that did not fit any of the three (21%). The 
groups were a group of contint ous growth (23%), a group of 
surgent growth (5%), end a group of tumultuous growth 
(21%). Those with continuous growth had no clinical syn- 
dromes. Thirty-six percent of the 11 subjects with clin cal 
syndromes were in the surgent growth group, and 46% were 
in the tumultuous growth group. The authors present case 
examples of each of the three styles of grow 7h in consid- 
erable detail. ; 

In contrast to the studies of clinical cases and the studies 
of rebellion of the adolescent generation, this study reveals 
that the subjects in this group, selected for their normality, 
grew in a relatively smooth and uneventful manner in the 
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transition through adolescence to adult life. The authors pre- 


sent Rorschach material, and the portion they interpret as 
affectiye response tends to confirm the clinical grouping. 

The authors are impressed with the continuity of personal 
and family value systems through adolescence in this group 
selected for normality. They regard the transition of adoles- 
cence not as unique, but as similar to other transitions in the 
course cf life. 


RicHARD L. JENKINS, M.D. 
lowa City, Ilowa 


Group Psychotherapy and Group Function, revised ed., edit- 
ed by Max Rosenbaum and Milton M. Berger. New York, 
N.Y., Basic Books, 1975, 794 pp., $15.00. 


This is a splendid book and an extremely comprehensive 
one, ranging all the way from group therapy with alcoholic 
patients to group therapy with the retarded, along with 
everything in between. The editors have done a superb job in 


. selecting writings that give a thorough historical overview of 


the original sources of group psychotherapy and group func- 
tions, both past and ongoing, which are not often available in 
texts that concentrate exclusively on group psychotherapy. 
It is well to keep in mind that this ts a sourcebook, one to 
browse through for those interested in the almost encyclo- 
pedic sweep of the various articles, which are concerned not 
only with group psychotherapy but also with group functions 
and group dynamics. This is a fascinating book for those who 
may be interested in the tyways of group psychotherapy and 
group function. It is moot hew much value it will be to those 
interested primarily in clinical group psychotherapy. For the 
latter, a book like Yalom's The Theory and Practice of 
Group Psychotherapy (1), probably the best single-author 
book on the subject ever written, will take precedence. For 
those clinicians who alreedy have considerable experience in 
doing group psychotherapv, a sourcebook like this will cer- 
tainly increase their knowledge of the historical roots of the 
subject as well as the ongoing research and theoretical posi- 
tions in this voluminous field. 


It is not possible, within the scope of this review, to men- - 
"tion the authors ot all of the articles. Joseph Pratt is present- 


ed.as the founder of group psychotherapy in this country, a 
fact with which I had been unacquainted. He was an internist 
and tuberculosis specialist. | was also glad to know more 
about Trigant Burrow ard to read a review of Burrow writ- 
ten bv D.H. Lawrence. There are many authors named in 
the 6€ chapters of this book, and many theoretical positions 
are taken. I will mentior only some of these. 

In a group of papers on a variety of techniques used to 
treat individuals in group therapy, the editors state that the 
theories behind these techniques leave a great deal to be de- 
sired and that this is the weakness in group psychotherapy 
even after the experience of many years. As they say, a 
study of the papers by Lowry, Slavson, Moreno, Ackerman, 
and others makes it clear that technique came first and theo- 
ry later. They mention the pioneer contributions of British 
group therapists, which they teel have been largely ignored 
in the American literature. Alexander Wolf states that psy- 
choanalysis in groups can be effective because patients be- 
come aware of one another's appropriate needs and develop 
an increasing ability to understand and cope with their trans- 
ferential distortions. 

Not only does this sourzebook have many facts largely 
unknown to the majoritv of clinical psychiatrists, it also has 
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chapters that are clinically useful, such as the one by one of 
the coeditors, Max Rosenbaum, on cotherapy. Rosenbaum 
calls our attention to the fact that cotherapy has existed ever 
since Freud decided to treat Little Hans bv conferring with 
Hans's father. He explores the rationale and clinical useful- 
ness of a cotherapist for work not only with groups but in 
individual therapy. Milton Berger, the other coeditor, re- 
minds us of the importance of nonverbal communication in 
group therapy. 

Erika Chance tells us that group therapy makes more 
stringent demands on the therapist’s coping capacities than 
individual therapy. This is undoubtedly true. Individual ther- 
apy is a risky undertaking because we never have all of the 
information we need for rational diagnosis, treatment, and 
decision making. How much greater must be the variables, 
uncertainties, and relative lack of knowledge in group psy- 
chotherapy! The editors contribute an interesting chapter on 
help-rejecting, complaining patients, including suggestions 
on how to cope with them. 

The techniques dealt with in this volume range all the way 
from psychoanalytic to behavioral. In the last section of the 
book Speck and Rueveni present an interesting chapter on 
"Network Therapy." They report their experiences based 
on the hypothesis that pathology and schizophrenia involve 
higher social levels than the nuclear family. There ts a final 
exhortation by Eugene L. Hartly rightly stating that we may 
expect the present volume to contribute to the desired in- 
tegration of the scientific and therapeutic approaches. He dew 
plores the reliance on the Western European tradition and on 
English language publications only, adding that in the one 
world of intellectual endeavor, there must be no barriers. 

This sourcebook is more for the experienced professional 
working with groups than it is for the relative beginner in the 
field. I repeat, it is a splendid and comprehensive work. 
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Culture and Psychotherapy, by Theodora M. Abel and Rhoda 
Métraux. New Haven, Conn., College & University Press, 
1974, 317 pp., $12.00. 


Theodora Abel is a psychoanalytically oriented clinical 
psychologist. Rhoda Métraux is a cultural anthropologist. 
Both have had distinguished careers as scholars in cultural 
studies. The central theme of their collaborative work is that 


the mental health professional must continually take into ac- 


count his or her own culture, the culture of the patient or 
client, and the relevance of culture to the medium he or she 
is using—tests, questions and answers, dreams, or associa- 
tions. 

The book begins with a learned discourse on culture and 
the individual. The authors point out that children may learn 
to behave in different and culturally approved ways by three 
or four months of age, that the American belief in the indi- 
vidual's capacity to change makes us vulnerable to prejudice 
against those we see as "different," and that the closer two 
cultures are the more likely it is that members of one culture* 
will misinterpret the behavior of members of the other. 

The central section of the book contains chapters on inter- 
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viewing, attitudes toward treatment, communication in ther- 
apy, and transference and countertransference. Although in- 
formative, much of this material has limited practical signifi- 
cance for the majority of psychiatrists. In this section we 
learn, for example, that Syrian informants should be inter- 
viewed in a shop (''marketing has à positive valence for 
Syrians”), that Chinese-Americans are relatively tolerant 
toward nonviolent deviant behavior and are not inclined to 
seek therapy for themselves or members of their family, and 
that it is possible with Indian cowboy patients to make early 
interpretations about castration fears because cowboys are 
used to castrating livestock. 

The book certainly reflects the authors' familiarity with a 
large literature, but it is unfortunately somewhat old-fash- 
ioned in its outlook and does not integrate modern anthropo- 
logical and psychiatric concepts. At times it is difficult to 
fathom why certain items are included; general principles are 
not developed to their fullest in an orderly way. The authors 
are also given to unqualified statements about cultural 
groups, e.g., they seriously report that ‘‘in Greece, the bride 
who arrives at church on time for her wedding is considered 
too eager to get married and, by implication, must be preg- 
nant.” Surely not all Greeks believe in such a generalization. 

For the psychiatric reader the book's greatest lack is that 
of a holistic perspective taking into account biology and soci- 
ology as well as psychology and culture. Although I firmly 
believe that the cultural dimension has not yet been fully in- 
tegrated into psychiatric consciousness, I also believe we 
must be careful not to overculturalize mental illness. The au- 
thors quote approvingly Jules Henry's statement that ''psy- 
chosis is the final outcome of all that is wrong with a culture. 
Coming to intense focus in the parents, the cultural ills are 
transmitted to their children, laving the foundation for in- 
sanity." It is this sort of poetical but essentially useless wis- 
dom which we must avoid if we are ever to realize a truly 
scientific understanding of the cultural underpinnings of 
mental health and illness. 

I do not wish to imply that the book is without merit. The 
authors have brought together a great amount of interesting 
material. Psychiatrists who lack anthropological training 
could use the book profitably as an introductory text. How- 
ever, the field of cultural psychiatry is blossoming rapidly, 
and a more definitive, up-to-date volume on culture and psy- 
chotherapy will undoubtedly be written. 


ARMANDO R. FAVAZZA, M.D., M.P.H. 
Columbia, Mo. 


Rites of Passage: Adolescence in America 1790 to the Present, 
by Joseph F. Kett. New York, N.Y., Basic Books, 1977, 312 
pp., $16.50. 


This book serves most usefully as a detailed historical 
background on contemporary adolescence, tracing its roots 
and precursors in American history from 1790 to the present. 
It is a thoughtful book, well written and well organized. It is 
not written for a clinical audience but as a historical docu- 
mentation of society's attitude toward youth from a time 
when adolescence as such went unrecognized. It offers a 
perspective rather than practical advice. It sets the basic 
props for the stage of contemporary adolescence without 


making any attempt to untangle the psychodynamics of the | 


eadolescent or his or her family or culture. 


I recommend this book as better reading for the reflective 


scholar than for the busy clinician. However, perhaps such a 
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Scholarly’ break for the busy clinician is an essezitial (if 
subtle) prerequisite for keeping a fresh perspective amid the 
repetitious problems of a busy practice. js 


* 
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RICHARD É. Davis, M.D. 
Overland Park, Kans. 


* 


Psychopathology of Human Adaptation, edited by George 
Serban. New York, N.Y., Plenum Press, 1976, 374 pp., 
$24.50. 


This volume is a collection cf papers presented at the third 
Kittay Scientific Foundation Symposium in April 1975 and is 
dedicated in part to James Olds, the contributor of one of the 
better papers, who died not long after the symposium. Its 
authors and participants constitute a galaxy of stellar re- 
searchers, clinicians, and theoreticians—Hans Selye, Neal 
Miller, Stuart Wolf, James Olas, Sebastian Grossman, How- 
ard Hunt, John Mason, and others. It marks a significant wa- 
tershed—the waning of an old heuristically valuable para- 
digm (Selye's general adaptive syndrome as a unitary re- 
sponse to stress) and the rise of a new heuristizally valuable 
paradigm (specific hormonal and physiological response to 
specific stressors). It also provides a new arena for :he old 
battle of a broad versus a narrow definition of stress. 

The book is divided into three sections: Neurophvsiologic 
Mechanisms of Adaptive Behzvior, with papers on neuroan- 
atomical substrates of learned adaptive behaviors (by Gross- 
man), visceral learning (by Miller), reward and drive neurons 
(by Olds), constitutional differences in physiological adapta- 
tion to stress and distress (by Corson), and stereotvped be- 
havior and stress (by Valenstein); Psychopathology of 
Adaptive Learning: Motivation, Anxiety and Stress, with 
papers on stress without distress (by Selye), selectivity of 
hormonal response to natural stimuli (by Mason), peripheral 
catecholamine in under- and overstimulation (by Frank- 
enhaeuser), resistance in overmotivation and achievement- 
oriented activity (by Atkins), and contract psychology (by 
Mowrer); and Clinical Modification of Behavior, with papers 
on the drive for power (by McClelland), behavior therapy 
(by Marks, Wolpe, and Hunt}, the effective significance of 


uncertainty (by Berlyne), and summary papers by Cronholm:- 


and Serban. Each of the three sections is concluded with a 
workshop discussion by the authors of the papers and other 
participants. 

The reader will find three different '*dishes" to sample in 
this work: 1) some recent work in the neurcanatomy and 
neurochemistry of the behavior of laboratory animals, 2 
some rather older material on the psychology of human moti- 
vation, and 3) the airing of the debate between proponents of 
the general versus the more specific hormonal adaptation to 
stress in human beings. The range of the subject matter is 
wide—from neuroanatomical to laboratory psychological to 
clinical psychotherapeutic to philosophical, and, as one dis- 
cussant perhaps too gently describes it, to the metatheoreti- 
cal. Interesting, parsimonious, carefully reasoned papers, 
some with descriptions of elegantly designed experiments 
(Olds, Grossman, Mason, Valenstein, Frankenhaeuser, Be-- 
lyne), are interspersed with others that do not appear to inte-- 
digitate or are characterized by a remarkable lack of restraint 
and modesty about conclusions. This latter is especially true 
of the ''purely psychological’: papers of McClelland, Wolpe, 
Mowrer, and Atkinson. ~ 

The glue that holds this volume together is provided prin- 
cipally by two outstanding discussions, the first by: Richard 
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LazeruS and the second Ey Wagner Bridger. In a discussion 
of the anatomical papers, Lazerus identifies the danger of 
relying too heavilv on data that deal with lower brain centers 
and lower animal life and points out that if we have poor 
behavioral science we will also have poor understanding of 
neural mechanisms and vice versa. Lazerus writes that 
"stress is not a process but a rubric for many processes that 
occur at a physiological, psychological and social level, the 
language of which and concepts of which change as you go 
from one level of analysis to another.” 

Bridger thoughtfully but vigorously discusses the papers 
in the third and weakest section of the book. He is correctly, 
I believe, critical of McClellend, whose attempt to represent 
a drive for power as virtually the sole determinant of stress 
seems to ignore a host of important relationships and vari- 
ables and who appears, at times, to confuse correlations with 
causality. Bridger also neatly identifies the theoretical and 
clinical inconsistencies between the behavioral therapy work 
of Marks and Wolpe. 

This book appears to have been hastily put together. The 
discussion sections, in particular, suffer from a lack of ade- 
quate editing. 


NATHAN M. Simon, M.D. 
St. Louis, Mo. 


Coping with Physical Hiness, edited by Rudolf H. Moos in 
collaboration with Vivien Davis Tsu. New York, N.Y., Ple- 
num Medical Book Co., 1977, 433 pp., $25.00. 


The object of this book is to discuss how human beings 
cope with serious physical illness and injury. Moos sums it 
all up in his introductory chapter, in which he states that 
adaptive survival tasks are encountered with every disease. 
These tasks inciude dealing with pain, incapacitation, the 
hospital environment, and special treatment procedures; de- 
veloping relationships with the professional staff; preserving 
a reasonable emotional balance, a satisfactory self-image, 
and relationships with family and friends; and preparing for 
the uncertain future. Major types of coping skills commonly 
used to adapt are based on denying or minimizing the seri- 
*ousness of the crisis, using intellectual responses effectively, 
requesting reassurance end emotional support from con- 
cerned family and friends, learning specific illness-related 
procedures, setting concrete limited goals, rehearsing alter- 
native goals, and, finally. finding a general purpose or pat- 
tern of meaning in the course of events. 

In order to be helpful, caregivers should know what the 
usual responses to a given illness situation are. They should 
also be familiar with the major adaptive tasks and typical 
coping strategies 1n order to respond to the patient's adapt- 
ive efforts. They need to understand the background and mil- 
ieu factors that facilitate or hinder various coping strategies, 
and they should understand their own reactions to various 
crises. 

Five sections of the book are given over to the crises of 
illness in stillbirth and birth defects, cancer, cardiovascular 
disease, other chronic conditions, and burns. Four sections 
are concerned with the cr.sis of treatment in unusual hospital 
environments, survival by machine, organ transplants, and 
stresses felt by staff. Th2 final section deals with the final 
crisis—death and the fea- of dying. 

The concept of the book is good. Unfortunately, however, 
in the editors' attempt to please a wide audience, many pa- 
pers tend to be repetitive in content, discouraging the reader 
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from searching out the few excellent medical papers. The 
lack of flow from one paper to another, the repetition, and 
the lack of focus on treatment takes away from the impact 
this book could otherwise have. 


BaRNEY M. Duin, M.D. 
Philadelphia, Pa. 


Psychodrama: Rehearsal for Living. Illustrated Therapeutic 
Techniques, by Adaline Starr. Chicago, Hi., Nelson-Hall, 
1977, 363 pp., $18.00; $9.95 (paper). 


This 1s a careful, scholarly introduction to psychodrama 
by someone with a great deal of experience in the field. Be- 
ginning with the foundations of role concepts of psycho- 
drama, sociometry, and drama itself, Dr. Starr brings to the 
reader a broad range of settings and problems to which psy- 
chodrama can be applied. There are four dozen brief illustra- 
tive scripts that include the therapist's reflections on the 
events of the script. These introductions to a broad variety 
of psychodrama techniques are the book's strength and 
make it a worthy introduction to the field. 

Dr. Starr gives examples of approaches to family prob- 
lems, alcoholism, drug addiction, and chronic illness in hos- 
pitalized patients. She also includes a satisfying chapter on 
the uniqueness and problems of psychodrama with children. 
However, many parts of the book do not give a sense of the 
specialness of the psychodrama therapeutic approaches 
being discussed. For example, the ‘‘death scene”’ is outlined 
twice, but the reader is not told of the wealth of possibilities 
that can be obtained from that scenario. 

The orientation is well within Moreno's thinking, with an 
Adlerian slant. Adlerian concerns with interpersonal con- 
tact, understanding of lifestyle, interest in inferiority factors, 
and having the patient explore more fruitful ways of relating 
to others provide a natural concurrence with classical psy- 
chodrama approaches. Dr. Starr blends Moreno and Adler 
quite smoothly, but the title's ‘rehearsal for living" seems 
overstated. 

The book will be disappointing to those who like a holistic 
approach and want a better understanding of how the tech- 
niques and illustrations integrate into the total treatment ap- 
proach. The book's ending, for example, leaves a sense of 
incompleteness: as the reader is in the middle of an inter- 
esting discussion of outpatient groups he or she abruptly 
finds he or she is on the last two pages. I, at least, was eager 
to see the loose strings brought together. 


ROGER PEELE, M.D. 
Washington, D.C. 


Psychosomatic Medicine: Its Clinical Applications, by Eric D. 
Wittkower, M.D., and Hector Warnes, B.Sc., M.D. Hag- 
erstown, Md., Harper & Row Medical Department, 1977, 
334 pp., $19.95. 


The following trends are observable in the study of psy- 
chological and emotional illness concomitant with physical 
disease over the last 40 years: 1? less emphasis on the speci- 
ficity hypothesis that a specific personality tends to produce 
a specific physical-disease, 2) less psychoanalytic inter- 
pretation of mechanisms of physical disease, 3) less psycho-* 
analysis and other psychotherapy of patients with physical 
disease, 4) more emphasis on generalized environmental 
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stresses and their relation to physical disease, 5) more phys- 
ical diseases studied for their psychological components, 6) 
more nonhuman research, 7) less emphasis on direct psychi- 
atric or psychological contact with patients and more on in- 
direct influence of nonpsychiatric physicians through liaison 
and consultation, 8) fewer case studies and more inferential 
. Statistics, and 9) less emphasis on treatment and more on 
basic meckanisms. As with many fields, research in psycho- 
somatic medicine has not come to form a unified inter- 
connecting whole but, rather, investigations based on per- 
sonal preferences of the researchers or funding agencies. In 
addition, there is the lack of unifying theory as to how basic 
disease mechanisms may be related to specific treatment 
procedures. Ás in other areas, there are enthusiasts and 
skeptics with regard to therapy as well as with regard to as- 
sociations of physical disease and mental process. 

Psychosomatic Medicine: Its Clinical Applications is de- 
signed for the general practitioner. As with other multi- 
authored books, style, conten:, and accuracy are uneven. In 
their preface, the editors note that the authors who write on 
specific disorders are more ‘‘guarded’’ than those who re- 
port on treatments. A number of the latter seem to find that 
their particular form of treatment works for a variety of 
physical illnesses. Most chapters do not give the experimen- 
tal basis for their statements; perhaps in a textbook-like ap- 
proach this should not be routinely required. Unfortunately, 
the psychosomatic field in general lacks the intermediate 
step between experiments and textbooks, namely, the criti- 
cal review type of article in which statements are backed by 
experimental evidence or challenged by conflicting evi- 
dence. 

It would seem that a field 40 years old should be based on 
something greater than various authors' observations of a few 
cases and what "seemed to work.” Here, as elsewhere, the 
introduction of many new types of treatment is accompanied 
by a euphoric tone, with the implication that the therapy is 
effective evervwhere. If people who are more critical of a 
given area were asked to write the chapter, perhaps little of 
interest to publishers would result. Wittkower and Warnes' 
book represents another step as we move slowly forward in 
this field. 


DANIEL SCHUBERT, M.D., PH.D. 
Cleveland, Ohio 


Human Sexuality: New Directions in American Catholic 
Thought, commissioned by the Catholic Theological Society 
of America. Ramsey, N.J., Paulist Press, 1977, 316 pp., 
$8.50. 


This study is the report of a committee set up in the fall of 
1972 by tne Catholic Theological Society of America to eval- 
uate the adequacy of traditional Catholic formulations and 
pastoral attitudes toward sexual matters. The authors, a 
commission chaired by Anthony Kosnik, are careful to point 
out that the report does not reflect a consensus of the mem- 
bers of that organization or anything like an official position. 

The book has created a considerable stir among Catholic 
moralists and theologians. It takes a decidedly revisionist 
stand on a number of critical moral issues. The book is more 
than likely to excite considerable debate among Catholic 
moralists and ethicists (not only because of its somewhat un- 

traditional conclusions but also because of its methodology), 
but we can leave,that scholarly debate to the experts. How- 
ever, there are certain points that can be usefully made re- 
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garding the psychiatric interest of the book. Theré is no 
doubt that the commission bent over backwards in.a 


thoughtful and humane way to alleviate the burden 3f guilt : 
that attached to so much of sexual activity amang Catholics. 
There is none of the spirit of obsessional rigidity that has «| 


motivated so much Catholic thought about sex and has gen- 
erated an atmosphere overburdened with guilt and saame. 

The commission's attitude is refreshing in that it generallv 
tends to minimize the sinfulness of sexual expression in itself 
and attach the sinfulness of disordered sexual activity to its 
effects on human beings and their relationships with one an- 
other. Thus, premarital sex is not to be condemned in a blan- 
ket or apodictic way, but its morality is to be judgec by the 
complex circumstances of the young couple's lives and the 
meaning of the sexual act as it finds its expression in the 
emergence of a loving relationship. Similarly, homosexual 
activity is not condemned out of hand, but the authors rec- 
ommend that a careful evaluation be made of the meaning of 
sex in the lives of the participating individuals. When sexual 
activity seems to build a meaningful human context and con- 
tributes to the solidification and edification of perduring rela- 
tionships, it is the commission's point of view that such sex- 
ual activity must be regarded as good and productive. 

All of this, certainly, casts a different ligh: on the moral 
climate of human sexual behavior—something that psychia- 
trists who deal with the guilty preoccupations of Catholic 
patients will be pleased to know. At least this report briags 
into focus another respectable Catholic point of view about 
human sexual behavior that may considerably lighten the 
burden of guilt on many patients. In this regard, there is 
nothing new in the report that has not been previously pro- 
posed and discussed by Catholic moralists, but it dces puta - 
great deal of it together under one cover and is publ shed by 
a commission set up by a rather prestigious and authoritative 
group of theologians. Although such teaching may not have 
any official or authoritative standing, it may be Lsefu: to 
some patients to know that it exists. 

An important point for psychiatrists to keep in mind in 
evaluating and reacting to such moral teaching is that the 
moral decision as to the ethical value of certain behaviors 
has nothing to do with the psychiatric evaluation of the same 
acts. This confusion has often plagued psychiatric thinking 
in the past, e.g., the revisions of the DSM-/T (1) categories 
regarding sexual orientations, particularly homosexuality. 
Thus, there may be nothing sinful about neurosis as such. 
but it still remains a pathological condition calling for psychi- 
atric treatment. 

The report takes the position in a number of mstances 
(e.g., masturbation, extramarital sex, homosexuality) tha: 
the behavior in itself may not be morally bad or sinful and 
may contribute to the building up of positive, perduring, and 
meaningful human relationships. The report refers :o th.s as 
the ‘‘creative-integrative’’ function of human sexuality. 
Even in contexts in which such sexual behavior mav contrib- 
ute to the building up of meaningful object relations, it mav 
still retain express pathological elements that may give rise 
to psychic disturbances. As psychiatrists we surely know 
this well enough, out, from time to time, we need to be re- 
minded of it. By and large, experience has taught us that 
pathologically disordered sexuality does not contribute to 
solid and mature object relationships but tends to be destruc- 
tive of them. ; 

The authors of the report occasionally take the more cau- 
tious position of warning that pathological outcomes are to . 
be guarded against, but it seems to me that their caution is . 
entirely too weak and inadequate to measure up t» the real 
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risk involved. The ultimate question that is raised by this 
report but in no sense addressed by it is the extent to which 
the cantext,of object relations and the influence of sexual 
behaviors on'such relaticns can become the touchstone of 
merality. It is on this point that the moralists and theologians 
may have considerable debate. It would be incumbent on 
psychiatrists and students of human behavior to offer some 
more careful and studied evaluation of exactly how varieties 
of sexual expression and activity exercise an influence on the 
quality of object relationships. 
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A Sexual Profile of Men in Power, by Sam Janus, Ph.D., Bar- 
bara Bess. M.D., and Carol Saltus. Englewood Cliffs, N.J., 
Prentice-Hall, 1977. 187 pp., $9.95. 


This book makes the following claims: 


1. Men in politics are much more sexually active than 
the average man, and this activity continues undimin- 
ished to an advanced age. 

2. Politicians are much more likely than the average 
man to frequent prostitutes, and they do so much more 
often. 

3. In a high percentage o? cases, politicians seek out 
prostitutes in order to satisfy compulsive needs for 
"kinky" (deviant) sex . . .; the form of deviance pre- 
ferred was mainly sado-masochistic in nature, and . . . 
the types of sexual release politicians most frequently 
request of these girls involve bondage, ''discipline," hu- 
miliation, and pain. 

4. In the pursuit of these pleasures, politicians on the 
whole spend much more money than the average man 

** does for the satisfaction of his sexual needs. (p. xix) 

These conclusions were arrived at from data elicited by 
standard interviews of 68 el:te call girls and 12 madams over 
a 7-year period. The authors logged a total of over 700 hours 
of interviews, spending approximately 8 hours with each in- 
formant, which was divided into two sessions of 4 hours 
each. The data were supplemented by interviews with legis- 
lative aides, secretaries, and research assistants employed in 
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the political system. The authors state that they regularly 
checked their information with at least two other informants 
and that they ‘‘were fortunate in that our psychoanalytic 
training and our experience with social deviants enabled us 
as a rule to be alert to any falsehoods in their statements” (p. 
xv). They state that none of the women seemed to fit the 
stereotype of the prostitute as fallen woman: *'A surprising 
number of these girls functioned extremely well, exhibiting a 
high degree of personal integration'' (p. viii). 

The politicians, according to the researchers, had an 
enormous psychic investment in the continuing free opera- 
tion of the networks of whorehouses and call girls. As in- 
dicated, they harbored an intense need for frequent and com- 
pulsive expression of aberrant sex drives. In addition, the 
authors claim that the force of the sex drive correlated with 
the drive for power and even with success in the political 
arena. In this sense, they conclude that sex 1s fundamental to 
the political animal. 

The book is heavy on psychodynamic formulations and 
makes much of the recent publicity given to well-known po- 
litical figures. Detailed explanations of every variety of sex- 
ual behavior—together with analysis of the behavior of inter- 
national politicians and a study of the personalities and life- 
styles of women who go in for the business of serving power- 
driven officials—-make up the core material of the book. 

The authors state that the politicians get the resources for 
these frequent and expensive indulgences primarily from 
their salaries and their generous allowances for staff. The$ 
estimate that a member of the House of Representatives re- 
ceives an average of $206,000 a year for staff and office ex- 
penses and that senators receive as much as $844,000. To 


` this must be added income from speeches and private invest- 


ments. No accountabilitv for the federal portion of the politi- 
cian's allotment is apparently required. 

My impressions of the book are these: 1) it is interesting 
reading; 2) it constitutes a bold excursion into an area here- 
tofore left to gossip and sensational media exposés; 3) there 
is a conscientious attempt to obtain systematic data, bit 
since many methodological details are lacking it is difficult to 
conclude that the research meets vigorous scientific stand- 
ards; and 4) one wonders whether the authors can document 
all the allegations made about the sexual behavior of the spe- 
cific individuals they mention. 

Finally, if a considerable portion of the material in the 
book is indeed factual (a large body of information evidently 
was sifted), I wonder what the implications of these dis- 
closures are for the type of leadership provided by those to 
whom we have entrusted great power. 


MILTON GREENBLATT, M.D. 
Los Angeles, Calif. 
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This Month's Reviewers 


CHARLES BRENNER, M.D., is past president of the American Psychoanalytic Association. 


RoBERT D. GILLMAN, M.D., is Training and Supervising Psychoanalyst, Baltimore-Dis- 
trict of Columbia Institute for Psychoanalysis, Washington, D.C. 


' JUSTIN Simon, M.D., is in private practice in Berkeley, Calif. 


DONALD J. COLEMAN, M.D., is in private practice in Pittsburgh, Pa. 


CHARLES W. Boren, M.D., is Associate Director of Psychiatric Education, Institute of 
Living, Hartford, Conn. 


J.M. STuBBLEBINE, M.D., is in private practice in San Francisco, Calif.; he is also chair- 
person of APA's Council on Mental Health Services. 


JOHN DONNELLY, M.D., is Psychiatrist-in-Chief, Institute of Living, Hartford, Conn. 


PIETRO CASTELNUOVO-TEDESCO, M.D., is James G. Blakemore Professor of Psychiatry, 
Vanderbilt University School of Medicine, Nashville, Tenn. 


VIRGINIA ABERNETHY, Ph.D., is Associate Professor and Director, Division of Human 
Behavior, Department of Psychiatry, Vanderbilt University School of Medicine, Nashville, 
Tenn. 


Myron M. Pisetsxy, M.D., is Director, Group Therapy Training Program, Institute of 
Living, Hartford, Conn. 


Lewis H. RICHMOND, M.D., is Clinical Associate Professor of Psychiatry, University of 
Texas Health Science Center at San Antonio, Tex.; he is also in private practice in San 
Antonio. 


MERRILL T. EATON, M.D., is Director, Nebraska Psychiatric Institute, Omaha, Neb. 


RICHARD L. JENKINS, M.D., is Professor of Child Psychiatry, Emeritus, Child Psychiatry 
Service, University of Iowa, Iowa City, Iowa. 


JAcoB P. KAHN, M.D., is in private practice in San Francisco, Calif. 


ARMANDO R. FAVAZZA, M.D., M.P.H., is Associate Professor and Chief, Section of Gen- 
eral Psychiatry, University of Missouri-Columbia School of Medicine, Columbia, Mo. 


RICHARD E. Davis, M.D., is Director, Family and Child Psychiatric Clinic of Johnson 
County, Overland Park, Kans. 


NATHAN M. Stmon, M.D., is Associate Clinical Professor in Psychiatry, St. Louis Univer- 
sity School of Medicine, St. Louis, Mo. 


BARNEY M. Din, M.D., is Clinical Professor of Psychiatry, Temple University Health 
Science Center, Philadelphia, Pa. 


ROGER PEELE, M.D., is Assistant Superintendent, St. Elizabeths Hospital, Washington, 
D.C. | 


DANIEL SCHUBERT, M.D., Ph.D., is Associate Professor of Psychiatry, Case Western Re- 


«serve University School of Medicine, and Director of Continuing Education, Department 


of Psychiatry, Cleveland Metropolitan General Hospital, Cleveland, Ohio: 
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W.W. MEISSNER, S.J., M.D., is Associats Clinical Professor of Psychiatry, Harvard Medi- 
cal School, Boston, Mass. ; Bs 


. MILTON GREENBLATT, M.D., is Assistant Dean and Professor of Psychiatry, University of 
California, Los Angeles, School of Medicine, and Chief of Staff, Veterans Administration 
Brentwood Hospital, Los Angeles, Calif. 
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Books Received 





This listing acknowledges the receipt of recent books. Books 
of particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
publishers. 


Helping Parents Help Their Children, edited by L. Eugene 
Arnold, M.Ed., M.D. New York, N.Y., BrunneríMazel, 
1978, 403 pp., $17.50. 


Ego Psychology and Mental Disorder: A Developmental Ap- 
proach to Psychopathology, by David P. Ausubel, M.D., 
Ph.D., and Daniel Kirk, Ph.D. New York, N.Y., Grune & 
Stratton (Harcourt Brace Jovanovich), 1977, 338 pp., 
$19.50. 


The Way Out Must Lead In: Life Histories in the Civil Rights 
Movement, by William R. Beardslee, M.D. Atlanta, Ga., 
Emory University Center for Research in Social Change, 
1977, 169 pp., no price listed (paper). 


Child Effects on Adults, by Richard Q. Bell and Lawrence V. 
Harper. Hillsdale, N.J., Lawrence Erlbaum Associates 
(New York, N.Y., Halsted Press, John Wiley & Sons, dis- 
tributor), 1977, 236 pp., no price listed. 


Clinical Psychopharmacology, edited by Jerrold G. Bern- 
stein, M.D. Littleton, Mass., PSG Publishing Co., 1978, 154 
pp., no price listed. 


No More Diapers! by Joae Graham Brooks, M.D., and mem- 
bers of the staff of the Boston Children's Medical Center; 
pictures by John E. Johnson. New York, N.Y., Delacorte 
Press/Seymour Lawrence, 1971, unnumbered pages, $3.95. 


The Golden Cage: The Enigma of Anorexia Nervosa, by Hilde 
Bruch, M.D. Cambridge, Mass., Harvard University Press, 
1978, 150 pp., $8.95. 


Lifelines, by Lynn Caine. New York, N.Y., Doubleday & 
Co., 1978, 240 pp., $8.50. 


Ethology: The Biological Study of Animal Behavior, by Rémy 
Chauvin; translated by Joyce Diamanti. New York, N.Y., 
International Universities Press, 1977, 241 pp., $12.50. 


Annual Progress in Child Psychiatry and Child Development 
1977, edited by Stella Chess, M.D., and Alexander Thomas, 
M.D. New York, N.Y., Brunner/Mazel, 1977, 755 pp., 
$20.00. 


Bibliography of Aggressive Behavior: A Reader’s Guide to the 
"Research Literature, by J. Michael Crabtree, Ph.D., and 
Kenneth E. Moyer, Ph.D. New York, N.Y., Alan R. Liss, 
1977, 381 pp., $35.00. 


* 


d 


The Heart Patient Recovers: Social and Psychological Factors, 
by Sydney H. Croog, Ph.D., and Sol Levine, Ph.D. New 
York, N.Y., Human Sciences Press, 1977, 417 pp., $14.95. 


Attention, Voluntary Contraction and Event-Related Cerebral 
Potentials. Progress in Clinical Neurophysiology, Vol. 1, edit- 
ed by John E. Desmedt. Basel, Switzerland, S. Karger, 1977, 
253 pp., $37.75. 


Auditory Evoked Potentials in Man: Psychopharmacology 
Correlates of Evoked Potentials. Progress in Clinical Neu- 
rophysiology, Vol. 2, edited by John E. Desmedi. Basel, 
Switzerland, S. Karger, 1977, 207 pp., $37.75. 


Mind-Influencing Drugs: Effective Management of Patients 
with Emotional Illness, edited by Martin Goldberg, M.D., 
and Gerald Egelston. Littleton, Mass., PSG Publishing Co., 
1978, 389 pp., $19.50. 


Psychiatry: Essentials of Clinical Practice, with Examination 
Questions, Answers, and Comments, by lan Gregory, M.D.. 
and Donald J. Smeitzer, M.A. Boston, Mass., Little, Brown 
and Co., 1977, 321! pp., $17.50; $12.50 (paper). 


The Essential Piaget: An Interpretive Reference and Guide, 


edited by Howard E. Gruber and J. Jacques Vonéche. Nef: 
York, N.Y., Basic Books, 1978, 866 pp., $35.00. )J 


Basic Psychiatry for Corrections Workers, by Henry L. Hart- 
man, M.D. Springfield, Hl, Charles C Thomas, 1978, 449 
pp., $16.75. 


Practical Psychiatry in Medicine, by John B. Imboden, M.D., 
and John Chapman Urbaitis, M.D. New York, N.Y., Apple- 
ton-Century-Crofts (Prentice-Hall), 1978, 291 pp., $9.56 (pa- 
per). 


Problem Behavior and Psychosocial Development: A Longitu- 
dinal Study of Youth, by Richard Jessor and Shirley L. Jes- 
sor. New York, N.Y., Academic Press (Harcourt Brace Jo- 
vanovich), 1977, 267 pp., $16.00. 


Class and Conformity: A Study in Values, 2nd ed., by Melvin 
L. Kohn. Chicago, Fl, University of Chicago Press, 1977, 
293 pp., $6.45 (paper). 


Parasuicide, edited by Norman Kreitman. New York, N.Y., 
John Wiley & Sons, 1977, 190 pp., $21.95. 


» 
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Stratégles et Choix dans le Recherche: A Propos des Travaux 
sur le Sommeil, by G. Lemaine, M. Clémengon, A. Gomis, 
B. Pollin, and B. Salyo! The Hague, the Netherlands, Mot- 
ton, 1977, 211 pp,, no prize sisted (paper). 


Respectful Treatment: The Human Side, of Medical Care, 57 
Martin R. Lipp, M.D. Hagerstown, Md., Harper & Row 
Medical Departinent, 1977, 222 pp., no price listed (paper). 


Changing Human Behavior: Current Therapies and Future 
Directions, edited by O. Lee McCabe, Ph.D. New York 
N.Y., Grune & Stratton (Harcourt Brace Jovanovich), 1977 
253 pp., $16.00. 


. Living Systems, by James Grier Miller. New York, N.Y.. 
McGraw-Hill Book Co., 1978, 1,054 pp., $39.50. 


The Family Crucible, by Augustus Y. Napier, Ph.D., with 
Carl A. Whitaker, M.D. New York, N.Y., Harper & Row, 
1978, 293 pp., $11.95. 


The Harvard Guide to Modern Psychiatry, edited by Armana 
M. Nicholi, Jr., M.D. Cambridge, Mass., Belknap Press 
(Harvard University Press), 1978, 664 pp., $29.50. 


Psychosocial Treatment of Chronic Mental Patients: Milieu 
Versus Social-Learning Programs, by Gordon L. Paul and 
Robert J. Lentz. Cambridge, Mass., Harvard University 
Press, 1977, 514 pp., $22.50. 


Freedom To Die: Moral and Legal Aspects of Euthanasia, re- 
vised ed., by O. Ruth Russell. New York, N.Y., Human Sci- 
ences Press (Behavioral Publications), 1977, 396 pp., $14.95. 


Personality and Adjustment in the Aged, by R.D. Savage, 
L.B. Gaber, P.G. Britton, N. Bolton, and A. Cooper. Lon- 
don, England, Academic Press (Harcourt Brace Jovano- 
vich), 1977, 178 pp., $16.00. 


Revolution in the Body-Mind, dy Daniel E. Schneider, M.D. 
Easthampton, N.Y., Alexa Press, 1976, 104 pp., $8.95. 


Can't Your Child See? by Eileen P. Scott, R.S.W., James E. 
an, M.D., and Roger D. Freeman, M.D. Baltimore, Md., 
University Park Press, 1977, I91 pp., 56.95 (paper). 
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Blue Jolts: True Stories from the Cuckoo's Nest, compiled by 
Charles Steir. Washington, D.C., New Republic Books 
(New York, N.Y., Simon and Schuster, distributor), 1978, 
239 pp., $8.95. 


Talking It Out: A Guide to Effective Communication and 
Problem Solving, by Joseph M. Strayhorn, Jr. Champaign, 
Ill., Research Press Co., 1977, 175 pp., $4.95 (paper). 


Psychiatric Medicine, edited by Gene Usdin, M.D. New 
York, N.Y., Brunner/Mazel, 1977, 486 pp., $20.00. 


Le Celeste et le Sublinaire: La Construction de PEspace 
Analytique Deux, by Serge Viderman. Paris, France, Press- 
es Universitaires de France, 1977, 470 pp., no price listed 


(paper). 


Social Development in Childhood: Day-Care Programs and 
Research, edited by Roger A. Webb. Baltimore, Md., Johns 
Hopkins University Press, 1977, 192 pp., $12.50; $3.45 (pa- 
per). 


Amnesia: Clinical, Psychological and Medicolegal Aspects, 
2nd ed., edited by C.W.M. Whitty, M.A., B.Sc., D.M., and 
O.L. Zangwill, M.A. Boston, Mass., Butterworths, 1977, 289 
pp., $16.95. 


About Possession: The Self As Private Property, by John R. 
Wikse. University Park, Pa., Pennsylvania State University 
Press, 1977, 166 pp., $12.95. 


Behavior and Pharmacology. Modern Problems of Pharma- 
copsychiatry, Vol. 12, edited by J.R. Wittenborn. Basel, 
Switzerland, S. Karger, 1977, 95 pp., $23.00. 


The Technique of Psychotherapy, 3rd ed., Parts 1 and 2, by 
Lewis R. Wolberg, M.D. New York, N.Y., Grune & Stratton 


(Harcourt Brace Jovanovich), 1977, 1,301 pp., $69.00 (two : 


books). 


A Guide for Beginning Psychotherapists, by Joan S. Zaro, 
Roland Barach, Deborah Jo Nedelman, and Irwin S. Drei- 
blatt. New York, N.Y., Cambridge University Press, 1977, 
215 pp., 512.95; $5.95 (paper). 
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OFFICIAL ACTIONS 





1978 Annual Meeting: Registration and Related Information 


The 131st annual meeting of the American Psychiatric Association will be held in Atlanta, Ga., May 8-12, 1978; the 
theme of this meeting is “Age, Time, and Timelessness."" The information here is what was available as of mid-January 
1978. The official program book containing the scientific, business, and social program will be distributed in Atlanta at 
the time of registration. (The preliminary scientific program is printed in the March l issue of Psychiatric News.) 


REGISTRATION 


All registration will take place in the Georgia World Con- 

gress Center. The registration desk will be open: 
Saturday, May 6—1 p.m. to 5 p.m. 
Sunday through Thursday, May 7-11—8:00 a.m. to 5:00 

p.m. 

Friday, May 12—8:00 a.m. to 10:00 a.m. 

A registration fee of $15 per day, or $60 for all five days, is 
required from all nonmembers with the exception of 1) in- 
vited nonmember program participants who are presenting 
papers or who are session officers, and their immediate fami- 
lies, 2) discussants, 3) participants in morning and evening 
panels and their immediate families, and 4) the immediate 
families of APA members. Associate members, members-in- 
training, and their immediate families are also exempt from 
registration fees. The fee covers admission to the sessions 
and includes a badge and a copy of the official program. 
Badges are required for all sessions (including the opening 
session) and for the exhibit area. However, a badge does not 
cover admission to the business session of the Association, 
which is open only to members. 

A $20 registration fee is required of visitors living outside 
the United States or Canada and of military personnel on 
active duty. 

A $10 registration fee is required of the spouses and de- 
pendents of all nonmember registrants (excluding invited 
nonmember program participants). 

A $15 registration fee is required of medical students, in- 
terns, residents, chaplains, nursing students, and students in 
the mental health professions and their spouses. Students 
must present a letter from their school or training facility 
instructor certifying their status. 

The Scientific Proceedings in Summary Form for the 1978 
annual meeting will be available throughout the week in the 
Georgia World Congress Center. 


KEY LOCATIONS 


All APA staff offices will be located in the Georgia World 
* Congress Center: 


* Staff Office Room 214 
Convention Office Room 213 
Program Committee Room 212 


Journal Office Room 312 
Press Offices Rooms 202, 203 
Local Arrangements and Spouse 
Hospitality Center Second Floor 
Registration Exhibit Hall 3 
(lower level) 


Second Floor 
Exhibit Hall B 
(lower level) 


Information and Message Center 
Membership Resource Center 


INFORMATION AND MESSAGE CENTER 


This center will be located in the Georgia World Coagress 
Center and will be manned during registration hours. Self- 
service message racks will be available for pick-up, deposit, 
and exchange of messages at all times, even when the mes- 
sage center is closed. Extremely urgent messages will re- 
ceive the personal attention of APA staff members. All regis- 
trants are requested to check the message center perioc- 
ically. 


p 


.f 
JOURNAL OFFICE 


The office of the American Journal of Psychiatry wil. be in 
Room 312. The office will be open from 9:00 a.m. to 5:02 
p.m., Monday through Thursdzy, and on Friday until 12:00 
noon. Staff will be available ta discuss any questions that 
authors who are presenting papers at the meeting may have. 
They particularly welcome the opportunitv to confer with 
authors about tables and figures to be included in the pa»ers. 

The Journal has first refusal rights for all numbered pa- 
pers. Permission must be secured from the Editor, Francis J. 
Braceland, M.D., before a paper may be submitted else- 
where. The Journal will accept for review only papers thai 
are in final form and conform to the requirements listed in 
""Information for Contributors." The Journal does not hold 
first refusal rights for new research papers and papers pre- 
sented at morning and evening panels; however, authore 
may submit them for publication if they wish. 

It is the policy of the Journal to publish only original mate- 
rial that has not been published elsewhere in ar.y form and 
that is not being considered for publication elsewhere. 
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CONVOCATION 
The convocation will take place Monday, May 8, at 7:30 
p.m. in the Georgia World Congress Center, Exhibit Hall C 
(lower level). 


^ 


FORUM ROOM 


Rooms in the Convention Center are available for dis- 
cussion of special issues during the course of the meeting 
All groups that wish to schedule programs must apply for the 
use of these rooms by con:acting the Convention Manager in 
the Convention Office, Room 213. Groups that have secured 
use of a room and wish to have a placard prepared for dis- 
play in the registration area should contact the Convention 
Manager. Forums scheduled at the time of printing are listed 
in the official program under APA Activities. 


SPOUSE HOSPITALITY CENTER 


The Local Arrangements Committee will host a Spouse 
Hospitality Lounge on the second floor, Georgia World Cor- 
gress Center. Information on all leisure-time activities will 
be available Sunday thrcugh Friday in this area. All tours 
will depart from the Richmond Street entrance. 


DAY-CARE CENTER 


APA has arranged for day-care service in Rich's down- 
town store. Dav care will be provided free of charge for chil- 
dren ages 4 to 12. The center will operate from 8:00 a.m. to 
5:30 p.m., Monday through Friday. Advance reservations 
are necessary; coupons for this purpose can be found in vari- 
ous issues of Psychiatric News. 


PROFESSIONAL TOURS 


Information on tours to facilities of psychiatric interest in 
the Atlanta area may be obtained from members of the Local 
Arrangements Committee in the Spouse Hospitality Center. 


PLACEMENT SERVICE 


There will be a register available in the Membership Ke- 
source Center for prospective employers and for those seek- 
ing positions. 


SHUTTLE BUS SERVICE 


Bus service will be available among the hotels. Route 
maps, hours of operation, and fare information will be avail- 
able at the Information and Message Center. 


ARTS AND CULTURE 


"A Night at the Symphony"' will be presented by the At- 
lanta symphony Orchestra on Tuesday, May 9, at 7:30 
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p.m., at the historic Fox Theater. The program, conducted 
by Robert Shaw, includes selections from Beethoven, 
Brahms, and William Schuman. Complimentary reserved 
tickets will be available for APA members {2 per registrant) 
at a special ticket booth on the second (entrance) level on a 
first-come first-serve basis, Complimentary shuttle bus ser- 
vice will be provided to and from the theater. A discussion of 
music and psychiatry featuring Robert Shaw will be held on 
Wednesday, May 10, from 9:00 a.m. to 12:00 noon, in Room 
302 of the Georgia World Congress Center. 


CONTINUING EDUCATION CREDIT 


The official annual meeting program, with a few ex- 
ceptions, meets the criteria for continuing medical education 
Category I credit. One hour of credit may be claimed for 
each hour of participation. As an organization accredited for 
continuing medical education activities, the American Psy- 
chiatric Association certifies that the continuing medical 
education activities designated Category I meet the criteria 
for Category I for the Physician’s Recognition Award of the 
American Medical Association on an hour-for-hour basis. 
Continuing medical education sessions are open to all meet- 
ing registrants. Check the tentative program schedule in the 
January 6 issue of Psychiatric News for sessions that do 
NOT offer Category I credit. ° 

In addition to the annual meeting Category I accredited 
sessions, 84 AMA Category | accredited courses will be of- 
fered during the annual meeting (all of the courses will be 
held concurrently with sessions). One hour of credit may be 
claimed for each haur of participation. APA members, APA 
members-in-training, and Société Medico Psychologique 
members are eligible to earn a total of 44 hours of Category I 
credit by taking courses and/or attending Category I accred- 
ited sessions. Two premeeting courses, one on Saturday, 
May 6, and the other on Sunday, May 7, may also be taken 
to earn an additional 7 credits per course. Preregistration 
coupons for courses (registration closes March 1, 1978) and 
complete course descriptions can be found in various Janu- 
ary-February issues of Psychiatric News. 


MORNING AND EVENING PANELS 


Morning panels will be held on Tuesday, Wednesday, and 
Thursday from 7:00 a.m. to 8:45 a.m. Breakfast may be ob- 
tained in regular hotel facilities. Evening panels will be held 
on Tuesday and Thursday at 8:00 p.m. All panels will be held 
at the Peachtree Plaza, Marriott Hotel, or the Atlanta Hilton. 


SOCIÉTÉ MEDICO PSYCHOLOGIQUE 


There will be 4 half-day sessions prepared and given by 
the Société Medico Psychologique in Room 300A. These 
will be delivered in French with simultaneous translation in- 
to English. The schedule for these sessions is as follows: 
“Psychosomatics,” Wednesday, 9:00 a.m. to 12:00 noon; 
"Community and Social Psychiatry," Wednesday, 2:00 p.m. 
to 5:00 p.m.; ““‘Psychopharmacology,’’ Thursday, 9:00 a.m. * 
to 12:00 noon; and ‘‘Child Psychiatry,” Thursday, 2:00 p.m. 
to 5:00 p.m. 





hi 


Am J Psychiatry 135:3, March 1978 


€; 


VIDEOTAPE PROGRAM 


1 "Videotape sessions will be shown on wide-screen closed- 
circuit color TV in the Georgia World Congress Center, 
Room 301A, from 2:00 p.m. to 5:00 p.m. on Monday; from 
9:00 a.m. to 12:00 noon on Tuesday and Friday; and from 

9:00 a.m. to 5:00 p.m. on Wednesday and Thursday. 


FILMS 


All films will be shown in the Georgia World Congress 
Center. Noon film features can be seen Monday through 
Friday in the level III auditorium, and evening film features 
can be seen Tuesday and Thursday at 8:00 p.m. in Rooms 
305 and 3C6. 


SPECIAL LECTURES 


APA will sponsor 12 special lectures this year. Among 
these will be the Solomon Carter Fuller Lecture (Wednes- 
day, 3:30 p.m. to 5:00 p.m.), the Seymour Vestermark Me- 
morial Lecture (Wednesday, 10:30 a.m. to 12:00 noon), and 
the Adolf Meyer Lecture (Tuesday, 1:00 p.m.). Among the 
guest lecturers will be Julius Richmond, M.D., Assistant 
Secretary for Health at the Department of Health, Educa- 

etion, and Welfare and the Surgeon General of the United 
. States (Thursday, 9:00 a.m. to 10:30 a.m.), The Honorable 
Julian Bond, state senator from Georgia (Wednesday, 9:00 


“a.m. to bon a.m.), Maggie Cuhn, founder of the Gy Pan- 
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thers (Wednesday, 9:00 a.m. to 12:00 noon), Abigail Van 
Buren (Dear Abby) (Monday, 12:08 noon to 2:00 p.m.), and 
Francis J. Braceland, M.D., Editor of the American Journal 
of Psychiatry (Monday, 2:00 p.m. to 3:30 p.m.). ; 


SESSIONS ON NEW RESEARCH 


These sessions will be held on Monday and Wednesday 
(2:00 p.m. to 5:00 p.m.) in the Georgia World Congress Cen- 
ter, Room 200. Program leaflets containing all details will be 
available at the registration cesk. 


EXHIBITS 


Technical and scientific exhibits will be on display in the 
Main Exhibit Hall of the Georgia World Congress Center, 
Monday through Thursday, &:00 a.m. to 5:00 p.m. 


CHAMPAGNE BRUNCH 


A champagne brunch will be held tn honor of the families 
of APA officers on Tuesday, May 9, from 10:00 a.m to 1:30 
p.m. at Callanwolde, an English Tudor-style mansion. Tick- 
ets for the brunch are $10 per person and may be purchased 
at the Atlanta Ticket and Information Booth (level I!) of the 
Georgia World Congress Certer. 
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The American Board of Psychiatry and Neurology 


The following successfully completed the Board examinaticn given in Philadelphia, Pa., October 16-18, 1977. 


PSYCHIATRY 


Achor, Leonard, M.D., Fanwood, N J. 
Adams, Donald J., M.D., New Haven, Conn. 
Adebimpe, Victor R.. M.D., Allison Park, Pa. 
Adler, David A., M.D., Newtonville, Mass. 
Ager, Steven, M.D., Philadelphia, Pa. 
Ahn, Kyurg J., M.D., Allison Park, Pa. 
Ainslie, George, M.D., Boston, Mass. 
Akhtar, Salman, M.D., Charlottesville, Va. 
Aksu, Engin G., M.D., Hollywood, Fla. 
Albert, Merton B., M.D., Reckville, Md. 
Alden, Albert R., M.D., Durham, N.C. 
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Significant, consistent findings about : 
- an important new product — 


Limbitrol provides the well established antidepress 
effect of amitriptyline with the proven antianxiety. 
-effect of Librium'ichlordiazepoxide HC]. — 





In a major nationwide multicenter study 
of 279 patients, three treatment modalities were 
compared for efficacy in moderate to severe 


depression and anxiety. 


New Limbitrol . 
achieved these superior 
results 


4 greater overall improvement 
within the first week 

amore rapid relief of insomnia 
and other target symptoms 
ofewer treatment failures 


k C 


Please see complete product information 
on last pages of this advertisement. 








Nn a major multicenter study 


New Limbitrol 
achieved greater improvement 
more rapidly than amitriptyline 
or chlordiazepoxide alone 
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HAMILTON DEPRESSION SCALE 


New] imbitro 


| each containing 10 mg chlordiazepoxide and 
Tablets 10-25 25 mg atipo line is the hydrochloride sait) ` 
E each containing 5 mg chlordiazepoxide and 
Tablets 5-12. 12.5 mg amitridoyüne [as the hydrochlonde salt} à 
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Pg 
New Limbitrol 
achieved a greater 
percentage of 
improvement within 
the first week 
than either 
component alone 
[1 The percentage of Limbitrol 
patients improved during the first 
week was approximately twice 


that for the amitriptyline pa- 
tients. A similar advantage was 


^ 


Efficacy Comparison E 
Percentage of Patients Who Were Improved" at Each Observation. demonstrated over chlor- 
opc diazepoxide. 

LIMBITROL AMITRIPTYLINE — EPOXIDE | ‘cian’ 
iiie c A " LJ On the basis of physicians 
OBAL EVALUATION N Improved N improved N Improved ratings, Limbitrol was superior to 
tendu either component or placebo. 
eek Four — [1 Patient self-rating scales con- 

st Observation : š 
firmed the superior effects of 
TIENT'S deg : 
OBAL EVALUATION Limbitrol. 
eek ne O There was a high correlation 
eek IWo "Nu 
eek Four between the physician and 
8 Obptervaton patient rating scales. 

CK Based on a double-blind, multicenter study 
PRESSION INVENTORY | + phy sa of 279 patientst with a diagnosis of primary 
eek One depression with symptoms of depression and 

eek Two anxiety of moderate to severe degree. 

eek Four — 

peer 179 of these patients received 
N=number of patients Limbitrol. 


riteria for improvement: 

Hamilton Depression Scale scores —decreased by 1/2 or more from baseline. 
Beck Depression Inventory scores-—-decreased by 1/3 or more from baseline. 
Global Evaluations —-ratings of “much better" or "very much better." 
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or rapid relief of moderate to severe ROCHE 3 


epression and anxiety 


Please see complete product information 
, on last pages of this advertisement. 
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Nn a major multicenter study 


New Limbitrol achieved 
rapid relief of the following symptom 
within the first week- sooner tha 
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Unwarranted Feelings Anorexia 
of Guilt or Worthlessness 
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Agitation Psychic and Somatic Anxiety 


vwLimbitro 


each containing 10 mg chlordiazepoxide and 
Tablets 10-25 25 mg RAVINE i the hydrochioride salt) - 

each containing 5 mg chlordiazepoxide and 
Tablets 5-12. 12.5 mg airitribc Am (85 the hydrochloride salt) ` 





amitriptyline alone ics Scale 
o insomnia 

o psychic anxiety 
(3 somatic anxiety 
o agitation 

o suicidal ideation 
o worthlessness 


Beck 
Depression Inventory Items 


o pessimism 
[3 dissatisfaction 





o guilt 
g social withdrawal 
Insomnia | o anorexia 
Insomnia, a major t target symptorr 

can be relieved early by taking advantage 

of the sedative effect of Limbitrol. For 

some patients, the BET part or all of the 

‘or rapid relief of moderate to severe 3 E 


pem and anxiety 


Please see complete product information 
on last pages of this advertisement. 


Mna major multicenter study 


New Limbitrol 
demonstrated greater 
patient acceptance 


Lower dropout rate 

O The dropout rate due to side effects was lower with Limbitrol 
than with amitriptyline (Limbitrol 4%, amitriptyline 13%, chlor- 
diazepoxide 1%). 

O The dropout rate due to therapeutic failure was lowest with 
Limbitrol (Limbitrol 2%, amitriptyline 6%, chlordiazepoxide 12%). 


While the frequency of side effects was comparable between 
Limbitrol and amitriptyline, it should be noted that drowsiness , 
occurred more often with Limbitrol. 


Compliance 

O Because Limbitrol produces significant relief of a broad spec- 
trum of symptoms, frequently within the first week, it promotes 
greater patient compliance. 


Simplicity 

O Limbitrol reduces the number of medications prescribed, thus 
simplifying the dosage regimen and lessening the chance of dos- 
age error by the patient—an important factor in the treatment of 
depression, where insufficient medication can lead to treatment 
failure. 


Dosage Options 

O The Limbitrol dosage options are designed to provide effective 
doses of amitriptyline and chlordiazepoxide for early relief of 
symptoms and better patient compliance. 


f; 


Newl imbitro 


each containing 10 mg chlordiazepoxide and 
Tablets 10-25 25 mg amitaptyiine (as the nydrochioride D . 

each containing 5 mg chlordiazepoxide a 
Tablets 5-12. 5 12.5 mg praep EA pes the hydrochloride: s- 





Howtoinitiateand  - 
maintain therapy c 
For most patients 


D Limbitrol 10-25 is recom- 
mended in an initial dosage of 
three or four tablets daily in 
divided doses. 


For elderly patients and 

ei who do not tolerate 
igher doses 

O Limbitrol 5-12.5 is recom- 

mended in an initial dosage of 

three or four tablets daily in 

divided doses. 


For all patients 


O Dosage should be indi- 
vidualized on the basis of symp- 
tom severity and response. 
— Because drowsiness is a 
common side effect, it may be 
preferable to give the larger 
portion of the total daily 
dose at bedtime. Not only 
will this help minimize prob- 
lems with drowsiness, it may 
also help relieve a major 
target symptom—insomnia. __ 
—Some patients respond to .. 
smaller doses or to a single 
dose at bedtime. 
—Dosage may be 
Increased up to six tablets 
or decreased to two tablets 
daily as necessary 
L] Once a satisfactory response is 
obtained, reduce dosage to the 
smallest amount needed to main- 
tain remission. 









Or rapid relief of moderate to severe CROCHE 
pression and anxiety m * 


Please see complete product information 
on last pages of this advertisement. ' 


How to make each patient 
an informed patient 














































































1. Discuss with your patients the 
probabiiity that they will experi- 
ence drowsiness especially dur- 
ing the first week. 


2. Reassure your patients that 
arowsiness is an indication that 
the medication is working and 
beginning to help them; indicate 
that it may help alleviate their in- 
somnia. 


3. Encourage your patients to 
report to you if drowsiness be- 
comes troublesome, so that you 
can, if necessary, adjust the dos- 
age schedule. 


4. Caution your patients about 
the combined effects with alco- 
hol or other CNS depressants. 
Let them know that the additive 
effects may produce a harmful 
level of Sedation and CNS de- 
pression. 


5. Caution your patients about 
activities requiring complete 
mental alertness, such as operat- 
ing machinery or driving a car. 


Limbitrol 
Tablets 


Tranquilizer—Antidepressant 


Limbitrol 10-25 

Each tablet contains 10 mg chlordiazepoxide and 
25 mg amitriptyline in the form of the hydro- 
chloride salt. 

Limbitrol 5-12.5 

Each tablet contains 5 mg chlordiazepoxide and 
12.5 mg amitriptyline in the form of the hydro- 
chloride salt. 

Description: Limbitrol combines in a tablet for 
oral administration, chlordiazepoxide, an agent 
for the relief of anxiety and tension, and amitrip- 
tyline, an antidepressant. 

Chlordiazepoxide is a benzodiazepine with the 
formula 7-chloro-2-(methylamino)-5-phenyl- 
3H-1, 4-berzodiazepine 4-oxide. It is a slightly yel 
low crystalline material and is insoluble in water. 
The molecular weight > 

Amitriptyline is a dibenzocycloheptadiene deriva- 
tive. The formula is 10,11-dihydro-N,N -dimethyl- 
5H-dibenzo [a, d] cycloheptene-A?*-propyl- 
amine hydrochloride. it isa 
white crystalline compound that is freely soluble 
in water. The molecular weight is 313.87 

Actions: Both components of Limbitrol exert their 
action in the central nervous system. Extensive 
studies with chlordiazepoxide in many animal 
species suggest action in the limbic system. Re- 


cent evidence indicates that the iimbic system is 
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white or practically 


was observed in some species. The mechanism 
of action of amitriptyline in man is not known, but 
the drug appears to interfere with the reuptake of 
norepinephrine into adrenergic nerve endings. 
This action may prolong the sympa 
of biogenic amines. 

Indications: Limbitro! is indicated for the treat- 
ment of patients with moderate to severe depres- 
sion associated with moderate to severe anxiety. 
The therapeutic response to Limbitrol occurs ear- 
lier and with fewer treatment failures than when 
either amitriptyline or chlordiazepoxide Is used 
alone. 

Symptoms likely tc respond in th 


treatment include: ir 
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suicidal ideation and 


Contraindications: Limbitrol ‘s 


^mmtereainmninataen in natic c vith 
contraindicated in patients with 

£N ^Amcitiiitu ta aithor hon r 
hypersensitivity to either Denzo- 


Giazepines or tricyciic antige- 


* 


pressants. 
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It shouid not be given 


with ^ Yif*r3f 
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concomitantly 
amine oxidase inhibitor. Hyper- 
onvul- 


pyretic crises, severe C 


sions and deaths have occurred 


Tablets 10-25 





each containing 10 mg chiordiazepoxide and 
25 mg amitriptyline {as the hydrochloride salt) 


each containing 5 mg chlordiazepoxide and 4 
Tablets 5-12.5 12.5 mg amitriptviine (as the hydrochloride salt) 


in patients receiving a tric$clic antideBressant 
and a monoamine oxidase inhibitor simulta- 
neously. When it is desired to replace a 
monoamine oxidase inhibitor with Limbitrol, a 
minimum of 14 days should be allowed to elapse * 
after the former is discontinued. Limbitrol should 
then be initiated cautiously with gradual increase , 
in dosage until optimum response IS achieved. # 
This drug is contraindicated during the acute re- 
covery phase following myocardial infarction. 


Warnings: Because of the atropine-like action of 
the amitriptyline component, great care should De 
used in treating patients with a history of urinary 
retention or angle-closure glaucoma. In patients 
with glaucoma, even average doses may precipi- 
tate an attack. Severe constipation may occur in 
patients taking tricyclic antidepressants in com- 
bination with anticholinergic-type drugs. 
Patients with cardiovascular disorders should be 
watched closely. Tricyclic antidepressant drugs, 
particularly when given in high doses, have been 
reported to produce arrhythmias, sinus tachycar- 
dia and prolongation of conduction time. 
Myocardial infarction and stroke have been re- 
ported in patients receiving drugs of this class. 
Usage in Pregnancy: Safe use of Limbitrol during 
pregnancy and lactation has not been estab- 
lished. Because of the chlordiazepoxide compo- 
nent, please note the following: 
An increased risk of congenital malfor- 
mations associated with the use of minor 
tranquilizers (chlordiazepoxide, 
diazepam and meprobamate) during the 
first trimester of pregnancy has been 
suggested in several studies. Because" 
use of these drugs is rarely a matter of 
urgency, their use during this period 
should almost always be avoided. The 
possibility that a woman of childbearing e 
potential may be pregnant at the time of 
institution of therapy should be consid- 
ered. Patients should be advised that if 
they become pregnant during therapy or 
intend to become pregnant they should 
communicate with their physicians about 
the desirability of discontinuing the drug. 
Physical and Psychological Dependence: Physi- 
cal and psychological dependence to Limbitro! 
have not been reported. However, since physical 
and psychological dependence to chlordiaz- 
epoxide have been reported rarely, caution must 
be exercised in administering Limbitrol to indi- 
viduals known to be addiction-prone or to those 
whose history suggests they may increase the 
dosage on their own initiative. 
Withdrawal symptoms from Limbitrol have not 
been reported. However, withdrawal! symptoms 
following abrupt cessation of prolonged therapy 
with either component alone have been reported. 
With amitriptyline, these have been noted to con- 
sist of nausea, headache and malaise; for chlor- 
diazepoxide, the symptoms (including convul- 
sions) are similar to those seen with barbiturates. 
Precautions: Genera!: Use with caution in pa- 
tients with a history of seizures. 
Close supervision is required when Limbitrol is 
given to hyperthyroid patients or those on thyroid 
medication. 























+ PTE Rx TS pri" 
Cardiovascular: Hypotension, PEENIS Convulsions may be vealed byth ineo use dia en ina ^ DUM 
tachycardia, palpitations, myocardial infarction, lation anesthetic rather than the use of barbi- LR 
arrhythmias, heart block, stroke. 7 eturates. Cardiac monitoring is advisable, and the "di 
Psychiatric: Euphoria, apprehension, poor con- ^ cautous use of digitalis or other antiarrhythmic 


The usual brecautions should be Siperued Msn 
treating p atients with impaired renal or a 
function. 

Patients with suicidal ideation should not have 


PE 
E 


easy access to large quantities of the drug. The- 
possibility of suicide in depressed patients re- 
mains until significant remission occurs. 
Information for the Patient: Because of the seda- 
tive effects of Limbitrol, patients should be cau- 
tioned about combined effects with alcohol or 
other CNS depressants. The additive effects may 
produce a harmful level of sedation and CNS de- 


Patients: receiving Limbitrol should be cautoned 

against engaging in hazardous occupations re- 

quiring complete mental alertness, such as 

operating machinery or driving a motor vehicle. 

Essential Laboratory Tests: Patients on prolonged 
treatment should have periodic liver function 

tests and blood counts. — | 

Drug and Treatment Interactions: Reems of its 

amitriptyline component, Limbitrol may block the 

antihypertensive action of guanethidine. or com- 
pounds with a similar mechanism of action. 

The effects of concomitant administration of 
Limbitrol and other psychotropic drugs have not 
been evaluated. Sedative effects may be additive. 
The drug should be discontinued several days 

before elective surgery. 

‘Concurrent administration of ECT and Limbitro! 

Should be limited to those patients for whom itis 
essential. 

Pregnancy: See WARNINGS section. 

Nursing Mothers: \t is not known whether this 
drugs excreted in human milk. As a general rule, 
‘nursing should not be undertaken while a patient 
ison a drug, since many drugs are excreted in 
human milk. 

Pediatric Use: Safety and effectiveness in chil- 
dren below the age of 12 years have not been 
established. 

Elderly Patients: In elderly and debilitated pa- 
tients it is recommended that dosage be limited 
to the smallest effective amount to preclude the 
development of ataxia, oversedation, Goninon or 
anticholinergic effects. 

erse Reactions: Adverse reactions to 

Limbitrol are those associated with the use of 
either component alone. Most frequently reported 
were drowsiness, dry mouth, constipation, blurred 
vision, dizziness and bloating. Other side effects 
occurring less commonly included vivid dreams, 
impotence, tremor, confusion and nasal con- 

Many symptoms common to the depres- 

Sive state, such as anorexia, fatigue, weakness, 
restlessness and lethargy, have been reported 
as side effects of treatment with both Limbitrol 
and amitriptyline. | 
Granulocytopenia, jaundice and hepatic dys. 
function of uncertain etiology have also been ob- 
served rarely with Limbitrol. When anes with 


liver function tests are Aisan, 

Note: Included in the listing which follows are 
adverse reactions which have not been reported 
with Limbitrol. However, they are included be- - 
cause they have been reported during therapy - 
with one or both of the components or Mode = 
relat ; se 


centration, delusions, hallucinations, hypomania 
and increased or decreased libido. 

Neurologic: Incoordination, ataxia, numbness, 
tingling and paresthesias of the extremities, 
extrapyramidal symptoms, syncope, changes in 


EEG patterns. 


Anticholinergic: Disturbance of accommodation, 
paralytic ileus, urinary Renton, dilatation of | 
urinary tract. 

Allergic: Skin rash, tao, photosensitization, 
edema of face and tongue, pruritus. 
Hematologic: Bone marrow depression including 
agranulocytosis, eosinophilia, purpura, moms 
bocytopenia. 

Gastrointestinal: Nausea, epigastric dienes 
vomiting, anorexia, stomatitis, peculiar taste, 
diarrhea, black tongue. 

Endocrine: Testicular swelling and aynedomasiis 
in ne mak, breast t, UE 


ad bievitión dnd lowering. of blood eal levels. 
Other: Headache, weight gain or loss, increased 
perspiration, urinary frequency, mydriasis, oun 
dice, alopecia, parotid swelling. - : 
Overdosage: There has been limited experience 
with Limbitrol overdosage per se; the manifesta- 
tions of overdosage and recommendations for 
treatment are based on clinical experience with - 
its components. Primary concern should be with 
the dangers associated with amitriptyline over- 
dosage. Deaths by deliberate or accidental over- 
dosage have occurred with this class of drugs. 

All patients suspected of having an overdosage 

of Limbitrol should be STO toa hospital as. 
soon as possible. : t 
Manifestations: High doses may cause dome 
ness, temporary confusion, disturbed concentra- 
tion or transient visual hallucinations. Overdosage 
may cause hypothermia, tachycardia and other 
arrhythmias, ECG evidence of impaired conduc- 
tion (such as bundle branch block), congestive - 
heart failure, dilated pupils, convulsions, severe 
hypotension, stupor and coma. Other symptoms 
may be agitation, hyperactive reflexes, muscle 
rigidity, vomiting, hyperpyrexia or any of those 
listed under Adverse Reactions. 

Treatment: Empty the stomach as quickiéa as 
possible by emesis or lavage. In the comatose 
patient a cuff endotracheal tube should be placed 
in position prior to either of these measures. The 
instillation of activated charcoal into the stomach 
also should be considered. If the patient is 
stuporous but responds to stimuli, only close ob- 
servation and nursing care may be required. Itis - 
essential to maintain an adequate airway and 


fluid intake. Body temperature should be 


watched closely and appropriate measures taken 
should deviations occur. _ 

The intramuscular or slow intravenous weed 
tration of 1 to 3 mg in adults (or 0.5 mg in chil- — 
dren) of physostigmine salicylate (Antilirium) 3 
has been reported to reverse the manifestations — 
of amitriptyline overdosage. Because of its rela- | 


tively short half-life, additional doses may be — 


bes at intervals of 30 minutes to 2 hours. 


agents should be considered if serious cagliovas- = — — 


cular abnormalities occur. Serum potassium 
levels should be monitered and kept within nor- 
mal limits by the use of appropriate 1.V. fluids. - 
Standard measures including oxygen, |.V. fluids, 
plasma expanders and corticosteroids may be * 
used to control circulatory shock. 

Dialysis is unlikely to be of value, as ithas not + 
proven useful in overdosages of either amitrip- — 


. tyline or chlordiazepoxide. Since many suicidal - 


attempts involve multiple drugs including barbi- 
turates, the possibility of dialysis being beneficial 
for removai of other drugs should not be over 
looked. 

Treatment should be continued for at least 48 


hours, along with cardiac monitoring in paie: n 


who do not respond to therapy promptly. Since 


relapses are frequent, patients should be hos- 


pitalized until their conditions remain stable with- 
out physostigmine for at least 24 hours. 

Since overdosage is often deliberate, patients 
may attempt suicide by other means during the 
recovery phase. - 

References: 1. Granacher RP. Baldessarini RJ: 
Physostigmine: Its use in acute anticholineeme = 


syndrome with antidepressant and antiparkinson . 
drugs. Arch Gen Psychiatry 32:375-380, March 


1975. 2. Burks JS, Walker JE, Rumack BH. Ott - 


~ . 


PX 
A 


JE: Tricyclic antidepressant pcisoning: Reversal of E 


come, choreoathetosis, and myoclonus by 
physostigmine. JAMA 230:1405-1407, Dec. 9, 


1974. 3. Snyder BD, Blonde L, McWhirter WR: 


Reversal of amitriptyline intoxication by physo- 
stigmire. JAMA 230:1433-1434, Dec. 9, 1974. 


Dosage and Administration: Optimum dosage - 


varies with the severity of the symptoms and the 
response of the individual patient. When a satis- - 
factory response is obtained, dosage should be . 
reduced to the smallest amount needed to main- 
tain the remission. The larger portion of the total — 
daily dose may be taken at bedtime. In some — 
patients, a single dose at bedtime may be suffi- 
cient. In general, lower dosages are recom- 
menced for elderly patients. 

Limbitrol 10-25 is recommended in an initial des- 


. age of three or four tablets daily in divided doses; 
this may be increased to six tablets daily as re- 


quired. Some patients respond to smaller doses, , 


and can be maintained on two tablets daily. 
Limbitrol 5-12.5 in an initial dosage of three or 
four tablets daily in divided doses may be satis- 
factory in patients who do RR tolerate higher 
doses. 

How Supplied: White, film coated tablets, each | 
containing 10 mg chlordiazepoxide and 25 mg 
amitriotyline (as the hydrochloride salt) and blue, 
film-coated tablets, each containing 5 mg chlor- 
diazepoxide and 12.5 mg amitriptyline (as the 
hydrochloride salt) —bottles of 100 and 500. 


Te-E-Dose* Re of 100; erase Paks | 


of 50. 


pem -Roche Laboratories 
ROCHE 2 Division of Hoffmann-La Roche Inc. 
! A ee New Jersey 07110 
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Just Published . .” 


The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and to pro- 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 
port. This document, published by the American Psychiatric Association, is the result of a 
project of the Association’s Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as “a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence 
of sensitivity to these needs, the experience of reporting becomes another assault. 

This book presents a professional, sobering, and balanced picture of the problems of the rape 
victim and details what the clinician must know—about local hospital policy, criminal justice 
procedure, rape statutes, and community attitudes and services—in order to be able to treat 
victims with an understanding of the larger context in which rape occurs. 


ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 

Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 


Please send me  .  copy(ies) of The Rape Victim, order #243, @ $5.00 ea. (Paper- 
back). 
(Please Print) LJBill Me OCheck Enclosed 


Name 
Address 


a MEMOREM Zip 





Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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Inclinically significant depression 
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Vivactil | t 
(Protriptyline HCl MSD) 





Æ When you want an antidepressant 
that is characteristically nonsedating for 
the patient under close medical supervision : 
(Symptoms such as anxiety or agitation 
may be aggravated.) MSD 


For a brief summary of prescribing information please see following page. OHM 


Inclinically significant depression 





TABLETS, 5 mg and 10 mg 


Vivactil 


Protriptyline HCIIMSD 


Contraindications: Known hypersensitivity; acute recov- 
ery phase following myocardial infarction. Should not be 
given concomitantly with an MAOI; hyperpyretic crises, 
severe convulsions, and deaths have occurred in patients 
receiving tricyclic antidepressant and MAOI drugs simulta- 
neously. When it is desired to substitute protriptyline HCI 
for an MAOI, a minimum of 14 days should be allowed to 
elapse after the latter is discontinued. Protriptyline HCI 
should then be initiated cautiously with gradual increase In 
dosage until optimum response is achieved. 


Warnings: May block the antihypertensive effect of 
guanethidine or similarly acting compounds. May impair 
mental and/or physical abilities required for the perform- 
ance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Should be used with caution in pa- 
tients with a history of seizures and, because of its 
autonomic activity, in patients with a tendency to urinary 
retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more fre- 
quently than with other antidepressant drugs. Should be 
used with caution in elderly patients and patients with car- 
diovascular disorders; such patients should be observed 
closely because of the tendency of the drug to produce 
tachycardia, hypotension, arrhythmias, and prolongation of 
the conduction time. Myocardial infarction and stroke have 
occurred with drugs of this class. On rare occasions, hy- 
perthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. In pa- 
tients who may use alcohol excessively, potentiation may 
increase the danger inherent in any suicide attempt or 
overdosage. 


Usage in Children: Not recommended for use in children 
because safety and effectiveness in the pediatric age 
group have not been established. 


Usage in Pregnancy: Safe use in pregnancy and lactation 
has not been established; therefore, use in pregnant 
women, nursing mothers, or women who may become 
pregnant requires that possible benefits be weighed 
against possible hazards to mother and child. 


Precautions: When protriptyline HCI is used to treat the 
depressive component of schizophrenia, psychotic 
symptoms may be aggravated; likewise, in manic- 
depressive psychosis, depressed patients may experience 
a shift toward the manic phase; paranoid delusions, with or 
without associated hostility, may be exaggerated. In any of 
these circumstances, it may be advisable to reduce the 
dose of protriptyline HCI or to use a major tranquilizing 


drug concurrently. Symptoms, such as anxiety or agitation, 


may be aggravated in overactive or agitated patients. 
When given with anticholinergic agents or sym- 
pathomimetic drugs, including epinephrine combined with 
local anesthetics, close supervision and careful adjustment 
of dosages are required. May enhance response to alcohol 
and effects of barbiturates and other CNS depressants 
Possibility of suicide in depressed patients remains durinc 
treatment and until significant remission occurs; this type 
of patient should not have access to large quantities of the 
* drug. Concurrent administration with electroshock therapy 


* ' may increase hazards of therapy; such treatment should 


be limited to patients for whom it is essential. Discontinue 
drug several days before elective surgery, if possible. Both 


elevation and lowering of blood sugar levels have been 
reported. 


Adverse Reactions: Note: Included in this listing are a 
few adverse reactions which have not been reported with 
this specific drug. However, the pharmacologic similarities 
among the tricyclic antidepressant drugs require that each 
of the reactions be considered when protriptyline HCI is 
administered. Protriptyline HCI is more likely to aggravate 
agitation and anxiety and produce cardiovascular reac- 
tions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart block, 
stroke. 

Psychiatric: confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions, anxiety, 
restlessness, agitation: insomnia, panic, and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of ex- 
tremities; incoordination, ataxia, tremors, peripheral 
neuropathy; extrapyramidal! symptoms; seizures; alteration 
in EEG patterns, tinnitus. 

Anticholinergic: dry mouth and rarely associated 
Sublingual adenitis; blurred vision, disturbance of accom- 
modation, increased intraocular pressure, mydriasis; con- 
stipation, paralytic ileus; urinary retention, delayed micturi- 
tion, dilatation of the urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosen- 
sitization (avoid excessive exposure to sunlight), edema 
(general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression; agranulocytosis: 
leukopenia; eosinophilia; purpura; thrombocytopenia. 
Gastrointestinal: nausea and vomiting, anorexia, epigastric 
distress, diarrhea, peculiar taste, stomatitis, abdominal 
cramps, black tongue. 

Endocrine: gynecomastia in the male; breast enlargement 
and galactorrhea in the female; increased or decreased 
libido, impotence; testicular swelling; elevation or depres- 
sion of blood sugar levels. 

Other: jaundice (simulating obstructive); altered liver func- 
tion; weight gain or loss; perspiration; flushing; uri- 
nary frequency, nocturia; drowsiness, dizziness, weakness 
and fatigue; headache; parotid swelling; alopecia. 
Withdrawal Symptoms: though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy may 
produce nausea, headache, and malaise. 


Overdosage: Hospitalize as soon as possible all patients 
suspected of having taken an overdose. Treatment is 
symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate is re- 
ported to reverse the symptoms of other tricyclic anti- 
depressant poisoning. Because physostigmine is rapidly 
metabolized, the dosage should be repeated as required, 
particularly if life-threatening signs such as arrythmias, 
convulsions, and deep coma recur or persist after the initial 
dosage of physostigmine. 


How Supplied: Tablets, containing 5 mg and 10 mg 
protriptyline HCI each, in single-unit packages of 100 and 
bottles of 100 and 1000. f; 


For more detailed information, consult your MSD repre- 
sentative or see full prescribing information. MSD 
Merck Sharp & Dohme, Division of Merck & Co, INC. MERCK 
West Point, Pa. 19486. J2507R 2611) SHARES 
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a valuable link | ^| A 
to the | 
resources of the 


American Psychiatric Association 


for institutions and agencies 
concerned with the care 
of the mentally disabled 


Enrollment in the Hospital & Community Psychiatry 
Service brings multiple copies of Hospital & Community 
Psychiatry into member agencies every month, keeping staff up to 
date on developments and issues in the mental health field, 
offering new ideas and fresh perspectives, and serving as a useful 
resource in staff development and training programs. 

Hospital & Community Psychiatry is just one of the 
benefits of membership in the H&CP Service. Others include a 
film library containing more than a hundred films specially chosen 
for their usefulness in staff development and community education 
programs; supplementary mailings of important books, reports, 
articles, or other material of special interest to administrators or 
clinicians; reduced registration fees at the annual fall Institute on 
Hospital & Community Psychiatry; and, on request, information 
and consultation from the professional staff of the American 
Psychiatric Association. The H&CP Service also sponsors the 
annual Achievement Awards competition, which gives special 
recognition to outstanding programs for the mentally ill and 
mentally retarded. 


Please send me information about membership in the Hospital & Community Psychiatry Service. 


NAME 








FACILITY 
ADDRESS 

















CITY STATE ZIP CODE 


A Hospital & 
Community 


hialry 





AMERICAN PSYCHIATRIC ASSOCIATION 
r vice 1700 18TH STREET, N.W. 
WASHINGTON, D.C. 20009 
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To get schizophrenic patients 
out of the hospital and to keep 
them out is one of psychiatry's 
principal goals today. 


And we're doing 
something about it... 


$ 
t 


- X 
... With the benefits 
of a high potency agent. 
Rapidly effective in acute 
schizophrenia, with less total 
milligrams than with orally admin- 
istered agents over the same period 
of time. Fewer autonomic side effects and 
less sedating than low potency agents. 
(There is, however, a higher incidence of 
largely manageable extrapyramidal reactions.) 


...with a unique, reliable delivery system. A long- 

acting injectable neuroleptic that substantially reduces 

readmissions for outpatients, is often effective where 

oral medications fail in poor absorbers, can open up long- 

standing chronic schizophrenics to rehabilitative therapy. 

...with economy of time and money. As maintenance 

therapy, Prolixin Decanoate provides important savings — 

both in medication administration time and in medication 
costs. 


Prolixin Decanoate’ 


(Fluphenazine Decanoate Injection) 
helping you gach your goals 


—— on 


5ee next page for brief summary 





Prolixin Decanoate’ 


Fluphenazine Decanoate Injection 
helping you reach your goals 





Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 25 mg. 
fluphenazine decanoate per ml. in a sesame oil vehicle with 1.2%(w’v) benz yl 
alcohol as a preservative. 


CONTRAINDICATIONS: In presence of suspected or established subcortical brain 
damage. In patients who have a blood dyscrasia or liver damage, or who are 
receiving large doses of hypnotics, or who are comatose or severely depressed. in 
patients who have shown hypersensitivity to fluphenazine; cross-sensitivity to 
phenothiazine derivatives may occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physica! abilities required for driving a car or operating 
heavy machinery may be impaired by use of this drug. Physicians should be alert to 
the possibility that severe adverse reactions may occur which require immediate 
medical attention. Potentiation of effects of alcohol may occur. Safety and efficacy in 
children have not been established because of inadequate experience in use in 
children. 


Usage in Pregnancy: Safety for use during pregnancy has not been established; 
weigh possible hazards against potential benefits if administering this drug to 
pregnant patients. 


PRECAUTIONS: Caution must be exercised if another phenothiazine compound 
caused cholestatic jaundice, dermatoses or other allergic reactions because of the 
possibility of cross-sensitivity When psychotic patients on large doses of a 
phenothiazine drug are to undergo surgery. hypotensive phenomena should be 
watched for; less anesthetics or central nervous system depressants may be re- 
quired. Because of added anticholinergic effects, flupnenazine may potentiate the 
effects of atropine. 

Use fluphenazine decanoate Cautiously in patients exposed to extreme heat or 
phosphorus insecticides; in patients with a history of convulsive disorders since 
grand mal convulsions have occurred; and in patients with special medical disorders 
such as mitral insufficiency or other cardiovascular diseases, and pheo- 
chromocytoma. Bear in mind that with prolonged therapy there is the possibility of 
liver damage, pigmentary retinopathy, lenticular and corneal deposits, and devel- 
opment of irreversible dyskinesia 

Fluphenazine decanoate should be administered under the direction of a physi- 
cian experienced in the clinical use of psychotropic drugs. Periodic checking of 
hepatic and renal functions and blood picture shoulc be done. Renal function of 
patients on long-term therapy should be monitored; if BUN becomes abnormal, 
treatment should be discontinued. “Silent pneumonias’ are possible. 


ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are 
most frequently reported. These include pseudoparkinsonism, dystonia, dyskinesia, 
akathisia, oculogyric crises, opisthotonos, and hyperreflexia; most often these are 
reversible, but they may be persistent. One can expect a higher incidence of such 
reactions with fluphenazine decanoate than with less potent piperazine derivatives 
or straight-chain phenothiazines. The incidence and severity will depend more on 
ndividual patient sensitivity, but dosage level and patient age are also determinants. 
As these reactions may be alarming, the patient should be forewarned and reas- 
sured. These reactions can usually be controlled by administration of antiparkinso- 
nian drugs such as benztropine mesylate or intravenous Caffeine and Sodium 
Benzoate Injection U.S.P, and by subsequent reduction in dosage. 


Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and 
sometimes irreversible tardive dyskinesia may appear in some patients on long- 
term therapy or may occur after discontinuation of drug. The risk seems greater in 
elderly patients, especially females, on high dosages. The syndrome is char- 
acterized by rhythmical involuntary movements of tongue, face, mouth, or jaw (e.g.. 
protrusion of tongue, puffing of cheeks, puckering of mouth, chewing movements) 
and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are not allevi- 
ated by antiparkinsonism agents. If the symptoms appear, discontinuation of all 
antipsychotic agents is suggested. The syndrome may be masked if treatment is 
reinstituted, or drug dosage increased, or a different antipsychotic agent used. 
Reports are that fine vermicular movements of the tongue may be an early sign of 
the syndrome which may not develop if medication is stopped at that time. 


Phenothiazine derivatives have been known to cause restlessness, excitement, 
*or bizarre dreams; reactivation or aggravation of psychotic processes may be 
encountered. If drowsiness or lethargy occur, the dosage may have to be reduced. 
Dosages, faç in excess of the recommended amounts, may induce a catatonic-like 
state. 


Autonomic Nervous System—Hypertension and fluctuations in blood pressure 
have been reparted. Although hypotension is rarely a problem, patients with pheo- 
chromocytoma, cerebral vascular or renal insufficiency or severe cardiac reserve 
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deficiency such as mitral insufficiency appear to be particularly prone to this reaction 
and should be observed carefully. Supportive measures including intravenous 
vasopressor drugs should be instituted immediately should severe hypotension 
occur; Levarterenol Bitartrate Injection U.S.P is the most suitable drug; epinephrine 
should not be used since phenothiazine derivatives have been found to reverse its 
action. Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, 
headache and constipation may occur. Reducing or temporarily discontinuing the 
dosage will usually control these effects. Blurred vision, glaucoma, bladder 
paralysis, fecal impaction, paralytic ileus, tachycardia. or nasal congestion have 
occurred in some patients on phenothiazine derivatives. 


Metabolic and Endocrine—Weight change, peripheral edema, abnormal lacta- 
tion, gynecomastia, menstrual irregularities, false results on pregnancy tests, impo- 
tency in men and increased libido in women have occurred in some patients on 
phenothiazine therapy. 


Allergic Reactions—ltching. erythema, urticaria, seborrhea, photosensitivity, 
eczema and exfoliative dermatitis have been reported with phenothiazines. The 
possibility of anaphylactoid reactions should be borne in mind. 


Hematologic—Blood dyscrasias including leukopenia, agranulocytosis, throm- e 
bocytopenic or nonthrombocytopenic purpura, eosinophilia, and pancytopenia have 
been observed with phenothiazines. If soreness of the mouth, gums or throat or any 
symptoms of upper respiratory infection occur and confirmatory leukocyte count 
indicates cellular depression, therapy should be discontinued and other appropriate 
measures instituted immediately. 


Hepatic—Liver damage manifested by cholestatic jaundice, particularly during 
the first months of therapy, may occur; treatment should be discontinued. A cephalin 
flocculation increase, sometimes accompanied by alterations in other liver function 
tests, has been reported in patients who have had no clinical evidence of liver 
damage. 


Others—Sudden deaths have been reported in hospitalized patients on 
phenothiazines. Previous brain damage or seizures may be predisposing factors. 
High doses should be avoided in known seizure patients. Shortly before death, 
several patients showed flare-ups of psychotic behavior patterns. Autopsy findings 
have usually revealed acute fulminating pneumonia or pneumonitis, aspiration of 
gastric contents, or intramyocardial lesions. Although not a general feature of 
fluphenazine, potentiation of central nervous system depressants such as opiates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to 
cause fatal cardiac arrest, altered electrocardiographic and electroencephalo- 
graphic tracings, altered cerebrospinal fluid proteins, cerebral edema, asthma, 
laryngeal edema, and angioneurotic edema; with long-term use, skin pigmentation 
and lenticular and corneal opacities have occurred with phenothiazines. Local tissue 
reactions occur only rarely with injections of fluphenazine decanoate. 

For full prescribing information, consult package insert. 


HOW SUPPLIED: 1 ml. Unimatic® single dose preassembled syringes and 
cartridge-needle units, and 5 ml. vials. 





Films on psychiatric management 
available from Squibb 


A Step Beyond 

A Chance for Change 

A Way Out 

Community Treatment of the Psychotic Patient 
Psychiatric Services in General Hospitals 

The Quality of Care ; 


For fiidher int 30r 
)r Tu 1 


ier inform: act your Squibb Represi 
or write: Squibb. D 


on contact y esentative 
ept. FR. Box 4000. Princeton. N.J. 08540 


The Priceless Ingredient of every product ' 
is the honor and integrity of its maker.’ ™ 


€ 1978 E. R. Squibb & Sons, Inc. H428-801 
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brand of 


“chlorpromazine 


Tablets: 10, 25, 50, 100 and 200 mg 

Spansule* capsules: 30, 75, 150, 200 and 300 mag 

Ampuls: 1 and 2 ml (25 mg/ml) 

Multiple-dose Vials: 10 ml (25 mg/m!) 
Syrup: 10 mg/5 ml 

Suppositories: 25 and 100 mg 

Concentrate: 30 and 100 mg/ml 
Single Unit Packages: 10, 25, 50. 100 and 200 mg tablets 
30, 75, 150, 200 and 300 mg | ;pansule* capsule: 


SKK Gr 


a Sothittiine company 


Smith Kline &French Laboratories 
Division of SmithKline Corporation 
Philadelphia. PA 
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A Timely New Book from 


The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health. and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore's Martin 


*, 


Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy. the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


This thoughtful and perceptive description of what has been created by some of the best informed, 
most experienced and thoughtful specialists in mental health services for very young children should 


be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children... . A significant contribution. 

James N. Sussex, M.D. 

President, American Association of 

Psychiatric Services for Children 





Please send me copies of Mental Health Programs for Preschool 
children, at S7 each (4 or more copies, $5.75 each). 


Send coupon to: 





2 RAS. O bill me O remittance enclosed 
Publications Services Division 
American Psychiatric Association Name 
1700 18th St., N.W.. 
Washington, D.C. 20009 Address 





Zip 


. Hehas 
five years 
To fight for 
your life 











He is an American Heart Association 


Established Investigator, funded for five 
years to work on some phase of car- 
diovascular disease. He and his asso- 
ciates are researching ways to recognize 
a heart attack before severe damage 
Occurs. 

His ultimate goal is to decrease the 
present toll from cardiovascular diseases 
Of the four Americans that die every 
minute this year from all causes, two wil 
die from these diseases 

He Is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fighting for your life. 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases 

When a Heart Association volunteer 
asks for your money, think of the 1,400 
scientific invesiigators. Help them fight 
for your life 

Please give generously to the 
American Heart Association $, 


WE'RE FIGHTING FOR YOUR LIFE 





DICIC DIOGOU ELL: n, a summary OF Which rolows: 


Indications: Effective in all types of insomnia characterized by 


difficulty in falling asleep, frequent nocturnal awakenings 
and/or early morning awakening; in patients with recurring 
insomnia or poor sleeping habits; in acute or chronic medical 
situations requiring restful sleep. Since insomnia is often tran- 
sient and intermittent, prolonged administration is generally 
not necessary or recommended. 


Contraindications: Known hypersensitivity to flurazepam HCI. 


Warnings: Caution patients about possible combined effects 
with alcohol and other CNS depressants. Caution against haz 
ardous occupations requiring complete mental alertness (e.g., 
operating machinery, driving). 
Usage in Pregnancy: Several studies of minor tran- 
quilizers (chlordiazepoxide, diazepam, and meproba- 
mate) suggest increased risk of congenital 
malformations during the first trimester of pregnancy. 


ben studied adequately to determine whether it may 
be associated with such an increased risk. Because use 
of these drugs is rarely a matter of urgency, their use 
during this period should almost always be avoided. 
Consider possibility of pregnancy when instituting 
therapy; advise patients to discuss therapy if they  / 
intend to or do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not beg 
reported on conma doses, use caution in administeri 
to addiction-prone individuals or those who might increase 
dosage. 
Precautions: [n elderly and debilitated, limit initial dosage to 
I5 mg to preclude oversedation, dizziness and/or ataxia. Con- 
sider potential additive effects with other hypnotics or CNS 
depressants. Employ usual precautions in patients who are 
severely depressed, or with latent depression or suicidal ten- 


Fast. Asleep; 


HOURS” 1 





tests are advised during repeated therapy. Observe usual pre LU mg usual dosage; 15 mg may sufhce in some patients 
cautions in presence of inwaired renal or hepatic function Elderly or debilitated patients: 15 mg initially until response Is 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, determined, 

Staggering, ataxia and falling have occurred, particularly in plied: Capsules containing 15 mg or 30 mg flurazepam 
elderly or debilitated patients. Severe sedation, lethargy, dis Tu 

onentation and coma, probably indicative of drug intolerance 

or overdosage, have been reported. Also reported: headache, eo 

heartburn, upset stomach, nausea, vomiting, diarrhea, consti REFERENCE 

pation, GI pain, nervousness, talkativeness, apprehension, im 1. Data on file, Medical Department, Hoffmann-La Roche Ine 
tability, weakness, palpitations, chest pains, body and joint Nutley NJ 

pains and GU « omplaints. There have also been rare occur 

rences of leukopenia, granulocytopenia, sweating, flushes, dif 

ficulty in focusing, blurred vision "burning eyes, faintne "SS, ROCHE PRODUCTS INC 

hypotension, shortness of breath, pruntus, skin rash, dry Manati, Puerto Rico 0070) 

mouth, bitter taste, excessive salivation, anorexia, ¢ uphoria, 

depression, slurred speech, confusion, restlessness, hallucina 

tions, paradoxical reactions, e.g., excitement, stimulation and 

hyperactivity, and elevated SGOT, SGPT, total and direct biliru 

bins and alkaline phosphatase. 


*within 17 minutes' on average in sleep laboratory studies 


Dalmane flurazepam HCI) € 


twith few nighttime awakenings 
for an average of 7 to 8 hours' J)-mg and 1>-mg capsules 
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"Maybeit 
will eo away. | 


The five most dangerous words in the English language. 


American Cancer Society | 


We want to cure cancer in your lifetime. 





widely useful in psychiatric practice 
when moderate anxiety 
or agitation accompanies depression 


Triavil 


containing perphenazine and amitriptyline HCI 


| prescribe it... 
, With good reason 
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Helps treat the total symptom complex—mod- 
rate anxiety and coexisting depression. 


. The antidepressant component is capable of 
leviating such symptoms of depression as early 
lorning awakening, anorexia, poor concentration, 
nd feeling of hopelessness. 


The tranquilizer component is capable of alle- 
ating symptoms of anxiety, tension, and psycho- 
iotor excitement without apparent dulling of mental 
zuity. Hypnotic effects appear to be minimal, par- 
ularly in patients who are permitted to remain 
tive. 


The drug may impair mental and/or physical 
Jilities required for performance of hazardous 
sks such as operating machinery or driving. 


Depending on the condition being treated, 
lief of symptoms of anxiety may occur within a few 
ays, but adequate relief of symptoms of depression 
ay take a few weeks or even longer. 


oymptomatic relief often increases the patient's 
dility to return to normal family, social, and voca- 
inal activities. 


Flexibility of four tablet strengths affords ease of 
Sage adjustment for better patient management. 


Initial therapy for many patients is TRIAVIL® 
25, containing 2 mg perphenazine and 25 mg 
litriptyline HCI, or TRIAVIL® 4-25, containing 4 mg 
rphenazine and 25 mg amitriptyline HCI, t.i.d. or 
.d. See full prescribing information for dosage 
elderly and adolescent patients. 


Treatment with TRIAVIL—a balanced 
ew: TRIAVIL is contraindicated in CNS depression 
im drugs. in the presence of evidence of bone 
arrow depression, and in patients hypersensitive 
phenothiazines or amitriptyline. It should not be 
ed during the acute recovery phase following 
/ocardial infarction or in patients who have 
zeived an MAOI within two weeks. Patients with 
rdiovascular disorders should be watched 
Sely. Not recommended in children or during 
»gnancy. The drug may enhance the response to 
Ohol. Antiemetic effect may obscure toxicity due 
Other drugs or mask other disorders. Since 
cide is a possibility in any depressive illness, 
tients should not have access to large quantities 
the drug. Hospitalize as soon as possible any 
tient suspected of: having taken an overdose. 


/ 


xd a 


awiderange - | 
of indications... ` 


patients with moderate to severe anxiety 
and/or agitation and depressed mood 


patients with depression in whom anxiety 
and/or agitation are severe 


patients with depression and anxiety in 
association with chronic physical disease 


schizophrenic patients who have associated 
depressive symptoms 


MSD 


MERCK [Or a brief summary of prescribing information, 
BAARIA please see following page. 
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containing perphenazine and amitriptyline HCI 


prescribe it... 
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widely useful in psychiatric practice 
when moderate anxiety or agitation 
accompanies depression 


riavil 


* 






containing perphenazine and amitriptyline HCI 


prescribe it... with good reason 





Available: 

TRIAVIL® 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 

TRIAVIL* 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 

TRIAVIL® 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 

TRIAVIL* 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 

INITIAL THERAPY FOR MANY PATIENTS 

TRIAVIL* 2-25 (or TRIAVIL* 4-25) t.i.d. or q.i.d. 

FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 

TRIAVIL* 2-10 (or TRIAVIL* 4-10) 

CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage unti! optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/cr physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage cf other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not other- 
wise explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 
blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. 

Amitriptyline: in manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patiegts with paranoid symptomatology may have an exaggeration of such 
syglons The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
‘supervision and careful adjustment of dosages are required. Paralytic ileus may 


occur in patients taking tricyclic antidepressants in combination with anticholine 
gic-type drugs. 

Caution is advised if patients receive large doses of ethchlorvynol concurrent 
Transient delirium has been reported in patients who were treated with 1g 
ethchlorvynol and 75-150 mg of amitriptyline HCI. à 

Amitriptyline HCl may enhance the response to alcohol and the efffcts 
barbiturates and other CNS depressants. P 

Concurrent administration of amitriptyline HCI and electroshock thér&py mi 

increase the hazards associated with such therapy. Such treatment should | 
limited to patients for whom it is essential. Discontinue several days before electi 
surgery if possible. Elevation and lowering of blood sugar levels have both bee 
reported. Use with caution in patients with impaired liver function. 
ADVERSE REACTIONS: Similar to those reported with either constituent alpn 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric cris 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) Na 
been reported and can usually be controlled by the concomitant use of effecti 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist afi 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or m 
occur after drug therapy with phenothiazines and related agents has be 
discontinued. The risk appears to be greater in elderly patients on high-do 
therapy, especially females. Symptoms are persistent and in some patients appe 
to be irreversible. The syndrome is characterized by rhythmical involunte 
movements of the tongue, face, mouth, or jaw. Involuntary movements of tl 
extremities sometimes occur. There is no known treatment for tardive dyskines 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that 
antipsychotic agents be discontinued if the above symptoms appear. If treatmen: 
reinstituted, or dosage of the particular drug increased, or another drug sub: 
tuted, the syndrome may be masked. Fine vermicular movements of the tong 
may be an early sign of the syndrome. The full-blown syndrome may not devel 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erytherr 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthrr 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); periphe 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbanc 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); alter 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotensic 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of p: 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, t 
nary frequency or incontinence, blurred vision, nasal congestion, and a change 
pulse rate; other adverse reactions reported with various phenothiazine co 
pounds, but not with perphenazine, include grand mal convulsions, cereb 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, q 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancy 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-te 
administration of some phenothiazines. Although it has not been reported 
patients receiving TRIAVIL, the possibility that it might occur should be consideri 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have a 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, | 
which have occurred with other pharmacologically similar tricyclic antidepress 
drugs and must be considered when amitriptyline is administered. Cardiov. 
cular: Hypotension; hypertension; tachycardia; palpitation; myocardial infarcti 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional stat 
disturbed concentration; disorientation; delusions; hallucinations; exciteme 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthes 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; < 
zures: alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mot 
blurred vision: disturbance of accommodation; increased intraocular presst 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Aller 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematoloy 
Bone marrow depression including agranulocytosis; leukopenia; eosinoph 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vor 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tong 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Tes 
ular swelling and gynecomastia in the male; breast enlargement and galactorrl! 
in the female: increased or decreased libido; elevated or lowered blood su 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or k 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. W 
drawal Symptoms: Abrupt cessation after prolonged administration may prodi 
nausea, headache, and malaise. These are not indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken an overdosage shoulc 
admitted to a hospital as soon as possible. Treatment is symptomatic i 
supportive. However, the intravenous administration of 1-3 mg of physostign 
salicylate is reported to reverse the symptoms of tricyclic antidepressant "ag 
ing. Because physostigmine is rapidly metabolized, the dosage of physostign 
should be repeated as required particularly if life-threatening signs sych 
arrhythmias, convulsions, and deep coma recur or persist after the initial dÓSac 
physostigmine. On this basis, in severe overdosage with perphenaziné-a 
tyline combinations, symptomatic treatment of central anticholinergic effects \ 
physostigmine salicylate should be considered. J7TR22 (DC6613212) 
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For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Merck Sharp & Dohme, Division 
of Merck & Co., INC., West Point, Pa. 19486. 
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Where The Action Is— ; \ 


For more than a decade the general hospital psychiatric unit has been the prin- 
cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increase of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, emergency 
service, and even consultation to community agencies. Indeed, the general 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 


This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964—and they, too, are providing a remarkably comprehensive program. 


It's your responsibility to be well-informed about these extraordinarily signifi- 
cant and vital pieces of American psychiatric service. You can do so by sending 
the order form below. 


T 
and private async hospitals 


with a foreword by ZIGMOND LEBENSOHN 





Please send me copies of Psychiatric Treatment in the Community. 
(Single copy, $3.50. Four or more copies, $2.75 each) 





Send coupon to: O bill me [] remittance enclosed 
Publications Service Division 
American Psychiatric Association Mista 
1700 18th St. N.W., Washington, 
D.C. 20009 
Address 
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Then why Cylert .for MBD? 


(pemoline) 


Because Cylert offers a lot: 


e Once-a-day dosage at home 


e Elimination of mid-day school dose and need for school 


personnel supervision 


e Avoids ups and downs of drug action brought about by multiple 


daily dosage 


e A chewable dosage form 


œ Control of medication by the parent 


e Less physician paper work (Cylert is in schedule IV) 


e Safety and efficacy proven in extensive clinical studies* 
“Copy of the Cylert Monograph available to Physicians on written request. 


Dosage and administration 


Cylert is administered as a single 
oral dose each morning. 


The recommended starting dose is 

37.5 mg/day. This daily dose should be 
gradually increased by 18.75 mg at one 
week intervals until the desired clinical 
response is obtained. The effective daily 
dose for most patients will range from 
56.25 to 75 mg. The maximum recom- 


mended daily dose of pemoline is 112.5 mg. 


Clinical improvement with Cylert is 
gradual. Using the recommended schedule 
of dosage titration, significant benefit may 
not be evident until the third or fourth 


. week of drug administration. Drug 


administration should be interrupted 
occasionally (once or twice a year) to 
determine if behavioral symptoms are 
sufficient to require continued therapy. 


When not to use medication 


Cylert should not be used for (and will not 
be effective in) simple cases of overactivity 
in school age children. 


Neither should it be used in the child who 
exhibits symptoms secondary to environ- 
mental factors and/or primary psychiatric 
disorders, including psychosis. 

The physician should rely on a complete 
history of the child and a thorough 
description of symptoms from both 


parents and teacher before postulating 
a diagnosis of MBD. 


Please see next page for Prescribing Information. 
7083202 R1 
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Cylert and Cylert Chewable Tablets 
emoline) 
© -€ 


rescribing Information 


Indicatiohs: MINIMAL BRAIN DYSFUNCTION IN CHILDREN —as 
slicers therapy to other remedial measures (psychological, educational, 
social). 

Special Diagnostic Considerations: The cause of minimal brain dysfunction 
(MBD) is unknown. Diagnosis of MBD involves the use of medical, 
psa@h ological, educational, and social tools, since no single diagnostic test is 
adequate. 

MBD is characterized by chronic moderate to severe hyperactivity, short 
attention span, distractibility, emotional lability, and impulsivity. 
Nonlocalizing (soft) neurological signs, learning disability, and abnormal 
EEG may or may not be present. The diagnosis of MBD must be based upon 
à complete history and evaluation of the child and not solely on the presence 
of one or more of these characteristics. 

Drug treatment is not indicated for all children with MBD. In the primary 
therapy of MBD, appropriate educational placement is essential and 
psychosocial intervention is generally necessary. When these measures alone 
are insufficient, the decision to prescribe stimulant medication will depend 
upon the physician's assessment of the chronicity and severity of the child's 
symptoms. Stimulants are not intended for use in the child who exhibits 
symptoms secondary to environmental factors and/or primary psychiatric 
disorders, including psychosis. 


Contraindications: Cylert (pemoline) is contraindicated in patients with 
known hypersensitivity or idiosyncrasy to the drug. (See ADVERSE 
REACTIONS.) 


Warnings: Cylert is not recommended for children less than 6 years of age 
since its safety and efficacy in this age group have not been established. 

Sufficient data on the safety and the efficacy of the long-term use of Cylert 
in children with minimal brain dysfunction are not yet available. 

A temporary suppression of the predicted growth rate (weight and/or 
height gain) has been reported for children receiving long-term stimulant 
therapy. A definite causal relationship between stimulant drugs and this 
finding has not been established. 


Precautions: Liver function tests should be performed periodically during 
therapy with Cylert. The drug should be discontinued if abnormalities are 
revealed and confirmed by follow-up tests. (See ADVERSE REACTIONS 
regarding reports of abnormal liver function tests and jaundice.) 

Cylert should be administered with caution to patients with significantly 
impaired hepatic or renal function. 

The interaction of Cylert with other drugs has not been studied in humans. 
Patients who are receiving Cylert concurrently with other drugs, especially 
drugs with CNS activity, should be monitored carefully. 

Cylert failed to demonstrate a potential for self-administration in primates. 
However, the pharmacologic similarity of pemoline to other 
psychostimulants with known dependence liability suggests that 
psychological and/or physical dependence might also occur with Cylert. 
There have been isolated reports of transient psychotic symptoms occurring 
in adults following the long-term misuse of excessive oral doses of pemoline. 
Cylert should be given with caution to emotionally unstable patients who 
may increase the dosage on their own initiative. 

Usage during Pregnancy and Lactation: The safety of Cylert (pemoline) for 
use during pregnancy and lactation has not been established. 

Fertility. reproduction, and teratology studies were conducted in laboratory 
animals. Pemoline. in doses of 18.75 or 37.5 mg./kg./day, had no effect on the 
fertility of male or female rats. The drug, when given to pregnant rats (from 
gestation day 15 through weaning) and to rabbits (from gestation days 6-18) 
at these same dosage levels, produced no teratogenic or embryotoxic effects, 
and had no effect on the viability of the young at birth. However, increased 
incidences of stillbirths and cannabilization were observed when pemoline 
was given to rats at these dosage levels, beginning 14 days prior to conception. 


Adverse Reactions: Insomnia is the most frequently reported side effect of 
Cylert; it usually occurs early in therapy, prior to an optimum therapeutic 
response. In the majority of cases it is transient in nature or responds to a 
reduction in dosage. 

Anorexia with weight loss may occur during the first weeks of therapy. In 
the majority of cases it is transient in nature; weight gain usually resumes 
within three to six months. 

Stomach ache, skin rashes. increased irritability, mild depression, nausea, 
dizziness, headache, drowsiness, and hallucinations have been reported. 

Elevations of SGOT, SGPT, and serum LDH have occurred in patients 
taking Cylert, usually after several months of therapy. These effects appear to 
be reversible upon withdrawal of the drug. and are thought to be 
manifestations of a delayed hypersensitivity reaction. There have also been à 
few reports of jaundice occurring in patients taking Cylert; a causal 
relationship between the drug and this clinical finding has not been 
established. 

There have been reports of dyskinetic movements of the lips, face, and 
extremities occurring with the use of Cylert. Convulsive seizures have also 
been reported. A definite causal relationship between Cylert and these 
reactions has not been established. 

Mild adverse reactions appearing early during the course of treatment with 
Cylert often remit with continuing therapy. If adverse reactions are of a 
significant or protracted nature, dosage should be reduced or the drug 
discontinued. 


Es Supplied: Cylert (pemoline) is supplied as monogrammed, grooved 
tablets in three dosage strengths: 
18.75 mg. tablets (yellow-colored) in bottles of 100 (NDC 0074-6025-13) 
37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-605 7-13) 
75 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-6073-13) 


Cylert Chewable is supplied as monogrammed, grooved tablets in one 
dosage ghe 
37.5 fig. tablets (orange-colored) ests 
in bottles of 100 (NDC 0074-6088-13) 
. 708 3202R 
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A E 
Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY ’s 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 
Legal Terms 
Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. 


Order Form: Paperback Edition 
Please send me copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea.; 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 3596 discount.) 








| | bill me [ | remittance enclosed 
Name 

Address 

City 22.5" pU = Sie S Ip 


Send coupon to: Publications Sales . 
American Psychiatric Assn. 
1700 18th St., N.W. : 
Washington, D.C. 20009 
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MANUAL OF PSYCHIATRIC . 
PEER REVIEW | 


by the Peer Review Committee of the American Psychiatric Association, Donald G. Langsley, M.D., Chairperson in cooperation 
with the Joint Task Force on Diagnostic Criteria for Analyzability of the American Psychoanalytic Association, William Off- 
enkrantz, M.D., Chairperson, and the Peer Review Committee of the American Academy of Child Psychiatry. Larry B. Silver, 
M.D., Chairperson. 


MANUAL 
OF 
PSYCHIATRIC PEER REVIEW 








“This Manual provides a set of guidelines for district branches of APA and their peer review commitiees which should be adapted and 
modified in terms of local criteria, standards, and practices. The guidelines are not intended to be hard and fast rules. They are 
screening criteria, and not regulations to control practice. T bey are so designed that they can be utilized by non-bhysicians to identify 
those cases that can profitably be reviewed by psychiatrists serving on peer review committees. This document should be viewed as 
transitional, subject to revision as experience 1s gained, and continually updated in response to advances in psychiatric knowledge and 


changes in patterns of practice... . The application of these standards, and refinement through experience must rest with tbe peer 

review committees of district branches... . It should help them to move ahead in the development of a peer review for American 
psychiatry.” 

Robert W. Gibson, M.D. 

President 


Part I titled PSYCHIATRIC PEER REVIEW contains sections on Basic Relationships and Responsibilities, Appointment of 
Peer Review Committees, Funding, Operations and Procedures, Medical Care Evaluation Studies, Appeals Processes, Special 
Problems, Confidentiality, Educational Aspects, Medical Ethics, Advocacy, Interdisciplinary Aspects, with Appendices on Model 
Screening Format for Inpatient Treatment for Alcoholism, Model Screening Format for Outpatient Treatment, Sample Form for 
Requesting Extension of Office Treatment, Claims Review Guidelines Suggestions, APA Position Papers on Peer Review, 
Bibliography. 

Part II titled PSYCHOANALYTIC PEER REVIEW has sections on Steps in Peer Review for Psychoanalysis, Guicelines for 
Model Criteria Sets, Pilot Application of Guidelines for Model Criteria Sets, Sample Peer Review Form, Sample data from Pilot 
Applications of Guidelines, and Glossary of Terms Used. 

Part III titled PEER REVIEW AND CHILD PSYCHIATRY contains sections of Special Considerations, Legal Rights of Chil- 
dren, Issue of Confidentiality, Conclusions, References, and Appendices on Model Screen Criteria Format for Intermediate Care, 
for Acute Care in a Short Stay Facilities, and for Partial Hospitalization, Outpatient Diagnostic Evaluation Procedures, and Out- 
patient Treatment for Children and Adolescents. 


Published by the American Psychiatric Association, Washington, D.C., September 1976. 114 pages. Spiral binding. Single cop- 
ies, $6.00. For orders of 10 or more, $5.00 per copy. 


Send coupon to: 

Publication Services Division, 
American Psychiatric Association 
1700 18th St., N.W. 

Washington, D.C. 20009. 





Please send me copy(ies) of Manual of Psychiatric Peer Review, order #168, @ $6.00 ea; 10 or more copies. 


$5.00 ea. 
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tor the treatment 
of anxiety 


(prazepam 





. Verstran (prazepam) provides 4 

the antianxiety effectiveness you -\ 

. expect from a benzodiazepine = - 
—plus dosage versatility 








Verstran Verstran 
Reduces symptoms of anxiety- | Eleven double-blind studies 
whether psychic or somatic. | totaling 560 patients were con- 


in origin. ducted using b.i.d. and h.s. 
dosage regimens. Global 
Verstran Improvement Ratings, made 


Provides the simplicity of a at week 2, 3, or 4 for the b.i.d. 
single scored 10 mg tablet to | dose, and at week 3 or 4 for 





facilitate titration. the h.s. dose, confirmed the 
clinical efficacy of Verstran 
Plus 2 dosage options in both dosage options? ' 


Option 1: 

Verstran can be administered in a daily 

divided dose. 

Starting with 10 mg b.i.d., dosage may be titrated 
gradually within a range of 20 to 60 mg per day in 
accordance with response. 


Option 2: 

Verstran can be taken once a day’ 

The usual starting dose for this regimen is 20 mg (two 
10 mg tablets). Optimum dosage usually ranges from 
20 to 40 mg daily. 





* *At bedtime 
* **Data on file, Warner/Chilcott Medical Department. 


servation 





information. 


.. 


m Verstran 
Effective for the symptomatic relief of 
a wide range of anxiety conditions — 
whether psychic or somatic in origin. 


= Verstran 


The versatility of fully effective divided 
or single daily dosage.* 


Verstran” (prazepam) (N 


Caution: Federal law prohibits dispensing without 
prescription. 


Description: Verstran (prazepam), a benzodiazepine 
derivative, is identified chemically as 7-chloro-l-(cyclo- 
propylmethyl)-1,3-dihydro-5-phenyl-2H-l, 4-benzodiaz - 
epin-2-one.The molecular weight is 324.8 and the 
structural formula is as follows 


Clinical Pharmacology: Studies in normal subjects 
have shown that Verstran (prazepam) has depressant 
effects on the central nervous system. Oral administra- 
tion of single doses as high as 60 mg and divided doses 
up to 100 mg t.i.d. (300 mg tota! daily dose) were 
without toxic effects. 


Single oral doses of Verstran in normal subjects pro- 
duced peak blood levels at 6 hours postadministration, 
with significant amounts still present after 48 hours. 
Verstran was slowly absorbed over c prolonged perioc, 
rather constant blood levels were maintained, and 
excretion was prolonged. The mean half-life of praze- 
pam measured in subjects given 10 mg t.i.d. for one 
week was 63(+ 15s.d.)hours before and 70( + 10 s.d.) 
hours after multiple dosing—a nonsignificant dif- 
ference. Human metabolism studies showed that prior 
to elimination from the body, prazepam is metabolized 
in large part to 3-hydroxyprazepam and oxazepam. 


Indications: Verstran (prazepom) is indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct in 
disease states in which anxiety is manifested. 


Contraindications: Verstran (prazepam) is contrcindi- 
cated in patients with a known sensitivity to the drug and 
in those with acute narrow angle glaucoma. 


Warnings: Verstran (prazepam) is not recommended in 
psychotic states and in those psychiatric disorders in 
which anxiety is not a prominent feature. 


Patients taking Verstran should be cautioned against 
engaging in hazardous occupations requiring mental 
alertness, such as operating dangerous machinery, 
including motor vehicles. 


Because Verstran has a central nervous system depres- 


sant effect, patients should be advised against the 
simyltaneous use of other CNS-depressant drugs, 
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prazepam). 


= Verstran 


The simplicity of a single scored 
10 mg tablet. 


u Verstran 


Side effects are characteristic of 


benzodiazepine drugs.* 


including phenothiazines, narcotics, barbiturates, MAO 
inhibitors and other antidepressants. The effects of 
alcohol may alse be increased. 


Physical and Psychological Dependence: Withdrawal 
symptoms similar in character to those noted with 
barbiturates and alcohol have occurred following 
abrupt discontinuance of benzodiazepine drugs. These 
symptoms include convulsions, tremor, abdominal and 
muscle cramps, vomiting and sweating. Addiction- 
prone individuals, such as drug addicts and alcoholics, 
should be under careful surveillance when receiving 
benzodiazepines because of the predisposition of such 
patients to habituation and dependence. 


Precautions: 

Use in Pregnancy and Lactation: 

An increased risk of congenital malformations asso- 
ciated with the use of minor tranquilizers (chlordiaze- 
poxide, diazepam, and meprobamate) during the first 
trimester of pregnancy has been suggested in several 
studies. Verstran (prazepam) a benzodiazepine deriva- 
tive, has not been studied adequately to determine 
whether it, too, may be associated with an increased risk 
of fetal abnormality. Because use of these drugs is rarely 
a matter of urgency, their use during this period should 
almost always be avoided. The possibility that a woman 
of childbearing potential may be pregnant at the time of 
institution of therapy should be considered. Patients 
should be advised that if they become pregnant during 
therapy or intend to become pregnant they should 
communicate with their physician about the desirability 
of discontinuing the drug. In view of their molecular size, 
Verstran and its metabolites are probably excreted in 
human milk. Therefore, this drug should not be given to 
nursing mothers. 


In those patients in whom a degree of depression 
accompanies the anxiety, suicidal tendencies may be 
present, and protective measures may be required. The 
least amount of drug that is feasible should be available 
to the patient at any one time. 


Patients taking Verstran for prolonged periods should 
have blood counts and liver function tests periodically, 
The usual precautions in treating patients with impaired 
renal or hepatic function should also be observed. 
Hepatomegaly and cholestasis were observed in 
chronic toxicity studies in rats and dogs. 


In elderly or debilitated patients, the initial dose should 
be small, and increments should be made gradually, in 
accordance with the response of the patient, to preclude 
ataxia or excessive sedation. 


Pediatric Use: 
Safety and effectiveness in patients below the age of 18 
have not been established. 


Adverse Reactions: The side effects most frequently 
reported during double-blind placebo-controlled trials 
employing a typical 30 mg divided total daily dose and 
the percent incidence in the Verstran (prazepam) group 
were: fatigue (11.6%), dizziness (8.7%), weakness (7.7%), 
drowsiness (6.8%), lightheadedness (6.8%), and ataxia 
(5.0%). Less frequently reported were: headache, con- 
fusion, tremor, vivid dreams, slurred speech, palpitation, 
stimulation, dry mouth, diaphoresis, and various gas- 
trointestinal complaints. Other side effects included: 


pruritus, transient skin rashes, swelling of feet, joint 
pains, various genitourinary complaints, blurred vision, 
and syncope. Single nightly dose, controlled trials of 
variable dosages showed a dose-related incidence of 
these same side effects. Transient and reversible aberra- 
tions of liver function tests have been reported, as have 
slight decreases in blood pressure and increases in body 
weight. * 


These findings are characteristic of benzodiazepine 
drugs. 


Overdosage: As in the management of overdosage 
with any drug, it should be borne in mind that multiple 
agents may have been taken. 


If vomiting has not occurred spontaneously, it should be 
induced. Immediate gastric lavage is also recom- 
mended. General supportive care, including frequent 
monitoring of the vital signs and close observation of 
the patient, is indicated. Hypotension, though unlikely, 
may be controlled with Levophed" (levarterenol bitar- 
trate) or Aramine™ (metcraminol bitartrate). Caffeine 
and Sodium Benzoate Injection, USP may be used to 
counteract central nervous system depressant effects. 


Dosage and Administration: Verstran (prazepam) is 
administered orally in divided doses. The usual daily 
dose is 30 mg. The dose should be adjusted gradually 
within the range of 20 to 60 mg daily in accordance with 
the response of the patient. In elderly or debilitated 
patients it is advisable to initiate treatment at a divided 
daily dose of 10 mg to 15 mg. (See Precautions.) 


Prazepam may also be administered as a single dose 
daily at bedtime. The recommended starting nightly 
dose is 20 mg. The response of the patient to several 
days treatment will permit the physician to adjust the 
dose upward or, occasionally, downward to maximize 
antianxiety effect with a minimum of daytime drowsi- 
ness. The optimum dosage will usually range from 20 to 
40 mg. 


Drug Interactions: |f Verstran (prazepam) is to be 
combined with other drugs acting on the central 
nervous system, careful consideration should be given 
to the pharmacology of the agents to be employed. The 
actions of the benzodiazepines may be potentiated by 
barbiturates, narcotics, phenothiazines, monamine oxi- 
dase inhibitors or other antidepressants. 


If Verstran is used to treat anxiety associated with 
somatic disease states, careful attention must be paid to 
possible drug interaction with concomitant medication. 
How Supplied: Verstran (prazepam) 10 mg light blue, 
scored tablets in bottles of 100 (N 0047-0276-51). 


STORE BETWEEN 59°-86° F (15°-30° C). 


* At bedtime 
* * Please see this page for warnings, precautions and 


adverse reactions. 


U.S. Patents 3192199, 3192200 P 


Warner / Chilcott . 
Division, 

Warner.Lambert Company 

Morris Plains, N.J. 07950 
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FAVORABLE BENEFIT/RISK PROFILE, 
WHICH MAY ENHANCE COMPLIANCE* 















MODERATE Extrapyramidal reactions 
incidence 


NO 
incidence 


LOW 
incidence 





Tolerance development 
Hepatotoxic changes 


Ophthalmological changes 


Excessive weight gain 
Impotence 
Decreased libido 
Skin pigmentation 


Thyroid function changes 
Persistent tardive dyskinesia 


Sedation 


Adverse drug interactions 


Hypotension 
Hematological changes 
Lactation 


Amenorrhea 
Autonomic changes 
Skin rash 
Nonpersistent symptoms 
of tardive dyskinesia 





$2 table compiled from clinical and field reports, according to the best available information 
LJ 


.. With a low incidence 
of adverse side effects on 


MODAN 


molindone HCI 


e an effective antipsychotic agent 
e nota phenothiazine 








Further advantages 
with MOBAN* 


The pharmacological effect from 
a single oral dose persists for 
24-36 hours, permitting h.s. 
dosage, once the daily dosage 
level is established. 


Several clinicians have reported 
that obese patients on MOBAN® 
frequently experienced a marked 
reduction in weight toward 
normal weight. 


How to use MOBAN® 


The usual starting dose is 

90-75 mg/day. You can increase 
to 100 mg/day in 3-4 days. Titrate 
individually up or down depend- 
ing on patient response. Some 
chronic, treatment-resistant 
patients may require an increase 
to 400 mg/day. (However, the 
long-term safety of 400 mg/day 
has not been established.) Please 
refer to complete prescribing 
information for further dosage 
instructions. 


For complete prescribing information, please 
see next page 


Endo Laboratories. Inc. 


Garden City. New York 11530  * 


Subsidiary of E | du Pont de Nemours & Co (Inc ) 
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Patient 


DESCRIPTION MOBAN® (molindone hydrochloride) is a 

dihydroindolone compound which is not structurally related to the 

phenothiazines, the butyrophenones or the thioxanthenes. 

MOBAN® is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 

indol-4 (5H)-one hydrochloride. It is a white crystalline powder, 

HH! d in water and alcohol and has a molecular weight of 
12.67. 


O 
O N-CH2 CH2-CH3 
T | CH e HCI 
H 
MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN® (molindone hydrochloride) has a pharmacological 
profile in laboratory animals which predominantly resembles that of 
major tranquilizers causing reduction of spontaneous locomotion 
and aggressiveness, suppression of a conditional response and 
antagonism of the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, MOBAN® antagonizes the 
depression caused by the tranquilizing agent tetrabenazine. 


In human clinical studies tranquilization is achieved in the absence 
of muscle relaxing or incoordinating effects. Based on EEG studies, 
MOBAN® exerts its effect on the ascending reticular activating 
system. 


Human metabolic studies show MOBAN® (molindone hydrochloride) 
to be rapidly absorbed and metabolized when given orally. 
Unmetabolized drug reached a peak blood level at 1.5 hours. 
Pharmacological effect from a single oral dose persists for 24-36 
hours. There are 36 recognized metabolites with less than 2-3% 
unmetabolized MOBAN® being excreted in urine and feces. 
INDICATIONS MOBAN® (molindone hydrochloride) is indicated in the 
management of the manifestations of schizophrenia. 
CONTRAINDICATIONS MOBAN® (molindone hydrochloride) is 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states, and in 
patients with known hypersensitivity to the drug. 
WARNINGS Usage in Pregnancy: Studies in the pregnant patient 
have not been carried out. Reproduction studies have been 
performed in the following animals: 
Pregnant Rats oral dose— 20 mg/kg/day—10 days 
no adverse effect 

40 mg/kg/day—10 days 
no adverse effect 
Pregnant Mice oral dose— 
slight increase resorptions 


20 mg/kg/day—10 days 


40 mg/kg/day—10 days 
slight increase resorptions 


Pregnant Rabbits oral dose— 5 mg/kg/cay—12 days 
no adverse effect 

10 mg/kg/day—12 days 
no adverse effect 

20 mg/kg/day— 12 days 
no adverse effect 


Animal reproductive studies have not demonstrated a teratogenic 
potential. The anticipated benefits must be weighed against the 
unknown risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the content of MOBAN* 
(molindone hydrochloride) in the milk of nursing mothers. 


Usage in Children: Use of MOBAN® (molindone hydrochloride) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not been 
established. 


PRECAUTIONS Some patients receiving MOBAN* (molindone 
hydrochloride) may ncte drowsiness initially and they should be 
advised against activities requiring mental alertness until their 
response to the drug has been establishec. 


Increased activity has been noted in patients receiving MOBAN* 
Caution should be exercised where increased activity may be 
harmful. 


MOBAN* does not lower the seizure threshold in experimental 
ênimals to the degree noted with more sedating antipsychotic 
drugs. However, convulsive seizures have been reported in a few 
instances. 


The physician should be aware that this tablet preparation contains 
calcium sulfate as an excipient and that calcium ions may interfere 
with the absorption of preparations containing phenytoin sodium 
and tetracyclines. 


MOBAN® has an antiemetic effect in animals. A similar effect may 
occur in humans and may obscure signs of intestinal obstruction or 
brain tumor. 


ADVERSE REACTIONS CNS EFFECTS The most frequently occurring 
effect is initial drowsiness that generally subsides with continued 
usage of the drug or lowering of the dose. 


Noted less frequently were depression, hyperactivity and euphoria. 
Neurological 

Extrapyramidal Reactions 

Extrapyramidal reactions noted below may occur in susceptible 
individuals and are usually reversible with appropriate 
management. 


Akathisia 
Motor restlessness may occur early. 


Parkinson Syndrome 

Akinesia, characterized by rigidity, immobility and reduction of 
voluntary movements and tremor, have been observed. Occurrence is 
less frequent than akathisia. 


Dystonic Syndrome 

Prolonged abnormal contractions of muscle groups occur 
infrequently. These symptoms may be managed by the addition of a 
synthetic antiparkinson agent (other than L-dopa), small doses of 
sedative drugs, and/or reduction in dosage. 


Autonomic Nervous System 

Occasionally blurring of vision, tachycardia, nausea, dry mouth and 
salivation have been reported. Urinary retention and constipation 
may occur particularly if anticholinergic drugs are used to treat 
extrapyramidal symptoms. 


Hematological 

There have been rare reports of leucopenia and leucocytosis. If such 
reactions occur, treatment with MOBAN® may continue if clinical 
symptoms are absent. Alterations of blood glucose, liver function 
tests, B.U.N., and red blood cells have not been considered clinically 
significant. 


Metabolic and Endocrine Effects 

Alteration of thyroid function has not been significant. Amenorrhea 
has been reported infrequently. Resumption of menses in previously 
amenorrheic women has been reported. Initially heavy menses may 
occur. Lactation associated with MOBAN® therapy has not been 
reported. Increase in libido has been noted in some patients. 
Impotence has not been reported. Although both weight gain and 
weight loss have been in the direction of normal or ideal weight, 
excessive weight gain has nat occurred with MOBAN®. 


Cardiovascular 

Rare, transient, non-specific T wave changes have been reported on 
E.K.G. Association with a clinical syndrome has not been 
established. Rarely has significant hypotension been reported. 


Ophthalmological 

Lensopacities and pigmentary retinopathy have not been reported 
where patients have received MOBAN® (molindone hydrochloride). In 
some patients, phenothiazineinduced lenticularopacities have 
resolved following discontinuation of the phenothiazine while 
continuing therapy with MOBAN®. 

Skin 

Early, non-specific skin rash. probably of allergic origin, has 
occasionally been reported. Skin pigmentation has not been seen 
with MOBAN® usage alone. 


MOBAN® (molindone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions are often extensions of the pharmacological activity of a 
drug, all of the known pharmacological effects associated with other 
antipsychotic drugs should be kept in mind when MOBAN® is used. 
Upon abrupt withdrawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia 
Although rarely reported with MOBAN® (molindone hydrochloride) 
symptoms were reversible upon discontinuation of therapy. 


Tardive dyskinesia associated with other agents has appeared in 
some patients on long-term therapy and has also appeared after 
drug therapy has been discontinued. The risk appears to be greater 
in elderly patients on high-dose therapy, especially females. The 
symptoms are persistent and in some patients appear to be 
irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing 
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movements). There may be involuntary movements of extremities. 


There is no known effective treatment of tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. Should it be necessary to 
reinstitute treatment, or increase the dosage of the agent, or switch 
to a different antipsychotic agent, the syndrome may be masked. It 
has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication is 
stopped at that time the syndrome may not develop. 


DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
MOBAN® (molindone hydrochloride) should be individualized. 


Initial Dosage Schedule 
The usual starting dosage is 50-75 mg/day. 


—Increase to 100 mg/day in 3 or 4 days. 


— Based on severity of symptomatology, dosage may be titrated 
up or down depending on individual patient response. 


—An increase to 225 mg/day may be required in patients with 
severe symptomatology. 


—Some chronic, treatment resistant patients, may require up to 
400 mg/day (however, the long term safety of 400 mg/day has 
not been established). 


Elderly and debilitated patients should be started on lower dosage. 
Maintenance Dosage Schedule 

].Mild—5 mg-15 mg three or four times a day. 

2. Moderate— 10 mg-25 mg three or four times a day. 
3. Severe— 225 mg/day may be required. 

Dosages may be administered once a day. 


DRUG INTERACTIONS Potentiation of drugs administered 
concurrently with MOBAN® (molindone hydrochloride) has not been 
reported. Additionally, animal studies have not shown increased 
toxicity when MOBAN® is given concurrently with representative 
members of three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs) 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
should be the rule. 


Gastric lavage is indicated for the reduction of absorption of 
MOBAN® (molindone hydrochloride) which is freely soluble in water. 


Since the adsorption of MOBAN® (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidote 
must be considered of theoretical value. 


Emesis in a comatose patient is contraindicated. Additionally, while 
the emetic effect of apomorphine is blocked by MOBAN® in animals, 
this blocking effect has not been determined in humans. 


A significant increase in the rate of removal of unmetabolized 
MOBAN® from the body by forced diuresis, peritoneal or renal 
dialysis would not be expected. (Only 2% of a single ingested dose 
of MOBAN® is excreted unmetabolized in the urine.) 


However, poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be based on 
general principles, the amount of unmetabolized MOBAN® in feces 
is less than 1%. Extrapyramidal symptoms have responded to the 
use of diphenhydramine (Benadryl*) and the synthetic 
anticholinergic antiparkinson agents (i.e., Artane" , Cogentin", 
Akineton *). 


HOW SUPPLIED As tablets in bottles of 100 and 1000 with potencies 
and colors as follows: 5 mg orange, 10 mg lavender, 25 mg light 
green. 


* Benadryl — Trademark, Parke Davis and Co. 
"Artane — Trademark, Lederle Laboratories 

* Cogentin—Trademark, Merck Sharp & Dohme 

* Akineton — Trademark, Knoll Pharmaceutical Co 


MOBAN* is an Endo Registered U.S. Trademark 
U.S. Pat. 3,491,093 


Endo Laboratories.Inc. 


Subsidiary of E |. du Pont de Nemours & Co. (Inc.), 
Garden City. New York 11530 
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PROGRAM |: 3 HOURS 
PSYCHOTHERAPY 
OBESITY AND PSYCHOANALYSIS 


PATIENT-THERAPIST MATCHING: 
A RESEARCH EVALUATION 


BORDERLINE ADULT: THERAPEUTIC 
ALLIANCE AND TRANSFERENCE 


BRIEF PSYCHOTHERAPY OF NARCISSISTIC 
DISTURBANCES 


BRIEF THERAPY: THEORY AND PRACTICE 


SELECTION OF TEMPORAL PARAMETERS 
IN PSYCHOTHERAPY 


PROGRAM Il: 3 HOURS 
CRITERIA FOR DIAGNOSIS 1 
DSM-III: TIMELY OR PREMATURE? 


RESEARCH DIAGNOSTIC CRITERIA: 
RATIONALE AND RELIABILITY 


BLINDNESS AND RELIABILITY IN PSYCHIATRIC 
DIAGNOSIS 


DO PSYCHIATRIC PATIENTS FIT THEIR 
DIAGNOSES? 


DIAGNOSIS OF NON-PATIENTS IN THE 
GENERAL COMMUNITY 


PROGRAM IIl: 3 HOURS 


PERSONALITY AND DEPRESSION: 
NEW APPROACHES 


CYCLOTHYMIA AS SUBCLINICAL EXPRESSION 
OF DEPRESSION 


DEPRESSION AND THE EVOLUTION OF 
PERSONALITY DISORDERS 


MALADAPTIVE COGNITIVE TRAITS IN 
DEPRESSION 


INTERPERSONAL DEPENDENCY: 
AN EMPIRICAL APPROACH 


PROGRAM IV: 3 HOURS 
TREATMENT OF DEPRESSION AND ANXIETY 


PREDICTORS OF AMPHETAMINE RESPONSE 
IN DEPRESSION 


SHOULD MAO INHIBITORS BE ABANDONED? 
DIAZEPAM INDUCED HOSTILITY IN DEPRESSION 








AV/MD 





NAME 

TINSTITUTION 

STREET 

CITY STATE 
eS IP 


AV/MD Educational Programs may be tax deductible. 


Prices are subject to change without notice. 


tif Paid by Institution, please attach your purchase order. 


“N.Y. State residents blease add sales tax. 


3 CASSETTES $25.00 


3 CASSETTES $25.00 


3 CASSETTES $25.00 


3 CASSETTES $25.00 


Titles are subject to removal from program without notice. 


CASSETTE LECTURES 


OF THE 130th ANNUAL MEETING’ 


AMERICAN 





PSYCHIATRIC 
ASSOCIATION 


BENZODIAZEPINES (TRIAZOLAM & FLURAZEPAM) 
AND COGNITIVE IMPAIRMENT 


ANTIDEPRESSANT TREATMENT OF SEVERE 
PHOBIC ANXIETY 


DOES THE LOCUS COERULEUS MEDIATE 
ANXIETY AND FEAR? 


PROGRAM V: 3 HOURS 3 CASSETTES $25.00 


NIMH-CRB CLINICAL COLLABORATIVE 
DEPRESSION STUDY 


PATIENTS WITH AN AFFECTIVE SYNDROME: 
USE OF THE SCHEDULE FOR AFFECTIVE 
DISORDERS AND SCHIZOPHRENIA 


USING THE RESEARCH DIAGNOSTIC CRITERIA 
TO STUDY AFFECTIVE DISORDERS 


NEUROTIC DEPRESSION: A SYSTEMATIC 
ANALYSIS OF ITS MULTIPLE MEANINGS 


FAMILIAL FACTORS IN AFFECTIVE DISORDERS 


PERSONALITY ATTRIBUTES AND AFFECTIVE 
DISORDERS 


CROSS-CENTER COMPARABILITY OF CLINICAL 
JUDGMENTS 


PROGRAM VI: 3 HOURS 3 CASSETTES $25.00 
PHENOMENOLOGY OF DEPRESSION 


LIFE EVENTS AND THE ONSET OF BIPOLAR 
AFFECTIVE ILLNESS 


THINKING AND LANGUAGE IN DEPRESSION 


FAMILY DYNAMICS AND MANIC-DEPRESSIVE 
ILLNESS 


PHENOMENOLOGY OF DEPRESSION IN 
ADOLESCENCE 


SEROTONIN AND NOREPINEPHRINE 
SUBGROUPS IN DEPRESSION 


PROGRAM VII: 3 HOURS 3 CASSETTES $25.00 
PHENOMENOLOGY OF SCHIZOPHRENIA 


ARE FIRST-RANK SYMPTOMS RELEVANT TO 
SCHIZOPHRENIA? 


SCHIZOPHRENIA OF GOOD PROGNOSIS: 
A DISTINCT SYNDROME? 


IS MODERN-DAY SCHIZOPHRENIC OUTCOME 
STILL NEGATIVE? 





SCHIZOPHRENIC ASSOCIATIONS AND 
INTERMINGLING 


JUDGING EMOTIONS IN NORMALS AND 
SCHIZOPHRENICS 


PROGRAM Vili: 3 HOURS 3 CASSETTES $25.00 
PSYCHOPHARMACOLOGY OF SCHIZOPHRENIA 


LITHIUM IN PSYCHOTIC AND REMITTED 
SCHIZOPHRENICS 


ANTIPARKINSONIANS AND PLASMA LEVEL 
OF NEUROLEPTICS 


FACTORS RELATED TO TARDIVE DYSKINESIA 
COVERT DYSKINESIA 


AMANTADINE IN NEUROLEPTIC 
EXTRAPYRAMIDAL REACTIONS 


EFFECT OF APOMORPHINE ON 
SCHIZOPHRENIC SYMPTOMS 


PROGRAM IX: 3 HOURS 3 CASSETTES $25.00 
SUICIDAL BEHAVIOR 


HUMAN FACTORS IN CRASHES: CAUSES OR 
CORRELATES 


DISGUISED SUICIDAL BEHAVIOR 
DEPRESSIVES AT LOW AND HIGH RISK FOR SUICIDE 


END OF THE OREGON TRAIL: SUICIDES -- 
1894 THRU 1974 





CASSETTES PACKAGED IN LIBRARY BINDER. 


“These materials meet the criteria of Category V con- 


tinuing education activities of the APA Continuing 
Med cal Education Requirements and the AMA Physi- 
cian Recognition Award. 


EQUIPMENT 
TAPE RECORDERS/PLAYERS 
MODEL RQ 309S $39.95 


Panesonic Portable Recorder/Player, built-in micro- , 
phore, auto-stop, earphone monitor, with batteries, 
A-C cord, 3" high by 5" wide by 102" long; weighs 

41⁄2 lbs., with carrying handle. A $49.95 value. 


MODEL RQ 212DS $69.95 


Panasonic Pocket Size Recorder/Player. built-in Micro- 
phone, digital counter, pause control, battery/VU meter, 

4" high by 2" wide by 6?4" long; weighs 2 Ibs. with pro- 
tective carrying case. A $89.95 value. 


CASSETTE LECTURES OF THE 130th ANNUAL MEETING 


AMERICAN PSYCHIATRIC ASSOCIATION 
CHECK SELECTIONS LISTED BELOW 


Lj $25 Program No.! |. $25 
O $25 Program No.ll [0 $25 
O $25 Program No.Ill () $25 
O $25 Program No.IV O $25 
.1$25 Program No. V 


TAPE RECORDERS/PLA YERS 


O $39.95 Model RQ 309S 
O $69.95 Model RQ 212DS 


Program No. VI 
Program No. VII 
Program No. Vill 
Program No. IX 


ORDER FORM 


No. of Programs 

No. Pcs. of Equipment 
Shipping and Handling additional 

Total cost of Programs $ 

Total cost of Equipment $ 


*TOTAL $ 


PLEASE MAKE CHECKS OR MONEY ORDERS PAYABLE TO: 
AVIMD, 850 THIRD AVENUE, NEW YORK, N.Y. 10022 


A QQ 


PSYCHIATRIST-MEDICAL 
i DIRECTOR 


Are you interested in stress-reducing, good 
` life of mild four season climate in beautiful 
. mountain resort and retirement area with 
unique cosmopolitan atmosphere near 
Great Smokies of Western North 
Carolina? Interested in excitement of help- 
ing a small, progressive mental health 
center with 40 staff develop full range of 
high quality services in two county area of 
70,000 residents? Interested in community 
mental health and interdisciplinary ap- 
proach to service? If so, we'd like to talk to 
you! Salary of $35,000 to $41,000 for ex- 
perienced person, (or $29,000 to $32,000 
for person just out of residency) very ade- 
quate given cost of living in this area. 
Good fringes, some moving expenses 
possible. Send resume and salary re- 
quirements to Ron Metzger, Exec. Dir., 
Trend CMHS, 928 Greenville Highway, 
Hendersonville, N. C. 28739. 


Se 
THE 5A TIONAL 
CEOGRAPHIC 


T MAGAZINE 


THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW. your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 lbs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 
Reasonably priced, too. Only $4.25, 3 for $12.00, 6 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 


JESSE JONES BOX CORP. (Since 1843) 
Départment JP9—Philadelphia 41, Pa. 19141 
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LIBRIUM (chlordiazepoxide HC)". 7. 
5 mg,10 mg, 25 mg capsules 


Before prescribing, please consult complete product k4 
information, a summary of which follows: 

Indications: Relief of anxiety and tension occurring alone 
or accompanying various disease states. 
Contraindications: Patients with known hypersensitivity to 
the drug. ee 
Warnings: Warn patients that mental and/or physical abili- 
ties required for tasks such as driving or operating ma- 
chinery may be impaired, as may be mental alertness in 
children, and that concomitant use with alcohol or CNS 
depressants may have an additive effect. Though physical 
and psychological dependence have rarely been reported 
on recommended doses, use caution in administering to 
addiction-prone individuals or those who might increase 
dosage; withdrawal symptoms (including convulsions), 
following discontinuation of the drug and similar to those 
seen with barbiturates, have been reported. 


Usage in Pregnancy: Use of minor tranquilizers 
during first trimester should almost always be 
avoided because of increased risk of congenital 
malformations as suggested in several studies. 
Consider possibility of pregnancy when institut- 
ing therapy; advise patients to discuss therapy 
if they intend to or do become pregnant. 


Precautions: In the elderly and debilitated, and in children 
over six, limit to smallest effective dosage (initially 10 mg 
or less per day) to preclude ataxia or oversedation, in- 
creasing gradually as needed and tolerated. Not recom- 
mended in children under six. Though generally not rec- 
ommended, if combination therapy with other psycho- 
tropics seems indicated, carefully consider individual 
pharmacologic effects, particularly in use of potentiating 
drugs such as MAO inhibitors and phenothiazines. Ob- 
serve usual precautions in presence of impaired renal or 
hepatic function. Paradoxical reactions (e.g., excitement, 
stimulation and acute rage) have been reported in 
psychiatric patients and hyperactive aggressive children. 
Employ usual precautions in treatment of anxiety states 
with evidence of impending depression; suicidal tenden- 
cies may be present and protective measures necessary. 
Variable effects on blood coagulation have been reported 
very rarely in patients receiving the drug and oral anti- 
coagulants; causal relationship has nct been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia and confusion 
may occur, especially in the elderly and debilitated. These 
are reversible in most instances by proper dosage ad- 
justment, but are also occasionally observed at the lower 
dosage ranges. In a few instances syncope has been re- 
ported. Also encountered are isolated instances of skin 
eruptions, edema, minor menstrual irregularities, nausea 
and constipation, extrapyramidal symptoms, increased 
and decreased libido—all infrequent and generally con- 
trolled with dosage reduction; changes in EEG patterns 
(low-voltage fast activity) may appear during and after 
treatment; blood dyscrasias (including agranulocytosis), 
jaundice and hepatic dysfunction have been reported oc- 
casionally, making periodic blood counts and liver function 
tests advisable during protracted therapy. 

Supplied: Librium® Capsules containing 5 mg, 10 mg or 
25 mg chlordiazepoxide HCl. Libritabs* Tablets containing — 4 
5 mg, 10 mg or 25 mg chlordiazepoxide. | 


Roche Products Inc. 
Manati, Puerto Rico 00701 


. ^N: XCEPTINN“’L::ECORD OF: 
ANTIANXIETY PERFORMANCE A 


Anxiety may be the presenting disorder, 
or a reaction to disturbing material brought to 
the surface during therapy. When excessive 
anxiety impedes the therapeutic relationship, 
adjunctive use of Librium may be indicated. 

The calming action of Librium is 
prompt, specific and predictable. Usually, 
mental acuity is not impaired; however, 
patients should be cautioned against possible 
combined effects with alcohol and other CNS 
depressants, and against hazardous activities 
requiring complete mental alertness. 

The ability of Librium to relieve exces- 
sive anxiety, and thus help the patient to work 
with you in handling his emerging insights, 
has been demonstrated in hundreds of clini- 
cal trials and published papers. 
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THAT'S WHAT MAKES 
LIBRIUM LIBRIUM € 


chlordiazepoxide HCl /Roche 


=- @ == 
THE ANXIETY-SPECIFIC E 


hase see summary of product information on opposite page. 


They're | y 
Fighting 
for His Life. 








Each year heart attack 
accounts for over 350,000 deaths 
which occur before the victim 
reaches the hospital. It doesn't 
have to be that way. 

What is done for a victim within 
the first few minutes after a heart 
attack may determine survival Or 
death. Cardiopulmonary 
resuscitation (CPR) could make 
the difference. And you can 
learn it. 

some day, with CPR, you could ¢ 
save a life. Some day, your own 
life could depend on it. 

CPR is a basic life-saving 
technique, performed after a 
person has suffered "cardiac 
arrest" — that is, after the heart 
nas stopped beating. It provides 
emergency life support until more 
advanced support is available, 
through a combination of chest 
compression and mouth-to-mouth 
breathing. 

Trained instructors, certified by 
the American Heart Association, 
can teach you CPR. It takes 
several hours. It could mean a 
lifetime. 

Contact your local Heart 
Association for more information 
on this program. 


[he American : 
Heart Association f. 


WE'RE FIGHTING 
FOR YOUR LIFE ( 


La 
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INDEX TO ADVERTISERS 
NMARCH 1978 


» The, publication of an advertisement in this journal does 


not imply endorsement of the product or service by the 
American Psychiatric Association. 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 





MEMBERS: This notification will change 


your address (and/or name) for the 


AMERICAN JOURNAL OF PSYCHIATRY, 


PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 
ORGANIZATION 
STREET 


CITY STATE ZIP 


APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 
AMERICAN PSYCHIATRIC ASSOCIATION . 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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CLEARING OF 


with convenient 
once-a-day N.S. dosage* 
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"The fejre! al Vly Cos Tels tT Sine uon, UP tO 150) Ma, may DE 
administered on a once-o-doy schedule without loss of effectiveness 
see Brief SUMM ry on next page f 
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-IN THE TREATMENT OF CONVENIENT ONCE-A-DAY h.s. DOSAGE 
G. hich i tient li . The total 
CLINICAL DEPRESSION=- doily dosage, upto 150 mg per doy, may be giver 
on a once-a-day schedule without loss of effec- 


| iu ! ® tiveness. Sinequan may also begivenona. `- 
SINEQUAN 75 MQ divided dosage schedule, up to 300 mg per day. ' 
(DOXEPIN HCI)  CAPSUIC" PROMINENT SEDATIVE EFFECT | 


which may help to relieve the difficulty in falling 
PROVIDES aen cordaedwihdepredion m ea 
ANTIDEPRESSANT MARKED ANT IANXIETY ACTIVITY 
EFFECTIVENESS Wide roste che esa sie e 


WELL TOLERATED 


IN ADDITION IO At doses up to 150 mg per day, Sinequan does not 
OTHER. OFTEN BENEFICI AL, generally affect the antihypertensive activity of 


guanethidine and related compounds. Tachy- 


PROP ERTIES. E cardia and hypotension have occasionally been 


reported. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE OF DOSAGE 


STRENGTHS 
for flexibility in individualizing therapy. 


BRIEF SUMMARY alopecia, and headache have been occasionally observed as adverse effects. 

SINEQUAN® (doxepin HCI) Capsules/Oral Concentrate Dosage and Administration. For most patients with illness of mild to moderate severity, a 
Contraindications. Contraindicated in individuals who have shown hypersensitivity to the starting dose of 25 mg t.i.d. is recommended. Dosage may subsequently be increased or 
drug, and in patients with glaucoma ora tendency to urinary retention. These disorders should be decreased at appropriate intervals and according to individual response. The usual optimum 
ruled out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines dose range is 75 mg/day to 150 mg/day. i l 

should be kept in mind. In more severely ill patients an initial dose of 50 mg t.i.d. may be required with subsequent 
Warnings. The once-a-day dosage regimen of SINEQUAN in patients with intercurrent iliness or gradual increase to 300 mg/day if necessary. Additional therapeutic effect is rarely to be 


patients taking other medications should be carefully adjusted. This is especially important in Obtained by exceeding a dose of 300 mg/day. 
patients receiving other medications with anticholinergic effects In patients with very mild symptomatology or emotional symptoms accompanying organic 
e in Geriatrics: The use ot SINEQUAN on a once-a-day dosage regimen in geriatric disease, lower doses may suffice. Some of these patients have been controlled on doses as low 






patients should be adjusted carefully based on the patien:'s condition. as 25-50 mg/day. 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of As an alternative regimen, the total daily dosage, up to 150 mg, may be given on a once-a-day 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, — SChedule without loss of effectiveness. This dose may be given at bedtime. 
safety in pregnancy has not been established. There are no data with respect to the secretion of Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effect 


the drug in human milk and its effect on the nursing infant. may not be evident for two to three weeks. 
*Usage in Children: Usage in children under 12 years of age is not recommended because Overdosage. 
safe conditions for its use have not been established. A. Signs and Symptoms : 
MAO Inhibitors: Serious side effects and even death have been reported following the 1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth. | 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias and 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug. Theexact tachycardias. . 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus), 
length of time it has been administered and the dosage involved. hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 
Usage with Alcohol: It should be borne in mind that alcohol ingestion may increase the B. Management and Treatment | ] 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 1. Mild: Observation and supportive therapy is all that is usually necessary. 
important in patients who may use alcohol excessively 2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 


Precautions. Since drowsiness may occur with the use of this drug, patients should be warned Supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions to 
of that possibility and cautioned against driving a car or operating dangerous machinery while prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed. 
taking this drug. The use of activated charcoal has been recommended, as has been continuous gastric lavage 


Patients should also be cautioned that their response to alcohol may be potentiated. with saline for 24 hours or more. An adequate airway should be established in comatose patients 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant and assisted ventilation used if necessary. EKG monitoring may be required for several days, 
improvement has occurred, patients should be closely supervised during the early course of since relapse after apparent recovery has been reported. Arrhythmias should be treated with the 
therapy. appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra- 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen. venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have not been _‘‘apidly metabolized, the dosage should be repeated as required. Convulsions may respond to 
specifically reported with SINEQUAN use. However, due to the close pharmacological standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres- 
similarities among the tricyclics, the reactions should be considered when preseribing sion. Dialysis and forcec diuresis generally are not of value in the management of overdosage 
SINEQUAN. due to high tissue and protein binding of SINEQUAN. . 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have Supply. SINEQUAN is available as capsules containing doxepin HCI equivalent to 10 mg, 25 mg. 
been reported. If they do not subside with continued therapy, or become severe, it may be 50 mg, 75 mg, and 100 mg doxepin in bottles of 100, 1000, and unit-dose packages of 100 (10 x 
necessary to reduce the dosage. 10's). SINEQUAN (doxepin HCI) 25 mg and 50 mg are also available in bottles of 5000. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This SINEQUAN Oral Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are dropper calibrated at 5 mg, 10 mg, 15 mg, 20 mg, and 25 mg. Each ml contains doxepin HCI 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal equivalent to 10 mg doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be 
symptoms and seizures. diluted with approximately 120 mi of water, whole or skimmed milk, or orange, grapefruit, tomato, 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been Prune or pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a 
reported occasionally. number of carbonated beverages. For those patients requiring antidepressant therapy who are 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred. on methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixed 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional together with Gatorade®, lemonade, orange juice, sugar water, Tang", or water; but naj with. 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- grape Juice. Preparation and storage of bulk dilutions is not recommended. 
cytopenia, and purpura. More detailed professional information available on request. 

Gastrointestinal. Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breast and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 





PFIZER INC 


LABORATORIES DIVISION | / 


` A96 


Prescribing Information for 


- TM | $ / 
Lidone (molindone hydrochloride) à 


DESCRIPTION — LIDONE (molindone hydrochlo- 
ride) is a dthydroindolone compound which is not 
structurally related to the phenothiazines, the 
butyrophenones or the thioxanthenes. 

LIDONE is 3-ethyl-6, 7-dihydro-2-methyl-5-(mor- 
pholinomethyl) indol-4(5H)-one hydrochloride. It 
is a white crystalline powder, freely soluble in 
water and alcohol and has a molecular weight of 
312.67. 


ACTIONS — LIDONE (molindone hydrochloride) 
has a pharmacological profile in laboratory 
animals which predominantly resembles that of 
major tranquilizers causing reduction of spon- 
taneous locomotion and aggressiveness, suppres- 
sion of a conditional response and antagonism of 
the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, LIDONE an- 
tagonizes the depression caused by the tranquiliz- 
ing agent tetrabenazine. 

In human clinical studies tranquilization is 
achieved in the absence of muscle relaxing or in- 
coordinating effects. Based on EEG studies, 
LIDONE exerts its effect on the ascending reticular 
activating system. 

Human metabolic studies show LIDONE (molin- 
done hydrochloride) to be rapidly absorbed and 
metabolized when given orally. Unmetabolized 
drug reached a peak blood level at 1.5 hours. Phar- 
macological effect from a single oral dose persists 
for 24 to 36 hours. There are 36 recognized 
metabolites with less than 2 to 3% unmetabolized 
LIDONE being excreted in urine and feces. 


INDICATIONS — LIDONE (molindone hydrochlo- 
ride) is indicated in the management of the 
manifestations of schizophrenia. 


CONTRAINDICATIONS — LIDONE (molindone 
hydrochloride) is contraindicated in severe central 
nervous system depression (alcohol, barbiturates, 
narcotics, etc.) or comatose states, and in patients 
pwith known hypersensitivity to the drug. 


WARNINGS 

Usage in Pregnancy: Studies in pregnant pa- 
tients have not been carried out. Reproduction 
studies have been performed in the following 
animals: 


Pregnant Rats Oral Dose — 
20 mg/kg/day — 10 days, no adverse effect 
40 mg/kg/day — 10 days, no adverse effect 


Pregnant Mice Oral Dose — 

20 mg/kg/day — 10 days, slight ircrease resorp- 
tions 

40 mg/kg/day — 10 days, slight increase resorp- 
tions 


Pregnant Rabbits Oral Dose — 

5 mg/kg/day — 12 days, no adverse effect 
10 mg/kg/day — 12 days, no adverse effect 
20 mg/kg/day — 12 days, no adverse effect 


Animal reproductive studies have not demon- 
strated a teratogenic potential. The anticipated 
benefits must be weighed against the unknown 
risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the 
content of LIDONE (molindone hydrochloride) in 
the milk of nursing mothers. 


Usage in Children: Use of LIDONE (molindone 
hydrochloride) in children below the age of twelve 
years is not recommended because safe and effec- 
tive conditions for its usage have not been estab- 
lished. 


PRECAUTIONS — Some patients receiving 
LIDONE (molindone hydrochloride) may note 
drowsiness initially and they should be advised 
against activities requiring mental alertness until 
their response to«the drug has been established. 

Increased activity has been noted in patients 
receiving LIDONE. Caution should be exercised 
where increased activity may be harmful. 

LIDONE does not lower the seizure threshold in 

expérimental animals to the degree noted with 

more sedating antipsychotic drugs. However, con- 
vulsive seizures have been reported in a few 
instances. 

LIDONE has an antiemetic effect in animals. A 
similar effect may occur in humans and may 
obscyre signs of intestinal obstruction or brain 
tumcr. 
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ADVERSE REACTIONS 


CNS Effects — The most frequently occurring 
effect is initial drowsiness that generally subsides 
with continued usage of the drug or lowering of the 
dose. 

Noted less frequently were depression, hyperac- 
tivity and euphoria. 


Neurological Extrapyramidal Reactions — 
Extrapyramidal reactions noted below may occur 
in susceptible individuals and are usually revers- 
ible with appropriate management. 


Akathisia — Motor restlessness may occur early. 


Parkinson Syndrome — Akinesia, characterized 
by rigidity, immobility and reduction of voluntary 
movements and tremor, have been observed. Oc- 
currence is less frequent than akathisia. 


Dystonic Syndrome — Prolonged abnormal con- 
tractions of muscle groups occur infrequently. 
These symptoms may be managed by the addition 
of a synthetic antiparkinson agent (other than L- 
dopa), small doses of sedative drugs, and/or reduc- 
tion in dosage. 


Autonomic Nervous System — Occasionally 
blurring of vision, tachycardia, nausea, dry mouth 
and salivation have been reported. Urinary reten- 
tion and constipation may occur particularly if an- 
ticholinergic drugs are used to treat extrapyrami- 
dal symptoms. 


Hematological — There have been rare reports of 
leucopenia and leucocytosis. If such reactions oc- 
cur, treatment with LIDONE may continue if clini- 
cal symptoms are absent. Alterations of blood 
glucose, liver function tests, B.U.N., and red blood 
cells have not been considered clinically signifi- 
cant. 


Metabolic and Endocrine Effects — Alteration 
of thyroid function has not been significant. 
Amenorrhea has been reported infrequently. 
Resumption of menses in previously amenorrheic 
women has been reported. Initially heavy menses 
may occur. Lactation associated with LIDONE 
therapy has not been reported. Increase in libido 
has been noted in some patients. Impotence has 
not been reported. Although both weight gain and 
weight loss have been in the direction of normal or 
ideal weight, excessive weight gain has not oc- 
curred with LIDONE. 


Cardiovascular — Rare, transient, non-specific T 
wave changes have been reported on E.K.G. Asso- 
ciation with a clinical syndrome has not been es- 
tablished. Rarely has significant hypotension been 
reported. 


Ophthalmological — Lens opacities and pigmen- 
tary retinopathy have not been reported where pa- 
tients have received LIDONE (molindone hydro- 
chloride). In some patients, phenothiazine induced 
lenticular opacities have resolved following discon- 
tinuation of the phenothiazine while continuing 
therapy with LIDONE. 


Skin — Early, non-specific skin rash, probably of 
allergic origin, has occasionally been reported. 
Skin pigmentation has not been seen with LIDONE 
usage alone. 

LIDONE (molindone hydrochloride) has certain 
pharmacological similarities to other antipsychotic 
agents. Because adverse reactions are often exten- 
sions of the pharmacological activity of a drug, all 
of the known pharmacological effects associated 
with other antipsychotic drugs should be kept in 
mind when LIDONE is used. Upon abrupt with- 
drawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia — Although rarely reported 
with LIDONE (molindone hydrochloride) symptoms 
were reversible upon discontinuation of therapy. 
Tardive dyskinesia associated with other agents 
has appeared in some patients on long-term 
therapy and has also appeared after drug therapy 
has been discontinued. The risk appears to be 
greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent 
and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involun- 
tary movements of the tongue, face, mouth or jaw 
(e.g., protrusion of tongue, puffing of cheeks, 


puckering ofamouth, chewing movements). There 
may be involuntary movements of extremities. * 

There is no known effective treatment of tardive 
dyskinesia; antiparkinsonism agents usually do 
not alleviate the symptoms of this syndrome. It is 
suggested that all antipsychotic agents be discon- 
tinued if these symptoms appear. Should it be nec- 
essary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different anti- 
psychotic agent, the syndrome may be masked. It 
has been reported that fine vermicular movements 
of the tongue may be an early sign of the syndrome 
and if the medication is stopped at that time the 
syndrome may not develop. 


DOSAGE AND ADMINISTRATION — Initial and 
maintenance doses of LIDONE (molindone hydro- 
chloride) should be individualized. 


Initial Dosage Schedule 
The usual starting dosage is 50 to 75 mg/day. 
— Increase to 100 mg/day in three or four days. 
— Based on severity of symptomatology, dosage 
may be titrated up or down depending on in- 
dividual patient response. 
— An increase to 225 mg/day may be required in 
patients with severe symptomatology. 
—Some chronic, treatment-resistant patients 
may require up to 400 mg/day; (however, the 
long-term safety of 400 mg/day has not been 
established). 


Elderly or debilitated patients should be started on 
lower dosage. 


Maintenance Dosage Schedule 

1. Mild — 5 mg to 15 mg three or four times a day. 

2. Moderate — 10 mg to 25 mg three or four times a 
day. 

3. Severe — 225 mg/day may be required. 


Dosage may be administered once a day. 


DRUG INTERACTIONS — Potentiation of drugs 
administered concurrently with LIDONE (molin- 
done hydrochloride) has not been reported. Addi- 
tionally, animal studies have not shown increased 
toxicity when LIDONE is given concurrently with 
representative members of three classes of drugs 
(i.e., barbiturates, chloral hydrate and antiparkin- 
son drugs). 


MANAGEMENT OF OVERDOSAGE — Sympto- 
matic, supportive therapy should be the rule. 

Gastric lavage is indicated for the reduction of 
absorption of LIDONE (molindone hydrochloride) 
which is freely soluble in water. 

Since the adsorption of LIDONE (molindone hy- 
drochloride) by activated charcoal has not been 
determined, the use of this antidote must be con- 
sidered of theoretical value. . 

Emesis in a comatose patient is contraindicated. 
Additionally, while the emetic effect of 
apomorphine is blocked by LIDONE in animals, this 
blocking effect has not been determined in 
humans. 

A significant increase in the rate of removal of 
unmetabolized LIDONE from the body by forced 
diuresis, peritoneal or renal dialysis would not be 
expected. (Only 2% of a single ingested dose of 
LIDONE is excreted unmetabolized in the urine.) 
However, poor response of the patient may justify 
use of these procedures. 

While the use of laxatives or enemas might be 
based on general principles, the amount of un- 
metabolized LIDONE in feces is less than 1%. Ex- 
trapyramidal symptoms have responded to the use 
of diphenhydramine (Benadryl*) and the syn- 
thetic anticholinergic antiparkinson agents (i.e., 
Artane*, Cogentin*, Akineton”). 


HOW SUPPLIED — LIDONE (molindone hy- 
drochloride) capsules are supplied in bottles of 100 
in the following dosage strengths and colors: 


5 mg (NDC 0074-5542-13) blue and cream 
10 mg (NDC 0074-5543-13) red and cream 
25 mg (NDC 0074-5544-13) brown and cream 
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* Artane — Trademark, Lederle Laboratories 
"Cogentin — Trademark, Merck Sharp & Dohme 
'Akineton — Trademark, Knoll Pharmaceutical Co. 
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From initial psychiatric emergencythrough 





Helps return 


Before prescribing, see complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 


Indications 
Based on a review of this drug by the National 
Academy of Sciences — National Research 
Council and/or other information, FDA has 
classified the indications as follows: 
Effective: For the management of manifesta- 
tions of psychotic disorders. For control of the 
manifestations of manic-depressive illness 
(manic phase). 


Probably effective: For the control of moderate 
to severe agitation, hyperactivity or aggres- 
siveness in disturbed children. 


Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses. 

Final classification of the less-than-effective 
indications requires further investigation. 





Contraindications: Comatose states, presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. 


Warnings: The possibilitv of extrapyramidal 
reactions from "Thorazine' may confuse the 
diagnosis of Reye's syndrome or other encepha- 
lopathy. Therefore, avoid use in children or 
adolescents with suspected Reve's syndrome. 


Avoid using in patients hypersensitive (e.g., blood 
dyscrasia, jaundice) to any phenothiazine. Caution 
patients about activities requiring alertness (e.g.. 
operating vehicles or machinery) especially during 
the first few days' therapy. Avoid concomitant 

use with alcohol. May counteract antihyperten- 
sive effect of guanethidine and related compounds. 


Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged extra- 
pyramidal signs in newborn whose mothers had 
rece chlorpromazine. 


Precautions: Use cautiously in persons with 
cardiovascular, liver or chronic respiratory 
disease, or with acute respiratory infections. Due 
to cough reflex suppression, aspiration of vomitus 
is possible. May prolong or intensify the action 

of C.N.S. depressants, organophosphorus insecti- 
cides, heat, atropine and related drugs. (Reduce 
dosage øf concomitant C.N.S. depressants.) Anti- 
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Out of the hospital. He came in with a psy- 
chiatric emergency but left more like himself 
—delusions, hallucinations and other psy- 
chotic target symptoms under control with 
And 'Thorazine' maintenance 
can help keep him out of the hospital in 


pe .* . 
and 100 mg 
of the HC] : 


maintenance therapy, '"Thorazine' offers ef- 
fective antipsychotic therapy with 18 con- 
venient dosage forms and strengths. This 
means you can precisely tailor dosage to 
the individual patient's needs throughout 
the entire course of therapy. 


‘Thorazine’. The most widely tested and 


convulsant action of barbiturates is not intensified. 


Antiemetic effect may mask signs of toxic drug 
overdosage or obscure diagnosis of conditions 
such as intestinal obstruction, brain tumor. and 
Reve's syndrome (see Warnings). Discontinue 
high-dose, long-term therapy gradually. 


Patients on long-term therapy. especially high 
doses, should be evaluated periodically for 
possible adjustment or discontinuance of drug 
therapy. 

Adverse Reactions: Drowsiness, cholestatic jaun- 
dice, agranulocytosis, eosinophilia, leukopenia, 
hemolytic anemia, thrombocytopenic purpura and 
pancytopenia; postural hypotension, tachycardia, 
fainting, dizziness and, occasionally, a shock-like 
condition; reversal of epinephrine effects; EKG 
changes have been reported, but relationship to 
myocardial damage is not confirmed; neuro- 
muscular (extrapyramidal) reactions; pseudo- 
parkinsonism, motor restlessness, dystonias, 
persistent tardive dyskinesia, hyperreflexia in the 
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highly flexible antipsychotic available today. 
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newborn; psychotic symptoms, catatonic-like 
states, cerebral edema; convulsive seizures; 
abnormality of the cerebrospinal fluid proteins; 
urticarial reactions and photosensitivity, exfolia- 
tive dermatitis, contact dermatitis; lactation and 
breast engorgement (in females on large doses), 
false positive pregnancy tests, amenorrhea, 
gynecomastia: hyperglycemia, hypoglycemia, 
glycosuria; dry mouth, nasal congestion, constipa- 
tion, adynamic ileus, urinary retention, miosis, 
mydriasis; after prolonged substantial doses, skin 
pigmentation, epithelial keratopathy, lenticular 
and corneal deposits and pigmentary retinopathy, 
visual impairment; mild fever (after large I.M. 
dosage); hyperpyrexia; increased appetite and 
weight; a systemic lupus erythematosus-like 
syndrome; peripheral edema. 

NOTE: Sudden death in patients taking pheno- 
thiazines (apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) has been 
reported, but no causal relationship has been 
established. 


Supplied: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 
and 200 mg., in bottles of 100; Single Unit Packages 
of 100 (intended for institutional use only). 
Spansule * capsules, 30 mg., 75 mg., 150 mg., 

200 mg. and 300 mg., in bottles of 50; in Single 
Unit Packages of 100 (intended for institutional 
use only). 

Injection, 25 mg. / ml.; Syrup, 10 mg./5 ml.; 
Suppositories, 25 mg. and 100 mg. 

Concentrate (intended for institutional use only), 
30 mg. / ml. and 100 mg. / ml. 
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Basmajian: CLINICAL BIOFEEDBACK 


This superb new book presents, in one volume, a timely summary and 
explication of the best applications of biofeedback treatment techniques to 
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350 pages/120 illustrations/about $21.50 Order #0357-7 


Bowden & Giffen: PSYCHOPHARMACOLOGY FOR PRIMARY 
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This unique work focuses on when to use a drug and when to consider 
alternative interventions. 1978/91 pages/$8.95 Order #1005-0 


Diamond & Dalessio: THE PRACTICING PHYSICIAN’S 
APPROACH TO HEADACHE, 2nd Edition 


This practice-oriented book provides a simplified method that approaches 
the headache patient from both a diagnostic and therapeutic point of view. 
1978/approx. 235 pages/66 illustrations/about $15.00 Order #2502-0 


Dubovsky & Weissberg: CLINICAL PSYCHIATRY IN PRIMARY 
CARE 


A carefully outlined and practical guide to the diagnosis and treatment of 
commonly encountered psychiatric disorders. 1978/approx. 220 
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Hersen & Bellack: BEHAVIOR THERAPY IN THE PSYCHIATRIC 
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practitioner on a day-to-day basis. 1978/419 pages/33 illustrations/$15.95 
Order #3964-4 


Lion: THE ART OF MEDICATING PSYCHIATRIC PATIENTS 


Uniquely integrating psychopharmacology with psychotherapy in a clear 
and readable style, this extraordinary book will provide you with invaluable 
information derived from years of clinical experience. 1978/approx. 200 
pages/about $15.00 Order #5043-5 


Stewart & Gath: PSYCHOLOGICAL DISORDERS OF CHILDREN: 
A’ Handbook for Primary Care Physicians 

An exceptional work, this new book presents data from studies based on 
social learning theory as well as data on genetic and biological 
determinants. 1978/178 pages/$9.95 Order #7971-9 
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Edition 
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recognizing and treating neurologic problems by providing succinct 
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to instructions tney will receive in a letter from the Editor and 
at the meeting. Annual meeting papers may be submitted in 
advance of the meeting if they are in final form (clearly in- 
dicated on the title page), i.e., are ready for review. 

Because of space limitations, not all of the annual meeting 
papers can be published. Since the Journal has first refusal 
rights, authors who wish to submit their papers elsewhere 
must secure permission from the Editor before the meeting or 
on the form provided at the meeting. 

All communications about a manuscript must include the 
manuscript number. For annual meeting papers, this is the 
number assigned by the program committee. For other manu- 
scripts, this number is noted in the letter acknowledging 
receipt of the paper. 
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GENERAL POLICIES 


Manuscripts are accepted for consideration with the under- 
standing that they represent original material and that they are 
not being considered for publication elsewhere. Authors will 
be requested to sign a transfer of copyright to the Journal so 
that we may protect the authors and the Association as pub- 
lisher from misuse of copvrighted material. 

Written permission to reprint material published in the Jour- 
nal must be secured from the APA Publications Services Divi- 
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of nonprofit use for educational purposes. 

Informed consent. Manuscripts that report the results of ex- 
perimental investigation on human subjects must include a 
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script (including case reports, footnotes, references, etc.) 
should be double-spaced, with margins of 242-334 cm (1-1! 
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Length. All pages of the manuscript must be numbered, in- 
cluding references, tables, and figures. The length of sub- 
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Regular articles: 3,800 words or the equivalent including refer- 
ences, tables, and figures (about 15 manuscript pages). Brief 
Communications: 2,500 words or the equivalent (about 10 
manuscript pages); see stipulations above. Clinical and Re- 
search Reports: 1,000 words, 10 references, 1 table. Letters to 
the Editor: 500 words, 5 references. Please write the total 
number of words and the number of tables and figures on the 
title page of the submitted material. 

Author identification. The authors' affiliations and position 
Jitles should be provided and an address and telephone num- 
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ber given for the first-named author or the coauthor who has 
been designated to assume responsibility. Authors named in 
the by-line should be limited to principal researchers and 
writers; other collaborators may be acknowledged in a foot- 
note. 

Precis. A brief precis (60-100 words for regular articles, 40- 
60 words for Brief Communications) is included at the begin- 
ning of each article except for Clinical and Research Reports. 
The author may prepare the precis or ask that the Journal staff 
prepare it. 

References. References should be typed double-spaced on a 
separate sheet of paper. They should be numbered by their 
order of appearance in the text; the text citation should be fol- 
lowed by the appropriate number in parentheses. References 
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review of the literature is rarely desirable, except in the case 
of review articles for which a special arrangement has been 
made with the Editor. 
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third will be designated *'et al." Abbreviations of journal 
names should conform to the style used in /ndex Medicus. 
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The Psychiatric Consultation. Edited by Mendel W, Solomon P. 
New York, Grune & Stratton, 1968, pp 1-12 


Tables and figures. Tables and figures should be self-ex- 
planatory and should supplement, not duplicate, text. See re- 
cent issues of the Journal for general style. 

Each table should be typed double-spaced on a separate 
sheet attached at the end of the manuscript. Columns of like 
material should read down, not across. 

Figures should be submitted in the form of glossy prints, with 
one photocopy attached to each manuscript copy. All figures 
should be able to withstand reduction to about 8 cm (3% inches). 
Graphs should be finished drawings not requiring further art- 
work. Authors are urged to engage professional assistance in 
the preparation of figures and may be charged for any further 
artwork that must be done in the editorial office. 


AUTHOR CORRECTIONS 


After the paper has been scheduled for publication, the 
edited manuscript will be sent to the first-named author for . 
corrections and answers to queries. Prompt return is essential. 
Authors who expect to be away from their offices for a long 
period after notification of acceptance should inform the Jour- 
nal office or arrange with a coauthor to assume responsibility. 
Galley proofs will not be sent to authors. 
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No reprints are furnished gratis. An order form reprints 
will be sent to authors prior to publication of their papers. 
Reprints are usually mailed to authors about six weeks after 
publication of the article. Requests from others to order re- 
prints should be directed to the APA Publications Services 
Division; inclusion of a letter of permission from the genior 
author and a brief statement of the intended usew[ the reprints 
will expedite the processing of such NI : 
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Hal luci ition 
and delusions 
rapidly controlled 


Trapped by unrealistic perceptions... 

...and terrified by his hallucinations and delusions on admission. Because 
Navane (thiothixene) is particularly effective in controlling these symptoms and 
their resulting suspiciousness and anxiety, it can provide the essential first step 
toward restoring stabilization and facilitating the development of purposeful activity. 
Extensive clinical data and widespread experience confirm the effectiveness of 
Navane in rapidly controlling such typical psychotic behavior on admission. 


Long-term therapy is facilitated... 


... because Navane offers an unsurpassed safety record among effective 
neuroleptic agents, permitting continuing control of symptoms of psychoses such 
as hallucinations and delusions. Like other antipsychotic agents, extrapyramidal 
symptoms may occur, but are readily controlled through dosage adjustments 
or antiparkinsonian agents. Cardiovascular effects such as hypotension, and hepatic 
or hematopoietic effects rarely occur and are generally mild and transient, with 
no jaundice or agranulocytosis reported to date. 





An effective first step towards discharge... 


Navane 
(thiothixene) (thiothixene HCI) 


Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg. Concentrate 5 mg./ml.—Intramuscular 2 mg./ml. 





. 
For prescribing information, including adverse reactions and iO ' eRIG Pfizer 
-—n! > T . . A division of Pfizer Pharmaceuticals , 
contrai spline see following page of this advertisement. New York, New York 10017 d 
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Navane (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml 


PRESCRIBING INFORMATION 
Navane? (thiothixene) 
Capsul mg, 2 mg, 5 mg, M0 mz, 20 mg 

drochlorideJ'Concentrate: 5 mg/ml, 








» Actions. Navane ychotropic agent of the 
thioxanthene series. Navane possesses certain 
chemical and pharmacological similarities to the 
piperazine phenothiazines and differences from the 


* aliphatic group of phenothiazines. Navane's mode 


of action has not been clearly established. 
Indications. Navane is effective in the manage- 
ment of manifestations of psychotic disorders. 
Contraindications. Navane is contraindicated in 
patients with circulatory collapse, comatose states, 
central nervous system depression due to any 
cause, and blood dyscrasias. Navane is contra- 
indicated in individuals who have shown hyper- 
sensitivity to the drug. It is not known whether 
there is a cross-sensitivity between the thioxan- 
thenes and the phenothiazine derivatives, but this 
possibility should be considered. 

Warnings. Usage in Pregnancy — Safe use of 
Navane during pregnancy has not been estab- 
lished. Therefore, this drug should be given to 
pregnant patients only when, in the judgment of 
the physician, the expected benefits from the 
treatment exceed the possible risks to mother and 
fetus. Animal reproduction studies and clinical 
experience to date have not demonstrated any 
teratogenic effects. 

In the animal reproduction studies with Navane, 
there was some decrease in conception rate and 
litter size, and an increase in resorption rate in 
rats and rabbits, changes which have been simi- 
larly reported with other psychotropic agents. 
After repeated oral administration to rats (5 to 
15 mg/kg/day), rabbits (3 to 50 mg/kg/day), and 
monkeys (1 to 3 mg/kg/day) before and during 
gestation, no teratogenic effects were seen. (See 
Precautions.) l : 

Usage in Children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established. 

As is true with many CNS drugs, Navane may 
impair the mental and/or physical abilities re- 
quired for the performance of potentially hazard- 
ous tasks such as driving a car or operating ma- 
chinery, especially during the first few days of 
therapy. Therefore, the patient should be cau- 
tioned accordingly. 

As in the case of other CNS-acting drugs, pa- 

tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS depressants and with 
alcohol. 
Precautions. An antiemetic effect was observed 
in animal studies with Navane; since this effect 
may also occur in man, it is possible that Navane 
may mask signs of overdosage of toxic drugs and 
may obscure conditions such as intestinal ob- 
struction and brain tumor. 

In consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate convulsions, extreme caution should 
be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. AI- 
though Navane potentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is admin- 
istered concurrently. 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with other CNS depressants other then 
anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic 
properties, Navane should be used with caution 
in patients who are known or suspected to have 
glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related 
drugs. 

Use with caution in patients with cardiovascu- 
lar disease. 

Also, careful observation should be made for 
pigmentary retinopathy, and lenticular pigmenta- 
tion (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
for prolonged periods). Blood dyscrasias (agran- 
ulocytosis, pancytopenia, thrombocytopenic pur- 
pura), and liver damage (jaundice, biliary stasis) 
have been reported with related drugs. 

Undue exposure to sunlight should be avoided. 
Photosensitive reactions have been reported in 
patients on Navane. 

Intramuscular Administration — As with all in- 
tramuscular preparations, Navane Intramuscular 
should be injected well within the body of a rela- 
tively large muscle. The preferred sites are the 
upper outer quadrant of the buttock (i.e., gluteus 
maximus) and the mid-lateral thigh. 

The deltoid area should be used only if well de- 
veloped, such as in certain adults and older chil- 
drep, and then only with caution to avoid radial 
nerve injury. Intramuscular injections should not 
be made into the lower and mid-thirds of the 
upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent 
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injection into a blood vessel. 

Adverse Reactions. Note: Not all of the following 
adverse reactions have been reported with Navane 
(thiothixene). However, since Navane has certain 
chemical and pharmacologic similarities to the 
phenothiazines, all of the known side effects and 
toxicity associated with phenothiazine therapy 
should be borne in mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness, and syncope. In the event 
hypotension occurs, epinephrine should not be 
used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspe- 
cific EKG changes have been observed in some 
patients receiving Navane. These changes are usu- 
ally reversible and frequently disappear on con- 
tinued Navane therapy. The incidence of these 
changes is lower than that observed with some 
phenothiazines. The clinical significance of these 
changes is not known. 

CNS effects: Drowsiness, usually mild, may 
occur although it usually subsides with continu- 
ation of Navane therapy. The incidence of seda- 
tion appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain 
aliphatic phenothiazines. Restlessness, agitation 
and insomnia have been noted with Navane. Sei- 
zures and paradoxical exacerbation of psychotic 
symptoms have occurred with Navane infre- 
quently. 

Hyperreflexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

In addition, phenothiazine derivatives have been 
associated with cerebral edema and cerebrospinal 
fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo- 
parkinsonism, akathisia, and dystonia have been 
reported. Management of these extrapyramidal 
symptoms depends upon the type and. severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent. More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis- 
tering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all anti- 
psychotic agents tardive dyskinesia may appear in 
some patients on long term therapy or may occur 
after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on 
high-dose therapy, especially females. The symp- 
toms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the 
tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, 
chewing movements). Sometimes these may be 
accompanied by involuntary movements of ex- 
tremities, 

There is no known effective treatment for tar- 
dive dyskinesia: antiparkinsonism agents usually 
do not alleviate the symptoms of this syndrome. 
It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, 
or increase the dosage of the agent, or switch to a 
different antipsychotic agent, the syndrome may 
be masked. 

It has been reported that fine vermicular move- 
ments of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that 
time, the syndrome may not develop. 

Hepatic effects: Elevations of serum trans- 
aminase and alkaline phosphatase, usually tran- 
sient, have been infrequently observed in some 
patients. No clinically confirmed cases of jaun- 
dice attributable to Navane have been reported. 

Hematologic effects: As is true with certain 
other psychotropic drugs, leukopenia and leuco- 
cytosis, which are usually transient, can occur 
occasionally with Navane. Other antipsychotic 
drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia 
and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, 
photosensitivity and rare cases of anaphylaxis 
have been reported with Navane. Undue exposure 
to sunlight should be avoided. Although not ex- 
perienced with Navane, exfoliative dermatitis and 
contact dermatitis (in nursing personnel) have 
been reported with certain phenothiazines, 

Endocrine disorders: Lactation, moderate breast 
enlargement and amenorrhea have occurred in a 
small percentage of females receiving Navane. If 
persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Pheno- 
thiazines have been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal congestion, constipation, increased sweat- 
ing, increased salivation, and impotence have oc- 
curred infrequently with Navane therapy. Pheno- 
thiazines have been associated with miosis, my- 
driasis, and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorex- 
ia, nausea, vomiting, diarrhea, increase in appe- 
tite and weight, weakness or fatigue, polydipsia 
and peripheral edema. 


Although not reported with Navane, evidence 
indicates there is a relationship between bheno- 
thiazine therapy and the occurrence of a systemic 
lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been 
reported in patients who have received certain 
phenothiazine derivatives. In some cases the cause 
of death was apparently cardiac arrest or asphyxia 
due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be 
established that death was due to phenothiazine 
administration. 

Dosage and Administration, Dosage of Navane 
should be individuallv adjusted depending on the 
chronicity and severity of the condition. In gen- 
eral, small doses should be used initially and 
gradually increased to the optimal effective level, 
based on patient response. 

Some patients have been successfully main- 
tained on once-a-day Navane therapy. 

Usage in children under 12 years of age is not 
recommended because safe conditions for its use 
have not been established. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only. Where more rapid control and 
treatment of acute behavior is desirable, the intra- 
muscular form of Navane may be indicated. It is 
also of benefit where the very nature of the pa- 
tient's symptomatology, whether acute or chronic, 
renders oral administration impractical or even 
impossible. 

For treatment of acute symptomatology or in 
patients unable or unwilling to take oral medica- 
tion, the usual dose is 4 mg of Navane Intramus- 
cular administered 2 to 4 times daily. Dosage may 
be increased or decreased depending on response. 
Most patients are controlled on a total daily dos- 
age of 16 to 20 mg. The maximum recommended 
dosage is 30 mg/day. An oral form should sup- 
plant the injectable form as soon as possible. It 
may be necessary to adjust the dosage when 
changing from the intramuscular to oral dosage 
forms. Dosage recommendations for Navame Cap- 
sules and Concentrate appear in the following 
paragraphs. 

Navane Capsules; Navane Concentrate—In 
milder conditions, an initial dose of 2 mg three 
times daily. If indicated, a subsequent increase to 
15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of ? 
mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If 

indicated, an increase to 60 mg/day total daily 
dose is often effective. Exceeding a total daily 
dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms of 
gross overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or 
coma, 

Treatment: Essentially symptomatic and sup- 
portive. For Navane oral, early gastric lavage is 
helpful. For Navane oral and Intramuscular, keep 
patient under careful observation and maintain an 
open airway, since involvement of the extrapyra- 
midal system may produce dysphagia and respira- 
tory difficulty in severe overdosage. If hypoten- 
sion occurs, the standard measures for managing 
circulatory shock should be used (I.V. fluids and/ 
or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most suitable drugs. Other 
pressor agents, including epinephrine, are not rec- 
ommended, since phenothiazine derivatives may 
reverse the usual pressor elevating action of these 
agents and cause further lowering of blood pres- 
sure. 

If CNS depression is present, recommended 
stimulants include amphetamine, dextroampheta- 
mine, or caffeine and sodium benzoate. Picro- 
toxin or pentylenetetrazol should be avoided. Ex- 
trapyramidal symptoms may be treated with anti- 
parkinson drugs, 

There are no data on the use of peritoneal or 

hemodialysis, but they are known to be of little 
value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg, 2 mg, 5 mg, and 10 
mg. of thiothixene in bottles of 100 and 1,000. 
Navane is also available as capsules containing 
20 mg of thiothixene in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concen- 
trate is available in 120 ml (4 bottles with an 
accompanying dropper calibrate 2 mg, 4 mg, 
5 mg, 6 mg, 8 mg, and 10 mg. Each ml contains 
thiothixene hydrochloride equivalent to 5 mg of 
thiothixene. Contains alcohol, U.S.P. 7.096 v/v 
(small loss unavoidable). d 

Navane (thiothixene hydrochloride) Intramus- 
cular solution is available in a 2 ml amber glass 
vial in packages of 10. Each ml contains thio- 
thixene hydrochloride equivalent to 2 rgg of thio- 


thixene, dextrose 5% w/wbenzyl alcqhol 0.9% 
w/v, and propyl gallate ony . 
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Flexibility is our forte: The Brown Schools | 


Because we maintain great flexibility at all three of our treat- 
ment centers, each resident follows an individualized plan of 
treatment, training, education and care prescribed for that 
resident alone. 


And we believe that residential treatment conducted in this 
highly individualized manner still is the most effective treatment 
for many. Our large, experienced staff is skilled in the treatment 
of children, adolescents and adults with learning disabilities, 
neurological impairment, mental retardation or emotional 
disturbance. 


Our three treatment centers are geographically separated to pro- 
vide the appropriate residential milieu, yet close enough that 
residents benefit from the comprehensive training and expertise 
of the entire staff. All three are psychiatrically oriented, so that 
we are prepared to treat emotional disturbance in persons of any 
intellectual capacity and of any age. 





The May 1978 issue of 


The American Journal of Psychiatry 


will feature 


^" e Maladaptive Cognitive Traits 


in Depression 


Rr By Maria Kovacs and Aaron T. Beck 


For information, write: Director of Admissions / Departnient 
C-0 / THE BROWN SCHOOLS / P.O. Box 4008, Austin, Texas 
78765 


Toll Call: (512) 478-6662 
Out of State Free: (800) 531-5305 à 
From Texas Free: (800) 292-5404 


Jackson R. Day, M.D./Medical and Psychiatric Director; James * - « 
L. Boynton, M.D.; Thomas F. Caldwell, D.D.S.; John L.Carrick, 
M.D.; Patrick A. Cato, M.D.; Nelson Ceballos, M.D.; Kenneth 

R. Dorman, M.D.; James D. Hinkle, M.D.; Kurt Lekisch, M.D.; 
Daniel T. Matthews, M.D.; William R. Sanders, M.D.; Willis 

M. Thorstad, M.D.; Ira E. Tunnell, M.D. 


All our programs are accredited by the appropriate councils of 
the Joint Commission on Accreditation of Hospitals. 
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it P sleep laboratory studies 
: ICh provides a comprehensive 
acy during short-, intermediate- 
nistration. Dalmane in 30 mg 
nto 23 insomnia patients for varying 
e. Results showed that Dalmane was signif 


PM following discontinuation of 
sre was no sudden insomnia rebound.! 
Reductions in minutes required to fall asleep and increases in total gone investigation of Dalmane 30 mg in five 
sleep time were averaged and expressed as percentages. chronic insomniacs, the electro-physiologic evidence 


“Since insomnia is often transient, prolonged administration of Dalmane demonstrated a significant increase in total sleep time 


is seldom necessary. If repeated therapy is required, periodic blood 
counts and liver and kidney function tests are recommended. for all subjects, along with a decrease in the time 


t Statistically significant over placebo baseline values. required to fall asleep (see chart).? 


more time 





-— < A study of the hypnotic effi y of D: 
~ (flurazepam HCl) 30 mg in insomniacs t ed. 

questionnaire on which subjects reported an 
from the restrictions of the study, and a mo 
tionnaire on which they evaluated the duration a 

- guality of their sleep. Thus, the objective findir | 
supplemented by subjective accounts of the medica- 
tion's effectiveness. Seg x 

The subjective results showed a significant increase” 


in total sleep time and a significant decrease in sleep — MODEL OF HYPNOTIC EFFICACY 


latency during the administration of Dalmane (see chart). 


There was no significant difference in the number of 
."érousals. These results corroborated the findings of the Please see following page 
o goce study. for a summary of product information 





28-NIGHT INSOMNIA RELIEF. 
PROVED BY THE POLYGRAPH’: 
`. CORROBORATED BY THE PATIENTS’ 


"DALMANE 


Hehàs — 
five years 
fo fight for. 





flurazepam HC 


One 30-mg capsule h.s.—usual adult dosage 
(15 mg may suffice in some patients). 

One 15-mg capsule h.s.— initial dosage 

for elderly or debilitated patients. 


Before prescribing Dalmane (flurazepam HCl), please consult 
complete product information, a summary of which follows: 
Indications: Effective in all types of insomnia characterized by 
difficulty in falling asleep, frequent nocturnal awakenings and/or 
early morning awakening; in patients with recurring insomnia or 
poor sleeping habits; in acute or chronic medical situations 
requiring restful sleep. Since insomnia is often transient and 
intermittent, prolonged administration is generally not neces- 
sary or recommended. 


Contraindications: Known hypersensitivity to flurazepam HCI. 
Warnings: Caution patients about possible combined effects 
with alcohol and other CNS depressants. Caution against hazard- 
ous occupations requiring complete mental alertness (e.g., 
operating machinery, driving). 

Usage in Pregnancy: Several studies of minor tranquil- 

izers (chlordiazepoxide, diazepam, and meprobamate) 

suggest increased risk of congenital malformations 

during the first trimester of pregnancy. Dalmane, a benzo- 

diazepine, has not been studied adequately to deter- 

mine whether it may be associated with such an increased 

risk. Because use of these drugs is rarely a matter of 

X sega their use during this period should almost 

always be avoided. Consider possibility of pregnancy 

when instituting therapy; advise patients to discuss 

therapy if they intend to or do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use Caution in administering 
to addiction-prone individuals or those who might increase 
dosage. 
Precautions: In elderly and debilitated, limit initial dosage to 
15 mg to preclude oversedation, dizziness and/or ataxia. Con- 
sider potential additive effects with other hypnotics or CNS 
depressants. Employ usual precautions in patients who are 
severely depressed, or with latent depression or suicidal tend- 
encies. Periodic blood counts and liver and kidney function tests 
are advised during repeated therapy. Observe usual precautions 
in presence of impaired renal or hepatic function. 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occurred, particularly in 
elderly or debilitated patients. Severe sedation, lethargy, dis- 
orientation and coma, probably indicative of drug intolerance or 
overdosage, have been reported. Also reported: headache, heart- 
burn, upset stomach, nausea, vomiting, diarrhea, constipation, 
GI pain, nervousness, talkativeness, apprehension, irritability, 
weakness, palpitations, chest pains, body and joint pains and 
GU complaints. There have also been rare occurrences of leu- 
kopenia, granulocytopenia, sweating, flushes, difficulty in 
focusing, blurred vision, burning eyes, faintness, hypotension, 
shortness of breath, pruritus, skin rash, dry mouth, bitter taste, 
excessive salivation, anorexia, euphoria, depression, slurred 
speech, confusion, restlessness, hallucinations, paradoxical 
reactions, e.g., excitement, stimulation and hyperactivity, and 
elevated SGOT, SGPT, total and direct bilirubins and alkaline 
AAS A aes : 

osage: Individualize for maximum beneficial effect. 

Adults: 30 be dosage; 15 mg may suffice in some patients. 
Elderly or debilitated patients:15 mg initially until response is 
determined. 
Supplied: Capsules containing 15 mg or 30 mg ‘lurazepam HCI. 





REFERENCES: 

1. Kales A, et al: Clin Pharmacol Ther 19:576-583, May 1976 
2. Dement WC, Guilleminault C, Zarcone V: Progress in clinical 
sleep research. Scientific exhibit at the American Medical 
Association, Atlantic City NJ, Jun 14-18, 1975 
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He is an American Heart Association 
Established Investigator, funded for five 
years to work on some phase of car- 
diovascular disease. He and his asso- 
ciates are researching ways to recognize 
a heart attack before severe damage 
Occurs. 

His ultimate goal is to decrease the 
present toll from cardiovascular diseases. 
Of the four Americans that die every 
minute this year from all causes, two will 
die from these diseases. 

He is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fighting for your life. 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases. 

When a Heart Association volunteer 
asks for your money, thin the 1,400 
scientific invesiigators. Help tem fight 
for your life. 


Please give generously to the 
American Heart Association €) 


WE'RE FIGHTING FOR YOUR LIFE: 





“Pm just a 
shadow of what 
l used to be." 


That is what depressed individuals can see that others are able to 
may feel is the substance of live on the brighter side but they, 
their being. There is no pleasure, themselves, cannot reach it on 
no joy — nothing grows — and inthe their own. 

cold shadow of depression their 


activities are inhibited, while ini- Your experience in treating 
tiative may be eroded or des- depression, and Tofranil-PM 
troyed. The tragedy is that they can help light the way. 


lofranil--PM' 


imipramine pamoate Geigy 


Unsurpassed effectiveness 
among tricyclics in relieving symptoms 
of anxious depression. 


Before prescribing Tofranil-PM, please review a summary of the 
prescribing information on the back of this page. cs 


Tofranil-PM' 


p 
is 
/ 


jmipramine pamoate 


As anxiety, agitation, sleep 
disturgances, and'bther 
depressi mptoms are 
relieved, mood and motivation 


„May be markedly improved. 


Patients are usually alert and 
capable of functioning at more 
normal levels of behavior. 


Tofranil-PM® 
brand of imipramine pamoate 


Indications: For the relief of symptoms of depression. 
Endogenous depression is more likely to be alleviated 
than other depressive states. 

Contraindications: The concomitant use of monoamine 

oxidase inhibiting compounds is contraindicated. Hyper- 

pyretic crises or severe convulsive seizures may occur in 
patients receiving such combinations. The potentiation of 
adverse effects can be serious, or even fatal. When it is 
desired to substitute Tofranil-PM, brand of imipramine 
pamoate, in patients receiving a monoamine oxidase in- 
hibitor, as long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days. Initial 
dosage should be low and increases should be gracual 
and cautiously prescribed. The drug is contraindicated 
during the acute recovery period after a myocardial infarc- 
tion. Patients with a known hypersensitivity to this com- 
pound should not be given the drug. The possibility cf 
cross-sensitivity to other dibenzazepine compounds 
should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of imipramine 

during pregnancy and lactation has not been established; 

therefore, in administering the drug to pregnant patients, 
nursing mothers, or women of childbearing potential, the 
potential benefits must be weighed against the possible 
hazards. Animal reproduction studies have yielded incon- 
clusive results. There have been clinical reports of con- 
genital malformation associated with the use of this drug, 
but a causal relationship has not been confirmed. 

Extreme caution should be used when this drug is given 

to: 

—patients with cardiovascular disease because of the 
possibility of conduction defects, arrhythmias, myocar- 
dial infarction, strokes and tachycardia; 

—patients with increased intraocular pressure, history of 
urinary retention, or history of narrow-angle glaucoma 
because of the drug's anticholinergic properties; 

—hyperthyroid patients or those on thyroid medication 
because of the possibility of cardiovascular toxicity; 

—patients with a history of seizure disorder because this 
drug has been shown to lower the seizure threshold; 

—patients receiving guanethidine or similar agents since 
imipramine may block the pharmacologic effects of 
these drugs. 

Since imipramine may impair the mental and/or physical 

abilities required for the performance of potentially 

hazardous tasks such as operating an automobile or 
machinery, the patient should be cautioned accordingly. 

Usage in Children: Tofranil-PM, brand of imipramine 

pamoate, should not be used in children of any age be- 

cause of the increased potential for acute overdosage 
due to the«high unit potency (75 mg., 100 mg., 125 mg. 
and 150 mg.). Each capsule contains imipramine 

pamoate equivalent to 75 mg., 100 mg., 125 mg. or 150 

mg. imipramine hydrochloride. 

Precautions: It should be kept in mind that the possibility 

of suicide in seriously depressed patients is inherent in 
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Tofranil-PM encourages patient 


compliance because one 
capsule lasts from bedtime to 
bedtime. 


Good results are usually seen 
atthe starting dose of one 
75-mg capsule h.s. 


For many patients, dosage can 
be safely increased to 150mg 
daily. 


the illness and may persist until significant remission oc- 
curs. Such patients should be carefully supervised during 
the early phase of treatment with Tofranil-PM, brand of 
imipramine pamoate, and may require hospitalization. 
Prescriptions should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, particularly in 
patients with cyclic disorders. Such reactions may neces- 
sitate discontinuation of the drug. If needed, Tofranil-PM, 
brand of imipramine pamoate, may be resumed in lower 
dosage when these episodes are relieved. Administration 
of a tranquilizer may be useful in controlling such 
episodes. 

Prior to elective surgery, imipramine should be discon- 
tinued for as long as the clinical situation will allow. 

An activation of the psychosis may occasionally be ob- 
served in schizophrenic patients and may require reduc- 
tion of dosage and the addition of a phenothiazine. 

In occasional susceptible patients or in those receiving 
anticholinergic drugs (including antiparkinsonism agents) 
in addition, the atropine-like effects may beċome more 
pronounced (e.g., paralytic ileus). Close supervision and 
careful adjustment of dosage is required when this drug is 
administered concomitantly with anticholinergic or sym- 
pathomimetic drugs. 

Avoid the use of preparations, such as decongestants 
and local anesthetics, which contain any sympathomimet- 
ic amine (e.g., adrenalin, noradrenalin), since it has been 
reported that tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 

Both elevation and lowering of blood sugar levels have 
been reported. 

Concurrent administration of imipramine with electroshock 
therapy may increase the hazards; such treatment should 
be limited to those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing which fol- 
lows includes a few adverse reactions which have not 
been reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when imip- 
ramine is administered. 

Cardiovascular: Hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart block, 
stroke, falls. 

Psychiatric: Confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions; anxiety, 
restlessness, agitation; insomnia and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, altera- 
tions in EEG patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, associated sub- 
lingual adenitis; blurred vision, disturbances of accommo- 
dation, mydriasis; constipation, paralytic ileus; urinary re- 
tention, delayed micturition, dilation of the urinary tract. 
Allergic: Skin rash, petechiae, urticaria, itching, photosen- 


GEIGY Pharmaceuticals 


on 


As with all tricyclics, sedation, 
may occur. Please caution 
patients against driving or oper- 
ating dangerous machinery. 


Each capsule contains 


imipramine pamoate equivalent 


to 75, 100, 125 or 150 mg of 
imipramine hydrochloride. 


sitization (avoid excessive exposure to sunlight); edema 
(general or of face and tongue); drug fever; cross- 
sensitivity with desipramine. 
Hematologic: Bone marrow depression including agran- 
ulocytosis; eosinophilia; purpura; thrombocytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever and sore throat during 
therapy; the drug should be discontinued if there is evi- 
dence of pathological neutrophil depression. 
Gastrointestinal: Nausea and vomiting, anorexia, epigas- 
tric distress, diarrhea; peculiar taste, stomatitis, abdominal 
cramps, black tongue. 
Endocrine: Gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or de- 
creased libido, impotence; testicular swelling; elevation or 
depression of blood sugar levels. 
Other: Jaundice (simulating obstructive); altered liver 
function; weight gain or loss; perspiration; flushing; uri- 
nary frequency; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 
Withdrawal! Symptoms: Though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy 
may produce nausea, headache and malaise. 
Dosage and Administration: In adult outpatients, 
therapy should be initiated on a once-a-day basis with 75 
mg./day. This may be increased to 150 mg./day which is 
the dose level which usually obtains optimum response. If 
necessary, dosage may be increased to 200 mg./day. 
Dosage should be modified as necessary by clinical re- 
sponse and any evidence of intolerance. Daily dosage 
may be given at bedtime, or in some patients in divided 
daily doses. 
Hospitalized patients should be started on a once-a-day 
basis with 100-150 mg./day and may be increased to 200 
mg./day. Dosage should be increased to 250-300 mg./day 
if there is no response after two weeks. 
Following remission, maintenance medication may be re- 
quired for a longer period of time at the lowest dose that 
will maintain remission. The usual adult maintenance 
dosage is 75-150 mg./day on a once-a-day basis, prefer- 
ably at bedtime. 
In adolescent and geriatric patients, capsules of Tofranil- 
PM, brand of imipramine pamoate, may be used when 
total daily dosage is established at 75 mg. or higher. It is 
generally unnecessary to exceed 100 mg./day in these 
patients. This dosage may be given once a day at bed- 
time or, if needed, in divided daily doses. 
How Supplied: Tofranil-PM, brand mein inlr 
pamoate: Capsules of 75, 100, 125 and 1 g. (Each 
capsule contains imipramine pamoate equivalent to 75, 
100, 125 or 150 mg. of imipramine hydrochloride.) 
(B) 98-146-840-A(9/75) 667120 

. 
For complete details, including dosage and adminis- 
tration, please refer to the full prescribing information. 


Division of CIBA-GEIGY Corporation à 
Ardsley, New York 10502 ° \ 


Printed in U.S.A. (10-77) "PT ° 





widely useful in psychiatric practice 
when moderate anxiety 
or agitation accompanies depression 


Triavil 


containing perphenazine and amitriptyline HC! 


prescribe it... 
| with good reason M) 
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Widely useful 


in psychiatri 
when moderate 


anxiety or agitation 





accompan 


A 





Helps treat the total symptom complex—mod- 
grate anxiety and coexisting depression. 


The antidepressant component is capable of 
alleviating such symptoms of depression as early 
morning awakening, anorexia, poor concentration, 
and feeling of hopelessness. 


The tranquilizer component is capable of alle- 
viating symptoms of anxiety, tension, and psycho- 
motor excitement without apparent dulling of mental 
acuity. Hypnotic effects appear to be minimal, par- 
icularly in patients who are permitted to remain 
active. 


The drug may impair mental and/or physical 
abilities required for performance of hazardous 
asks such as operating machinery or driving. 


Depending on the condition being treated, 
elief of symptoms of anxiety may occur within a few 
Jays, but adequate relief of symptoms of depression 
pay take a few weeks or even longer. 


symptomatic relief often increases the patient’s 
ibility to return to normal family, social, and voca- 
ional activities. 


Flexibility of four tablet strengths affords ease of 
losage adjustment for better patient management. 


Initial therapy for many patients is TRIAVIL® 
725, containing 2 mg perphenazine and 25 mg 
mitriptyline HCI, or TRIAVIL? 4-25, containing 4 mg 
lerphenazine and 25 mg amitriptyline HCI, t.i.d. or 
|.i.d. See full prescribing information for dosage 
n elderly and adolescent patients. 


Treatment with TRIAVIL—a balanced 
iew: TRIAVIL is contraindicated in CNS depression 
om drugs, in the presence of evidence of bone 
narrow depression, and in patients hypersensitive 
) phenothiazines or amitriptyline. It should not be 
ised during the acute recovery phase following 
?yocardial infarction or in patients who have 
eceived an MAOI within two weeks. Patients with 
ardiovascular disorders should be watched 
losely. Not recommended in children or during 
regnancy’ The drug may enhance the response to 
Icohol. Antiemetic effect may obscure toxicity due 
) other drugs or mask other disorders. Since 
uicide is a possjollity in any depressive illness, 
atients"should rrot have access to large quantities 
f th drug.rHospitalize as soon as possible any 
d suspected ^ having taken an overdose. 


a Wide range 
of indications... 


patients with moderate to severe anxiety 
and/or agitation and depressed mood 


patients with depression in whom anxiety 
and/or agitation are severe 





patients with depression and anxiety in 
association with chronic physical disease 


schizophrenic patients who have associated 
depressive symptoms 


ERCK Fora brief summary of prescribing information, 


HAR lease see following page. 
BOHM p g pag 


Triavil 


containing perphenazine and amitriptyline HCI 


prescribe it... 
with good reason 
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widely useful in psychiatric practice 
. when moderate anxiety or agMation 
accompanies depressiorr a 


Tail 


containing perphenazine and amitriptyline HCI 


prescribe it... with good reason 





Available: 

TRIAVIL* 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 

TRIAVIL* 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 

TRIAVIL* 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCl. 

TRIAVIL” 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 

INITIAL THERAPY FOR MANY PATIENTS 

TRIAVIL* 2-25 (or TRIAVIL" 4-25) t.i.d. or q.i.d. 

FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 

TRIAVIL* 2-10 (or TRIAVIL* 4-10) 

CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in hign doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not other- 
wise explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 
blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. 

Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a'shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 


effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 


mimetic drugs, including epinephrine combined with local anesthetics, close 


L « supervision and careful adjustment of dosages are required. Paralytic ileus may 
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occur in patients taking tricyclic E with anticholiner- 
gic-type drugs. 

Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 1 g ofe 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCI may enhance the response to alcohol! and the effects of 
barbiturates and other CNS depressants. à 

Concurrent administration of amitriptyline HC! and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days before elective 
surgery if possible. Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver function. ‘ 
ADVERSE REACTIONS: Similar to those reported with either constituent alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and / or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if tne above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develor 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); periphera 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); alterec 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivatiop of psy 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth o! 
salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, uri. 
nary frequency or incontinence, blurred vision, nasal congestion, and a change ir 

pulse rate; other adverse reactions reported with various phenothiazine com: 
pounds, but not with perphenazine, include grand mal convulsions, cerebga 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, anc 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia) 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-tern 
administration of some phenothiazines. Although it has not been reported ir 
patients receiving TRIAVIL, the possibility that it might occur should be considered 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have als¢ 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, bu 
which have occurred with other pharmacologically similar tricyclic antidepressan 
drugs and must be considered when amitriptyline is administered. Cardiovas 
cular: Hypotension; hypertension; tachycardia; palpitation, myocardial infarction 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states 
disturbed concentration; disorientation; delusions; hallucinations; excitemen 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesia 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; se 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome c 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry moutt 
blurred vision: disturbance of accommodation. increased intraocular pressure 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilie 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomi 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhe 
in the female: increased or decreased libido; elevated or lowered blood sugé 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or los: 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. Witt 
drawal Symptoms: Abrupt cessation after prolonged administration may produc 
nausea, headache, and malaise. These are not indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an overdosage should b 
admitted to a hospital as soon as possible. Treatment is symptomatic an 
supportive. However, the intravenous administration of 1-3 mg ef physostigmir 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poisor 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmir 
should be repeated as required particularly if life-threatening signs such € 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage ‘ 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrij 
tyline combinations, symptomatic treatment of cent anticholinergic effects wil 
physostigmine salicylate should be considered. J7TR22 (DC6613212) 
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For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Merck Sharp & Dohme, Division 
of Merck & Co., INC., West Point, Pa. 19486. i 





PKSAP-III 


PSYCHIATRIC KNOWLEDGE AND SKILLS 
SELF-ASSESSMENT PROGRAM 


CONTINUOUS OFFERING 


PKSAP-III is again available. The Program, initially available to physicians in Spring/Summer, 1977, will differ in that 
central scoring services will not be provided. Each registrant will receive the question booklets, the Reference 
guidebook containing the correct answers and bibliography, a score worksheet, and the Performance Data Report, 
which will facilitate self-scoring, follow-up reading and study at the participant's convenience. For further program 
details, the Bulletin of Information, is available upon request to the APA, Office of Education. 


To register, remit the appropriate fee with this application form to the APA, PUBLICATIONS SALES. PLEASE MAKE 
CHECKS PAYABLE TO APA, PKSAP-II/. 


PKSAP-III REGISTRATION FORM — CONTINUOUS OFFERING 
Please type or print all information 


Hok III] NS | FIRST NAME | 





STREET ADDRESS 
| STATE | | ZIP CODE | 
FEES 
C] Psychiatric Resident-In-Training, APA MEMBER $20.00 
R Psychiatric Resident-In-Training, NON-MEMBER $20.00 
LJ MEMBER, American Psychiatric Association (other than above) $35.00 
LJ Physician (other than above) $50.00 


Please “make check payable to APA, PKSAP-III. Mail to: Publication Sales, APA, 1700 18th Street, N.W., 
Washington, D.C. 20009 





In clinically significant depresion 


> 4 reasons 
why you should 
consider 
Norpramin 


(desipramine 
hydrochloride): 


next 














All tricylic arttidepressants are 
not the same. Desipramine hydro- 
chloride is the most potent blocker 
of norepinephrine re-uptake. 


Synaptic Cleft 


Presynaptic | c Ai Postsynaptic 
Neuron J = | aa 5 Neuron 


Tricyclic Antidepressant 





Diagrammatic representation of the mechanism of action of the tricyclic antide- 
pressants. The tricyclic antidepressants block the presynaptic nerve terminal and 
thus the concentration is increased at the receptor site and the effect is poten- 
tiated. (NE=norepinephrine) 


According to current theory»? some tricyclic 
antidepressants may fail in certain types of 
depression because they are not sufficiently 
potent blockers of norepinephrine re- 
uptake. Laboratory studies have shown that 
desipramine is the most potent inhibitor of 
norepinephrine re-uptake. 3 

Norpramin may work in some patients when 
other tricyclic antidepressants do not. 


Less anticholinergic activity 
(Sée Warnings section.) 


Studies in animals? and in normal human sub- 
jects®»® have shown that desipramine has 
significantly less anticholinergic activity than 
amitriptyline or doxepin. 

The single bond side chain is associated with 
lower anticholinergic activity than these 
other leading antidepressants. 

This may mean: 

‘less dry mouth 

‘less blurred vision 

‘less urinary retention 


Helps patients remain calm 

but active 

Norpramin does not usually inhibit normal 
activity although patients should be cau- 
tioned as to driving or operating machinery if 
drowsiness occurs. 


In addition... 
Begins to improve sleep patterns 
within one week in some patients.’ ° 


*Norpramin helps relieve the sleep distur- 
bances that often accompany depression. 

* As the depression is relieved the difficulty 
in falling agleep, restlessness and early 
morning awakening diminish. 


Merrell 


Seg following page for prescribing information. 
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Norpramin _ 
(desipramine ' C 
hydrochloride 

tablets NF) 3 
25, 50, 75, 100, 150 mg. 


consider it 
now 
Or... = 
consider it 
next 
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Norpramin® 
(desipramine hydrochloride 
tablets NF) 


* 
AVAILABLE ONLY ON PRESCRIPTION 
Brief Summary 
Indications: Norpramin is indicated for the relief of depres- 
sive symptoms. Endogenous depressions are more likely to 
be alleviated than others. 


Contraindications: Desipramine hydrochloride should not 


45e given in conjunction with, or within two weeks of, treat- 


ment with a monoamine oxidase inhibitor drug; hyperpyretic 
crises, severe convulsions and death have occurred in pa- 
tients receiving MAO inhibitors and tricyclic antidepres- 
sants. When substituting Norpramin for an MAOI, wait at 
least two weeks after discontinuing the MAOI, then start 
Norpramin cautiously and increase gradually 
The drug is contraindicated in the acute recovery period 
following myocardial infarction. It should not be used in 
those who have shown prior hypersensitivity to the drug 
Cross sensitivity between this and other dibenzazepines is 
a possibility. 
Warnings: 1. Extreme caution should be used when this 
drug is given in the following situations: (a) In patients with 
cardiovascular disease, because of the possibility of con- 
duction defects, arrhythmias, tachycardias, strokes and 
acute myocardial infarction. (b) In patients with a history of 
urinary retention or glaucoma, because of the drug's an- 
ticholinergic properties. (c) In patients with thyroid disease 
or those on thyroid medication, because of the possibility of 
cardiovascular toxicity, including arrhythmias. (d) In patients 
with a history of seizure disorder, because this drug has 
been shown to lower the seizure threshold. 
2. This drug is capable of blocking the antihypertensive ef- 
fect of guanethidine and similarly acting compounds. 
3. Use in Pregnancy: Safe use of desipramine hydrochloride 
during pregnancy and lactation has not been established; 
therefore, if it is to be administered to pregnant patients, 
nursing mothers, or women of child bearing potential, the 
possible benefits must be weighed against the possibie 
hazards to mother and child. Animal reproductive studies 
have been inconclusive. 
4. Use in Children: Norpramin is not recommended for use 
in children since safety and effectiveness in pediatric age 
group have not been established. 
5. This drug may impair the mental and/or physical abilities 
required for the performance of potentially hazardous tasks 
such as driving a car or operating machinery; therefore, the 
patient should be cautioned accordingly. 
6. In patients who may use alcohol excessively, it should be 
borne in mind that the potentiation may increase the danger 
inherent in any suicide attempt or overdosage. 
Precautions: 1. It is important that this drug be dispensed in 
the least possible quantities to depressed outpatients, since 
suicide has been accomplished with this class of drug. Or- 
dinary prudence requires that children not have access to 
this drug, or to potent drugs of any kind; if possible, this 
drug should be dispensed in containers with child resistant 
safety closures. Storage of this drug in the home must be 
supervised responsibly. 
2. Reduce dosage. or alter treatment, if serious adverse 
effects occur. 
3. Norpramin therapy in patients with manic-depressive ill- 
ness may induce a hypomanic state after the depressive 
phase terminates. 
4. The drug may cause exacerbation of psychosis in 
schizophrenic patients 
5. Close supervision and careful adjustment of dosage are 
. required when this drug is administered concomitantly with 
anticholinergic or sympathomimetic drugs. 
6. Patients should be warned that while taking this drug their 
response to alcoholic beverages may be exaggerated. 
7. There is limited clinical experience in the concurrent ad- 
ministration of ECT and antidepressant drugs. Thus, if such 
treatment is essential, one should consider the possibility of 
increased risk relative to benefits. 
8. The sedative effects of Norpramin and benzodiazepines 
(e.g., chlordiazepoxide or diazepam) are additive. Both the 
sedative and anticholinergic effects of the major tranquiliz- 
ers are additive to those of Norpramin. 
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9. Discontinue as soon as possible prior to elective surgery 
because of the possible cardiovascular effects. Hyperten- 
sive epRodes have been observed during surgery in pa- 
tients on Qesipramine hydrochloride. 

10. Both elevation and lowering of blood sugar levels have 
been reported. 4 

11. Leukocyte and differential counts should be performed 
in any patient who develops fever and sore throat during 
therapy; the drug should be discontinued if there is evi- 
dence of pathological neutrophil depression. 

Adverse Reactions: Note: Included in the listing which 
follows are a few adverse reactions which have not been 
reported with this specific drug. However, the phar- 
macological similarities among the tricyclic antidepressant 
drugs require that each af the reactions be considered when 
Norpramin is administered. 

Cardiovascular: hypotension, hypertension, tachycardia, 
palpitation, arrhythmias, neart block, myocardial infarction, 
stroke. 

Psychiatric: confusional states (especially in the elderly) 
with hallucinations, disonentation, delusions; anxiety, rest- 
lessness, agitation; insomnia and nightmares; hypomania, 
exacerbation of psychosis 

Neurological: numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures; alteration 
in EEG patterns; tinnitus 

Anticholinergic: dry mouth. and rarely associated sublingual 
adenitis; blurred vision, disturbance of accommodation, 
mydriasis; constipation, paralytic ileus; urinary retention, de- 
layed micturition, dilatation of urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosen- 
sitization (avoid excessive exposure to sunlight), edema (of 
face and tongue or general), drug fever, cross sensitivity 
with other tricyclic drugs. 

Hematologic: bone marrow depressions including agran- 
ulocytosis, eosinophilia, purpura, thrombocytopenia. 
Gastrointestinal: anorexia, nausea and vomiting, epigastric 
distress, peculiar taste, abdominal cramps, diarrhea, 
stomatitis, black tongue. 

Endocrine: gynecomastia in the male, breast enlargement 
and galactorrhea in the female; increased or decreased 
libido, impotence, testicular swelling; elevation or depres- 
sion of blood sugar levels. 

Other: jaundice (simulating obstructive), altered liver func- 
tion; weight gain or loss; perspiration, flushing; urinary fre- 
quency, nocturia; parotid swelling; drowsiness, dizziness, 
weakness and fatigue, neadache; alopecia. 

Withdrawa! Symptoms: Though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy may 
produce nausea, headache and malaise. 

Dosage and Administration: Not recommended for use in 
children. Lower dosages are recommended for elderly pa- 
tients and adolescents. Lower dosages are also recom- 
mended for outpatients compared to hospitalized patients 
who will be under close supervision. Dosage should be 
initiated at a low level and increased according to clinical 
response and any evidence of intolerance. Following remis- 
sion, maintenance medication may be required for a period 
of time and should be at the lowest dose that will maintain 
remission. 

Usual Adult Dose: Theusual adult dosage is 100 to 200 mg. 
per day. 

Dosage should be initiated at a lower level and increased 
according to tolerance and clinical response to a maximum 
of 200 mg. daily. 

Dosages above 200 mg. per day are not recommended 
Initial therapy may be administered in divided doses or a 
single daily dose. 

Maintenance therapy may also be given on a once daily 
schedule for patient convenience and compliance. 
Adolescent and Geriatric Dose: The usual adolescent and 
geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiated at a lower level and increased 
according to tolerance and clinical response to a maximum 
of 100 mg. daily. 

Dosages above 100 mg. are not recommended in these age 
groups. 

Initial therapy may be administered in divided doses or a 
single daily dose. 

Maintenance therapy may also be given on a once daily 
schedule for patient convenience and compliance. 
Overdosage: There is no specific antidote for desipramine, 
nor are there specific phenomena of diagnostic value char- 
acterizing poisoning by the drug. 

Within an hour of ingestion the patient may become agitated 
or stuporous and then comatose. Hypotension, shock and 
renal shutdown may ensue. Grand-mal seizures, both early 
and late after ingestion, have been reported. Hyperactive 
reflexes, hyperpyrexia, muscle rigidity, vomiting and EKG 
evidence of impairec conduction may occur. Serious distur- 
bances of cardiac rate, rhythm and output can occur. The 
precepts of early evacuation of the ingested material and 
subsequent support of respiration (airway and movement), 
circulation and renal output apply. 

The principles of management of coma and shock by 
means of the mechanical respirator, cardiac pacemaker, 
monitoring of centra! venous pressure and regulation of fluid 
and acid-base balance are well known in most medical cen- 


ters and are not further discussed verde: comments on 


cther possible ther pects are Y order: 
(a) Dialysis — Desipramine is found in low concentration in 
the serum, even after a massive oral dose. In vitro experi- 
ments, using blood bank blood indicate that it is very 
poorly dialyzed. Because of indications that the drug is 
secreted in gastric juice, constant gastric lavage has 
been suggested. 
(b) Pharmacologic treatment of shock—Since desip-* 
ramine potentiates the action of some vasopressor 
agents, such as levarterenoi and metaraminol, they 
should be used only with caution. 
(c) Pharmacologic control of seizures—intravenous bar- 
biturates are the treatment of choice for the control of 
grand-mal seizures. One may, alternately, consider the 
parenteral use of diphenylhydantoin which has less cen- 
tral depressant effect, but also has an effect on heart 
rhythm which has not yet been fully defined. 
(d) Pharmacologic control of cardiac function—Severe 
disturbances of cardiac rate, rhythm and output are prob- 
ably the initiating events in shock. Intravascular volume 
must be maintained by IV fluids. Digitalization should be 
carried out early in view of the fact that a positive inotropic 
effect can be achieved without increase in cardiac work. 
Many of the cardiodynamic effects of digitalis are the 
exact opposite of those of massive doses of desipramine 
(animal studies). 


REVISED FEBRUARY, 1977 
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EPIDEMIOLOGICAL APPROACHES - 


IN CHILD PSYCHIATRY i 


Edited by P. J. GRAHAM 


The papers contained in this volume—based on presen- 
tations given at a meeting of the Ciba Foundation—provide 
an up-to-date account of work currently being undertaken 
in the epidemiology of child psychiatry. The work includes 
an account of recent and otherwise unpublished findings 
in relation to urban/rural differences in rates of disorder, 
strategies for preventon, as well as ethological studies 
looking at the ways in which mothers with difficult earlier 
experiences handle their children. 


SECTION HEADINGS: Methods. Early Parenting. The Pre- 
school Child. Middle Childhood. Adolescence. Specific 
Handicaps. Other Approaches. 


1977, 416 pp., $19.50/£10.00 ISBN: 0-12-294550-6 


SECOND EDITION 


PRINCIPLES 
OF PSYCHOPHARMACOLOGY 


A Textbook for Physicians, Medical Students, 
and Behavioral Scientists 


Edited by WILLIAM G. CLARK and JOSEPH DEL GIUDICE 


SECTION HEADINGS: Introduction. Some Basic Anatomi- 
cal, Biochemical, and Physiological Considerations. Chem- 
istry, Metabolism, and Classification of Psychotropic Drugs. 
Pharmacological and Physiological Bases of Psychophar- 
macology. Genetic and Environmental Aspects of Drugs 
and Behavior. Psychopharmacologic Drug Design and Re- 
search Problems with Humans. Toxicology and Adverse 
side Effects of Psychotropic Drugs and Their Management. 
Psychopharmacotherapy. Special Problems in Psychophar- 
macology. General Medical Use of Psychotropic Drugs. 
Substance Abuse. 

1978, about 975 pp., in preparation ISBN: 0-12-175660-2 
Send payment with order and save postage plus 50¢ handling charge. 
Prices are subject to change without notice. 

U.S. customers please note: On prepaid orders—payment will be re- 
funded for titles on which shipment is not possible within 120 days. 


Academic Press, Inc. 


A Subsidiary of Harcourt Brace Jovanovich, Publishers 
111 FIFTH AVENUE, NEW YORK, N.Y. 10003 
24-28 OVAL ROAD, LONDON NW1 7DX 
Please send me the following: 
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——copies, Graham: Epidemiological Approaches in Child 
| Psychiatry 

| —— copies, Clark/del Giudice: Principles of Psychophar- 

| macology, 2nd ed. 

| Check enclosed... Bill me__ 
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NAME... 
ADDHESSE LS E a ia dads tei. o ; 
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New York residents please add sales tax. \ 
Direct all orders to Mr. Paul Negri, Media Dept. 
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Patient name | Sex: Age: 


Bill C.* » Male 28 

Marital Status: Occupation: , 
cS) M W D Commercial artist 
History: : E 


Son of wealthy family, living at home; three 


adjusted. Academic and social problems in 
school. Bright, but an underachiever. No close 
friends. Poor work record; fired from three jobs. 
Unable to take suggestions or criticism 


Onset of current illness: 

When supervisor corrected his work, became 
verbally abusive. When told he would be fired, 
threw box of paints at supervisor and tried to 
break furniture. Parents notified; psychiatrist 
called. Patient admitted to private facility 
screaming, shouting and incoherent 


Impression: 
Acute schizophrenia 


Treatment: 

LOXITANE® Loxapine Succinate 50 mg stat, 

óO mg q.i.d. up to 40 mg q.i.d., in first two weeks. 
Psychotherapy daily 


Therapeutic course: 

Very agitated, “people ruining his brain.” Calmer 
after initial dose of LOXITANE. Released in 
parents’ custody, to be placed under private 
Outpatient psychiatric care. Still hostile 
(mentions “conspiracy”), but appears child-like 
with parents 

Second week: Cooperative at home. Expressing 
some delusions. LOXITANE increased to 40 mg 
q.i.d. 

Third week: Beginning to question conspiracy, 
but.states no one likes him. Some facial tremors 


noted which responded to antiparkinsonism 
medication 


Fourth week: Some superficial insight. Says his 
parents treat him like a child, so he acts like one 


Fifth week: Wants to have a life of his own. No 

E ME. MMC : pe ow further delusions. LOXITANE 30 mg q.i.d. 

Ee Qe | e | E -. Antiparkinsonism medication discontinued 

: Follow-up: 

Twelve weeks: Living alone in studio apartment. 
Participates in group therapy, individual therapy 
twice weekly. Regards parents' help as a loan. 
Making friendly cvertures to his neighbors. To 
begin work on a trial basis; patient feels 
confident he can make it. Continued on 
LOXITANE 20 mg t.i.d. 10 mg h.s. 


Loxitane 
LOXAPINE > 
SUCCINATE 


Effective management with  . 
a favorable side effects profile. 


"Not an actual patient. The ccllection of clinical data upon which this 
simulation is built illustrates the action of LOXITANE® Loxapine Succinate ‘ 
as reported in clinical studies. 












See LOXITANE prescribing information on following page for indications warnings! 


older brothers, all married and apparently well 1 





p 


- Loxitane 


LOXAPINE ED 
SUCCINATE 





For the symptoms that interrupt careers 


Recommended Daily Dosage 
inital Dosage MILD MODERATE SEVERE 

10 mg bid 10 mg t. id. or q.i.d 25 mg bd 
First 7 to Increase dosage unti! psychotic symptoms are controlled 
10 Days Dosage should not exceed 250 mg/day 


Usual dosage during titration: 50 to 150 mg/day 


Maintenance Adjust to lowest effective level 


Dosage Usual maintenance dosage: 60 to 100 mg/day 
Many patients are controlled with dosages as low as 20 to 
60 mg/day 
Brief Summary 
LOXITANE* Loxapine Succinate Capsules 
OR 


LOXITANE* C Loxapine Hydrochloride Oral Concentrate 


Description: A dibenzoxazepine compound, representing a new subclass of tricyclic 
antipsychotic agent, chemically distinct from the thioxantnenes, butyrophenones, and 
phenothiazines. 


indications: For the manifestations of schizophrenia. Loxapine has not been evaluated 
for the management of behavioral complications in mental retardation, and therefore 
Cannot be recommended 


Contraindications: In comatose or severe, drug-induced depressed states (alcohol, 
barbiturates, narcotics, etc .); and in individuals with known hypersensitivity to the drug 


Warnings: In Pregnancy: Safe use during pregnancy or actation has not been 
established; in pregnancy, nursing mothers, or women of child-bearing potential, weigh 
potential benefits against possible hazards to mother and child. No embryotoxicity or 
teratology was observed in studies in rats, rabbits or dogs, although with the exception of 
one rabbit study, the highest dosage was only two times the maximum recorhmended 
human dose and in some studies they were below this dose. Perinatal studies have shown 
renal papillary abnormalities in offspring of rats treated from mid-pregnancy with doses of 
0.6 and 18 mg./kg., doses which approximate the usual human dose but which are 
considerably below the maximum recommended human dose. In Children: Studies have 
not been performed in children; therefore this drug is nct fcr use below the age of 16 


May impair mental and/or physical abilities, especially during the first few days of therapy; 
warn ambulatory patients about activities requiring alertness (e.g. operating vehicles or 
machinery), and about concomitant use of alcohol and other CNS depressants. 


Precautions: Use with extreme caution in patients with history of convulsive disorders; 
seizures have been reported in epileptics receiving this drug at antipsychotic dose levels, 
and may occur even with maintenance of routine anticonvulsant drug therapy Has an 
antiemetic effect in animals; this effect in man may mask signs of overdosage of toxic 
drugs anc obscure conditions such as intestinal obstruction and brain tumor. Use with 
caution in patients with cardiovascular disease. Increased pulse rates in the majority of 
patients receiving antipsychotic doses and transient hypotension have been reported. In 
hypotension requiring vasopressor therapy, preferred drugs may be norepinephrine or 
angiotensin. Usual doses of epinephrine may be ineffective because of inhibition of its 
vasopressor effect by loxapine. Possibility of ocular toxicity from loxapine cannot be 
excluded at this time, therefore observe carefully for pigmentary retinopathy and 
lenticular pigmentation (observed in some patients receiving certain other antipsychotic 
drugs for prolonged periods). Because of possible anticholinergic action, use with caution 
in patients with glaucoma or a tendency to urinary retention, particularly with concomitant 
administration of anticholinergic-type antiparkinson medication. 








Adverse Reactions: CNS: Adverse effects other than extrapyramidal, infrequent. 
Drowsiness, usually mild, may occur at beginning of therapy or when dosage is increased, 
usually subsiding with continued therapy. Incidence of sedation is less than that of certain 9 
aliphatic phenothiazines and slightly more than piperazine phenothiazines. Dizziness, 
faintness, staggering gait, muscle twitching, weakness, and confusional states have been 
reported. Extrapyramidal reactions during use of this drug have been reported frequently, 
often during the first few days of treatment. In most patients, these involve Parkinson-like 
symptoms such as tremor, rigidity, excessive salivation, masked facies, akathisia, usually 
not severe and controlled by dosage reduction or use of antiparkinson drugs in usual 
dosage. Less frequent, but more severe: Dystonias, including spasms of muscles of neck 
and face, tongue protrusion, oculogyric movement; dyskinesia in the form of choreo- 
athetoid movements. These sometimes require reduction or temporary withdrawal of drug 
dosage in addition to appropriate counteractive drugs. Persistent Tardive Dyskinesia 
May appear in some patients on long-term therapy, or after therapy has been 
discontinued; the risk greater in the elderly, especially females, on high dosage. These 
symptoms, persistent and in some patients apparently irreversible, are characterized by 
rhythmical involuntary movement of tongue, face, mouth or jaw (e.g. protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements, sometimes accompanied by 
involuntary movements of extremities). No known effective treatment; discontinue all 
antipsychotic agents if these symptoms appear. The necessity to reinstitute treatment or 
increase dosage, or switch to a different antipsychotic agent, may mask syndrome. If 
medication is stopped when fine vermicular movements of the tongue occur, the 
syndrome may not develop. Cardiovascular: Tachycardia, hypotension, hypertension, 
lightheadedness, syncope. A few cases of EKG changes similar to those seen with 
phenothiazines have been reported, not known to be related to loxapine use. Skin 
Dermatitis, edema (puffiness of face), pruritus, seborrhea. Possible photosensitivity and/or 
phototoxicity; skin rashes of uncertain etiology seen in a few patients during hot summer 
months. Anticholinergic: Dry mouth, nasal congestion, constipation, blurred vision— more 
likely to occur with concomitant use of antiparkinson agents. Other: Nausea, vomiting, 
weight gain or loss, dyspnea, ptosis, hyperpyrexia, flushed facies, headache, paresthesia, 
polydipsia. Rarely, galactorrhea and menstrual irregularity of uncertain etiology. 


Dosage and Administration: Administered orally, usually in 2 to 4 divided doses a day. 
Adjust dosage to patient's need relative to severity of symptoms and history of response 
to antipsychotic drugs. Recommended initial dosage is 10 mg b.i.d.; in severely disturbed 
patients up to 50 mg. daily Increase dosage during first 7 to 10 days until psychotic 
symptoms are controlled. Usual therapeutic and maintenance range is 60 mg.- 100 mg. 
daily. More than 250 mg. daily is not recommended. Maintenance dosage should be at 
lowest level to control symptoms; many patients have been maintained on 20 mg. to 


60 mg. daily. x 


LOXITANE C Oral Concentrate should be mixed with orange and grapefruit Vice shortly 
before administration. Use only enclosed calibrated dropper. 


LEDERLE LABORATORIES 
Lederle A Division of American Cyanamid Company 
Pearl River, New York 10965 








The Four Fundamental Concepts 
of Psycho-Analysis 


By JACQUES LACAN 


Dr. Lacan’s writings, and especially the seminars for which he has become famous, have provoked 
intense controversies in French analytic circles, requiring as they do a radical reappraisal of the legacy 
bequeathed by Freud. This volume is based on a year’s seminar, which is of particular importance 
because he was addressing a large audience generally unfamiliar with his work. Because he was dealing 


in fundamentals, this volume constitutes the essence of his sensibility. There is no clearer statement of 


the ideas and issues which have aroused such passionate reactions in France, and which can now gain 


the hearing they deserve in the English-speaking world. $18.95 


"d 
Ecrits 
A Selection 


By JACQUES LACAN 


Of the extraordinary constellation of French thinkers since Sartre of the 1940s, Jacques Lacan has taken 
the longest to achieve general recognition, although he is quite possibly the most influential. This 
volume, a collection of lectures delivered to a gathering of fellow analysts or students, includes one 
of Lacan’s most radical, far-reaching texts, The Subversion of the Subject and the Dialec tic oj Desire in 
the Freudian Unconscious; the celebrated Discours de Rome, the longest and most sustained exposi- 
tion of Lacan’s thinking; and other papers dealing with various aspects of psychoanalytic theory 
and practice. $16.75 


The Complete Psychological Works 
of Sigmund Freud 


The Standard Edition 


Translated and edited by JAMES STRACHEY 


The twenty-four volume set of the Standard Edition contains all of Freud’s published psychological 
writings. The translations, editorial commentaries, critical apparatus, indexes. and bibliographies 
make the Standard Edition an unrivalled source of reference for specialist, scholar, and student. 
$350.00 the set. Available at a 10% professional discount. Order directly from W.W. Norton; publisher 
pays postage. 


At all bookstores 
ee ae x NININININININI NINININI NINININI NI, 
W.W. NORTON & COMPANY. INC.. 500 Fifth Avenue, New York 10036 








WHEN = 
DEPRESSION 
EXPRESSES 
ITSELF 


SINEQUAN 


(DOXEPIN HCI) 
75-mg CAPSULE 


sculpture to express the painful ANTI DE PRESSANT 
depression he once experienced. 


E I EFFECTIVENESS 


My energies ebbed, 


my will to live decreased, with convenient 


| 2d | found myself retreating 
m once-a-dJay 
hs dosage" 


Also available in: 

100-mg, 50-mg, 25-mg, 10-mg 
CAPSULES and ORAL CONCENTRATE 
10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 





See Brief Summary on next page for information on 
contraindications, warnings. precautions and adverse - 
reactions. 





IN THE TREATMENT OF . 
CLINICAL DEPRESSION= 


‘SINEQUAN 75 mg 


(DOXEPIN HCI) CAPSULE 


PROVIDES 
ANTIDEPRESSANT 


EFFECTIVENESS 


IN ADDITION TO 
OTHER, OFTEN BENEFICIAL, 
PROPERTIES... 





BRIEF SUMMARY 

SINEQUAN* (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the 
drug, and in patients with glaucoma ora tendency to urinary retention. These disorders should be 
ruled out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines 
should be kept in mind 

Warnings. The once-a-day dosage regimen of SINEQUAN in patients with intercurrent iliness or 
patients taking other medications should be carefully adjusted This is especially important in 
patients receiving other medications with anticholinergic effects 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions fcr its use have not been established 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cauticus initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved 

Usage with Alcohol: it should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively 
Precautions. Since drowsiness may occur with the use of this drug patients should be warned 
of that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcohol may be potentiated 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen 
Adverse Reactions. NOTE: Some of the adverse reactions noted below nave not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
similarities among the tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage 

Central Nervous System Effects: Drowsiness is the most common y noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures 

@ardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally. 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred. 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura 

Gastrointgstifial: Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous Homatitis have been reported. (See anticholinergic effects.) 

Endoc@ne: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breas® and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration, 


ther: Dizziness, tinnitus, weight gain, sweating, chills, fatigue. weakness, flushing, jaundice, 


A12 


CONVENIENT ONCEARBAY h.s. DOSAGE 
which may increase patient compliance. The total 
daily dosage, up to 150 mg per day, may be given 
on a once-a-day schedule without loss of effec- . 
tiveness. Sinequan may also be given ona ' 
divided dosage schedule, up to 900 mg per day. 


PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and early-morning awakening 
often associated with depression. 


MARKED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 
guanethidine and related compounds. lachy- 
cardia and hypotension have occasionally been 
reported. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE OF DOSAGE 


STRENGTHS 
for flexibility in individualizing therapy. 


alopecia, and headache have been occasionally observed as adverse effects. 

Dosage and Administration. For most patients with illness of mild to moderate severity, a 
starting dose of 25 mg t.i.d. is recommended. Dosage may subsequently be increased or 
decreased at appropriate intervals and according to individual response. The usual optimum 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients an initial dose of 50 mg t.i.d. may be required with subsequent 
gradual increase to 300 mg/day if necessary. Additional therapeutic effect is rarely to be 
obtained by exceeding a dose of 300 mg/day 

In patients with very mild symptomatology or emotional symptoms accompanying organic 
disease, lower doses may suffice. Some of these patients have been controlled on doses as low 
as 25-50 mg/day 

As an alternative regimen, the total daily dosage, up to 150 mg, may be given on a once-a-day 
schedule without loss of effectiveness. This dose may be given at bedtime 

Antianxiet y effect is apparent before the antidepressant effect. Optimal antidepressant effect 
may not be evident for two to three weeks 
Overdosage. 

A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias and 
tachycardias. 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus), 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes 
B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 
supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions to 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed. 
The use of activated charcoal has Deen recommended, as has been continuous gastric lavage 
with saline for 24 hours or more. An adequate airway should be established in comatose patients 
and assisted ventilation used if necessary EKG monitoring may be required for several days, 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with the 
appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra- 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine Is 
rapidly metabolized, the dosage should be repeated as required Convulsions may respond to 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres- 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
due to high tissue and protein binding of SINEQUAN 
Supply. SINEQUAN is available as capsules containing doxepin HCl equivalent to 10 mg, 25 mg, 
50 mg, 75 mg, and 100 mg doxepin in bottles of 100, 1000, and unit-dose packages of 100 ( 10 x 
10's) SINEQUAN (doxepin HCI) 25 mg and 50 mg are also available in bottles of 5000 
SINEQUAN Oral Concentrate (10 mg/ml) is available in 120 ml bottles yth an accompanying 
dropper calibrated at 5 mg, 10 mg, 15 mg, 20 mg. and 25 mg. Each ml Contains doxepin HCI 
equivalent to 10 mg doxepin. Just prior to administration, SINEQUAN Oral Concentsate should be 
Jiluted with approximately 120 mi ot water, whole or skimmed milk, or orange, grapefruit, tomato, 
prune or pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a 
number of carbonated beverages. For those patients requiring antidepressant therapy who are 
3n methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixed 
together with Gatorade*, lemonade, orange juice, sugar water, Tang*, or water; but not With 
grape juice. Preparation and storage of bulk dilutions is not recommended 

More detailed professional information available on request 2 
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BOOKS IN PSYCHIATRY AND RELATED DISCIPLINES 


CONTEMPORARY MODELS 
IN LIAISON PSYCHIATRY 


Edited by Robert A. Faguet, M.D., Fawzy |. Fawzy, M.D., 
David K. Wellisch, Ph.D. and Robert O. Pasnau, M.D. “The edi- 
tors have approached their task with enthusiasm tempered by 
critical reason. Their main and novel contribution is to expand 
the boundaries of the field. Most of the chapters deal with 
clinical problems and situations that have not usually been as- 
sociated with liaison psychiatry. By focusing on these new 
frontiers for consultation-liaison activities, the editors and con- 
tributors have performed a valuable service to all of us working 
in this area."—from the Foreword by Z.J. Lipowski, M.D. 
1978 approx. 220pp. illus. $20.00 


BASIC PRINCIPLES AND 
TECHNIQUES IN SHORT-TERM 
DYNAMIC PSYCHOTHERAPY 


Edited by H. Davanloo, M.D. This comprehensive and interview- 
oriented book presents 20 years of clinical work and research by 
clinicians and researchers of recognized excellence. Included are 
transcripts of entire clinical interviews which illustrate and make 
possible comparisons among therapeutic techniques. Beginning 
with an overview of current trends in psychotherapy by Dr. J. 
Marmor, the book proceeds with chapters by Drs. PE. Sifneos, 
D.H. Malan, H. Davanloo, C. Golden, C. Yung, H.H. Strupp and 
M.,Straker. The presentations discuss the selection and evalua- 
tion of patients for short-term dynamic psychotherapy, the li- 
mits of and implications for the future of short-term dynamic 
psychotherapy, and its various clinical techniques and research 
strategies and their ramifications. 


1978 approx. 300pp., illus. $25.00 


PATHOGENESIS AND TREATMENT 
OF HEADACHE 


Edited by Otto Appenzeller, M.D., Ph.D. “When one has Arnold 
l'riedman, John Graham, and Earl Walker, to mention a few of 
the many prominent names connected with headache, writing 
from their own viewpoints, on their own hobby horses, and with 
their own brands of humour, the result is a fascinating series of 
cameos that can be read in any order, at any time, and again and 
again." — Brit Med J 
1976 


x + 217pp., illus. $18.00 


CURRENT DEVELOPMENTS 

IN PSYCHOPHARMACOLOGY, 
Volume 4 

Edited by Walter B. Essman, M.D., Ph.D. and Luigi Valzel- 
li, M.D. "The editors have done well in their choice of hot topics 
and in their choice of writers to cover these." — Earl Usdin, M.D. 
1977 xiv * 296pp., illus. $25.00 


PHENOMENOLOGY AND TREATMENT 
OF SCHIZOPHRENIA . 


Edited by William E. Fann, M.D., Ismet Karacan, M.D., D.Sc., 
Alex D. Pokorny, M.D. and Robert L. Williams, M.D. This 
wide-ranging volume covers most of the interesting and signifi- 
cant conceptions, of schizophrenia abroad among the mental 
health professions today and provides a considerable amount 
of information concerning the tactics and details of treatment. 
It is an eclectic presentation which unites biological and psy- 
chodynamic approaches in an effort to understand the most 
disabling and disruptive of the psychiatric disorders. 


1978 xx + 551pp., illus. $30.00 


BIOLOGICAL BASES OF 
PSYCHIATRIC DISORDERS 


Edited by Alan Frazer, Ph.D. and Andrew Winokur, M.D., Ph.D. 
An interdisciplinary venture into the mind and the sources of its 
disorders, this text explores the intricate relationship between 
the brain as a biological entity and human behavior. Integrating 
contributions from anatomy, biology, pharmacology, physiolo- 
gy, neuroendocrinology, genetics, psychology and psychiatry, 
it illustrates the fruitful partnership of basic and clinical investi- 
gations in solving practical problems and in framing fundamental 
questions. Based on a carefully planned biological background, 
it deals with substantive issues in the major behavior disorders. 
1977 xiv + 271pp., illus. $15.00 


AGING AND DEMENTIA 


Edited by W. Lynn Smith, Ph.D. and Marcel Kinsbourne, D.M. 
"This small book, written in nine chapters by experts in neuro- 
psychology, psychiatry, neurology, neuropathology, and neuro- 
radiology, from both sides of the Atlantic, recognises the diffi- 
culties, recounts what has been achieved so far, and points the 
way for the future. In particular, it emphasises the value of 
multidisciplinary prospective research. . . .the book should help 
all concerned to understand each other's work better, and pro- 
vide ideas for interdisciplinary research." — Brit Med J 
1977 xii * 244pp., illus. 


PSYCHIATRIC DIAGNOSIS: 
EXPLORATION OF 
BIOLOGICAL PREDICTORS 


Edited by Hagop S. Akiskal, M.D. and William L. Webb, M.D., 
Examines in depth the feasibility of diagnosing mental illness by 
biological methods. Contributors focus on those areas of bio- 
logical research having the greatest potential for clinical applica- 
tion in the area of psychiatric diagnosis. The five main sections 
probe: clinical and biological criteria for psychiatric diagnosis; 
genetic principles in the classification of psychiatric disorders; 
biochemical and pharmacological correlates; neurophysiological 
and neuropsychological correlates. 

1978 approx. 380pp., illus. 


$15.00 


$25.00 


SP MEDICAL & SCIENTIFIC BOOKS 


Iii a division of Spectrum Publications, Inc. 
( 


175-20 Wexford Terrace, 
Jamaica, New York 11432 











) Contemporary Models in Liaison Psychiatry (031-1) ( ) Payment enclosed ( ) Bill me 
( ) Basit Principles and Techniques in Short-Term Dynamic N 
* Psychotherapy (033-8) mS 
( ) Pathogenesis and Treatment of Headache (000-1) Address 
( ) Current Developments in Psychopharmacology, V.4 (024-9) 
' € ) Phenomenology and Treatment of Schizophrenia (032-X) City/State/Zip 
i.) Biological Bases of Psychiatric Disorders (011-7) 
« ) Aging and Dementia (01 3-3) Europe, Africa, Middle East: SP Medical & Scientific Books, 
( ) Psychiatric Diagnosis: Exploration of Biological Predictors 3 Henrietta St., London WC2E 8LU, England, Listed price 
" (030-3) * applicable in U.S. and Canada only. À 
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Amphetamines work in MBD. 
Methylphenidate works in MBD. 








Then why Cylert. for MBD? (7 


(pemoline) 


Because Cylert offers a lot: 


e Once-a-day dosage at home 


e Elimination of mid-day school dose and need for school 


personnel supervision 


e Avoids ups and downs of drug action brought about by multiple 


daily dosage 


e Control of medication by the parent 


e A chewable dosage form, 37.5 mg tablet. 


e Less physician paper work (Cylert is in schedule IV) 


e Safety and efficacy proven in extensive clinical studies* 
“Copy of the Cylert Monograph available to Physicians on written request. 


Dosage and administration 


Cylert is administered as a single 
oral dose each morning. 


The recommended starting dose is 

37.5 mg/day. This daily dose should be 
gradually increased by 18.75 mg at one 
week intervals until the desired clinical 
response is obtained. The effective daily 
dose for most patients will range from 
56.25 to 75 mg. The maximum recom- 


mended daily dose of pemoline is 112.5 mg. 


Clinical improvement with Cylert is 
gradual. Using the recommended schedule 
o dosage titration, significant benefit may 
not be evident until the third or fourth 
week of drug administration. Drug 
administration should be interrupted 
*occasionally (once or twice a year) to 


' , determine if behavioral symptoms are 


sufficient to require continued therapv. 


When not to use medication 


Cylert should not be used for (and will not 
be effective in) simple cases of overactivity 
in school age children. 


Neither should it be used in the child who 
exhibits symptoms secondary to environ- 
mental factors and/or primary psychiatric 
disorders, including psychosis. 

The physician should rely on a complete 
history of the child and a thorough 
description of symptoms from both 
parents and teacher before postulating 

a diagnosis of MBD. 


ABBOTT a \ 


Plea «e cee nert nace tar Rriof Quimmoaim: 
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Cylert and Cylert Chewable Tablets 
(pemoline) 
Prescribing Information 3 € 


Indications: MINIMAL BRAIN DYSFUNCTION IN CHILDREN — as 

- ewe therapy to other remedial measures (psychological, educational, 

ial). 

* e. Special Diagnostic Considerations: The cause of minimal brain dysfunction 
(MBD) is unknown. Diagnosis of MBD involves the use of medical, 
psychological, educational, and social tools, since no single diagnostic test is 
adequate. 

MBD is characterized by chronic moderate to severe nyperactivity, short 
attesttion span, distractibility, emotional lability, and impulsivity. 
Nonlocalizing (soft) neurological signs, learning disability, and abnormal 
EEG may or may not be present. The diagnosis of MBD must be based upon 
a complete history and evaluation of the child and not solely on the presence 
of one or more of these characteristics. 

Drug treatment is not indicated for all children with MBD. In the primary 
therapy of MBD, appropriate educational placement is essential and 


psychosocial intervention is generally necessary. When these measures alone 


are insufficient, the decision to prescribe stimulant medication will depend 
upon the physician’s assessment of the chronicity and severity of the child’s 
symptoms. Stimulants are not intended for use in the child who exhibits 
symptoms secondary to environmental factors and/or primary psychiatric 
disorders, including psychosis. 


Contraindications: Cylert (pemoline) is contraindicated in patients with 
known hypersensitivity or idiosyncrasy to the drug. (See ADVERSE 
REACTIONS.) 


Warnings: Cylert is not recommended for children less than 6 years of age 
since its safety and efficacy in this age group have not been established. 

Sufficient data on the safety and the efficacy of the long-term use of Cylert 
in children with minimal brain dysfunction are not yet available. 

A temporary suppression of the predicted growth rate (weight and/or 
height gain) has been reported for children receiving long-term stimulant 
therapy. A definite causal relationship between stimulant drugs and this 
finding has not been established. 


Precautions: Liver function tests should be performed periodically during 
therapy with Cylert. The drug should be discontinued if abnormalities are 
revealed and confirmed by follow-up tests. (See ADVERSE REACTIONS 
regarding reports of abnormal liver function tests and jaundice. ) 

Cylert should be administered with caution to patients with significantly 
impaired hepatic or renal function. 


The interaction of Cylert with other drugs has not been studied in humans. 


Patients who are receiving Cylert concurrently with other drugs, especially 
drugs with CNS activity, should be monitored carefully. 


Cylert failed to demonstrate a potential for self-administration in primates. 


However, the pharmacologic similarity of pemoline to other 
psychostimulants with known dependence liability suggests that 
psychological and/or physical dependence might also occur with Cylert. 
There have been isolated reports of transient psychotic symptoms occurring 
in adults following the long-term misuse of excessive oral doses of pemoline. 
Cylert should be given with caution to emotionally unstable patients who 
may increase the dosage on their own initiative. 


Usage during Pregnancy and Lactation: The safety of Cylert (pemoline) for 


use during pregnancy and lactation has not been established. 


Fertility, reproduction, and teratology studies were conducted in laboratory 
animals. Pemoline, in doses of 18.75 or 37.5 mg./kg./day, had no effect on the 


fertility of male or female rats. The drug, when given to pregnant rats (from 
gestation day 15 through weaning) and to rabbits (from gestation days 6-18) 
at these same dosage levels, produced no teratogenic or embryotoxic effects, 
and had no effect on the viability of the young at birth. However, increased 
incidences of stillbirths and cannabilization were observed when pemoline 


was given to rats at these dosage levels, beginning 14 days prior to conception. 
Adverse Reactions: Insomnia is the most frequently reported side effect of 


Cylert; it usually occurs early in therapy, prior to an optimum therapeutic 
response. In the majority of cases it is transient in nature or responds to à 
reduction in dosage. 

Anorexia with weight loss may occur during the first weeks of therapy. In 
the majority of cases it is transient in nature; weight gain usually resumes 
within three to six months. 

Stomach ache, skin rashes, increased irritability, mild depression, nausea, 
dizziness, headache, drowsiness, and hallucinations have been reported. 

Elevations of SGOT, SGPT, and serum LDH have occurred in patients 


taking Cylert, usually after several months of therapy. These effects appear to 


be reversible upon withdrawal of the drug, and are thought to be 


manifestations of a delayed hypersensitivity reaction. There have also been à 


few reports of jaundice occurring in patients taking Cylert; a causal 
relationship between the drug and this clinical finding has not been 
established. 

There have been reports of dyskinetic movements of the lips, face, and 
extremities occurring with the use of Cylert. Convulsive seizures have also 
been reported. A definite causal relationship between Cylert and these 
reactions has not been established. 


Mild adverse reactions appearing early during the course of treatment with 


Cylert often remit with continuing therapy. If adverse reactions are of a 
significant or protracted nature, dosage should be reduced or the drug 
discontinued. 


How Supplied: Cylert (pemoline) is supplied as monogrammed, grooved 
tablets in three dosage strengths: 
18.75 mg. tablets (yellow-colored) in bottles of 100 (NDC 0074-6025-13) 
37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6057-13) 
75 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-6073-13) 
Cylert CAewable is supplied as monogrammed, grooved tablets in one 


dosage strength: 
37.5 of tablets (orange-colored) c) 
in dottld of 100 (NDC 0074-6088-13) 
intendi 708 3202R 











Exercise builds strong 
bodies, but... 

in America today, many 
normally healthy children 
cannot do twenty situps or 
even one pullup. Lacking the 
strength and stamina they 
need. these children cant 
keep up with their friends 
Dont let this happen. Your 
school or recreation center 
should have special programs 
to improve strength and 
endurance 

See that your child gets help 
Send for this free qudm 





booklet 
Write 
Fitness e 
Washington, D.C. 202 
: e 
The President s Councilon , ' ^ 


Physical Fitness and Sports 


avaluable link . 
to the 
resources ofthe 


American Psychiatric Association 


for institutions and agencies 
concerned with the care 
of the mentally disabled 


Enrollment in the Hospital & Community Psychiatry 
Service brings multiple copies of Hospital & Community 
Psychiatry into member agencies every month, keeping staff up to 
date on developments and issues in the mental health field, 
offering new ideas and fresh perspectives, and serving as a useful 
resource in staff development and training programs. 

Hospital & Community Psychiatry is just one of the 
benefits of membership in the H&CP Service. Others include a 
film library containing more than a hundred films specially chosen 
for their usefulness in staff development and community education 
programs; supplementary mailings of important books, reports, 
articles, or other material of special interest to administrators or 
clinicians; reduced registration fees at the annual fall Institute on 
Hospital & Community Psychiatry; and, on request, information 
and consultation from the professional staff of the American 
Psychiatric Association. The H&CP Service also sponsors the 
annual Achievement Awards competition, which gives special 
recognition to outstanding programs for the mentally ill and 
mentally retarded. 


Please send me information about membership in the Hospital & Community Psychiatry Service. 


NAME 








FACILITY 





ADDRESS 











ospilal & 
ommunily 
hialr 


3 C 






. * AMERICAN PSYCHIATRIC ASSOCIATION 
ervice 1700 18TH STREET, N.W. 
WASHINGTON, D.C. 20009 


Announcing Publication . . -, 


| —« . MANUAL OF PSYCHIATRIC 
N PEER REVIEW 


by the Peer Review Committee of the American Psychiatric Association, Donald G. Langsley, M.D., Chairperson in cooperation 
with the Joint Task Force on Diagnostic Criteria for Analyzability of the American Psychoanalytic Association, William Off- 
enkrantz, M.D., Chairperson, and the Peer Review Committee of the American Academy of Child Psychiatry. Larry B. Silver, 


M.D., Chairperson. 


MANUAL 
OF 
PSYCHIATRIC PEER REVIEW 





“This Manual provides a set of guidelines for district branches of APA and their peer review committees which should be adapted and 
modified in terms of local criteria, standards, and practices. The guidelines are not intended to be hard and fast rules. They are 
screening criteria, and not regulations to control practice. T bey are so designed that they can be utilized by non-physicians to identify 
those cases that can profitably be reviewed by psychiatrists serving on peer review committees. This document should be viewed as 
transitional, subject to revision as experience is gained, and continually updated in response to advances in psychiatric knowledge and 


changes in patterns of practice.... The application of these standards, and refinement through experience must rest with the peer 

review committees of district branches. . . . It should help them to move ahead in the development of a peer review for American 
psychiatry.” 

Robert W. Gibson, M.D. 

President 


Part I titled PSYCHIATRIC PEER REVIEW contains sections on Basic Relationships and Responsibilities, Appointment of 
Peer Review Committees, Funding, Operations and Procedures, Medical Care Evaluation Studies, Appeals Processes, Special 
Problems, Confidentiality, Educational Aspects, Medical Ethics, Advocacy, Interdisciplinary Aspects, with Appendices on Model 
Screening Format for Inpatient Treatment for Alcoholism, Model Screening Format for Outpatient Treatment, Sample Form for 
Requesting Extension of Office Treatment, Claims Review Guidelines Suggestions, APA Position Papers on Peer Review, 
Bibliography. 

Part II titled PSYCHOANALYTIC PEER REVIEW has sections on Steps in Peer Review for Psychoanalysis, Guidelines for 
Model Criteria Sets, Pilot Application of Guidelines for Model Criteria Sets, Sample Peer Review Form, Sample data from Pilot 
Applications of Guidelines, and Glossary of Terms Used. 

Part III titled PEER REVIEW AND CHILD PSYCHIATRY contains sections of Special Considerations, Legal Rights of Chil- 
dren, Issue of Confidentiality, Conclusions, References, and Appendices on Model Screen Criteria Format for Intermediate Care, 
for Acute Care in a Short Stay Facilities, and for Partial Hospitalization, Outpatient Diagnostic Evaluation Procedures, and Out- 
patient Treatment for Children and Adolescents. 


Published by the American Psychiatric Association, Washington, D.C., September 1976. 114 pages. Spiral binding. Single cop- 
ies, $6.00. For orders of 10 or more, $5.00 per copy. 


Send coupon to: 

Publication Services Division, 
American Psychiatric Association 
1700 18th St., N.W. 

Washington, D.C. 20009. 


Please send me copy(ies) of Manual of Psychiatric Peer Review, order #168, @ $6.00 ea; 10 or more copies. & 
$5.00 ea. 
a 
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For the treatment of depression 


PAMELOR 


(nortriptyline HC) NF 


2omg. Capsules 


Provides 2 important benefits for 

both patients and clinicians. _ W 
PAMELOR"! be gins toi improve sleep p oat terns within a week. 
a ® PAMELOR" allows p iiia ifs fO | remain gaim yet jet alert. 


For Brief Summary please see Tote page, 





25 mg. Capsules 


PAMELOR 


(nortriptyline HCl) NF 


The antidepressant with 2 important clinical benefits 


PAMELOR® begins to improve sleep 


patterns within a week 


e PAMELOR® helps relieve the sleep problems that 
accompany depression: difficulty in falling asleep, 


restless sleep, and early-moming awakening. An 


improved pattern of sleep begins to appear in some 
patients within the first week of therapy. 


e Overall improvement is often observed by the end 
of the second week. Maximum improvement with 
Pamelor$, as with other antidepressants, may require 
a longer period of therapy, particularly in severe 


depressive illnesses. 


Indications: For relief of depressive symptoms. 
Endogenous depressions are more likely to be 
alleviated than others. 


Contraindications: Hypersensitivity. Should not be 
given concomitantly with MAO inhibitors or within 
2 weeks of the use of this drug since hyperpyre'ic 
crises, severe convulsions, and fatalities have 
occurred when similar tricyclic antidepressants 
were used in such combinations. Cross-sensitiv ty 
with other dibenzazepines is a possibility Con- 
traindicated during acute recovery period after 
myocardial infarction. 


Warnings: Use with caution in patients with car 
diovascular disease because of tendency to pro- 


. duce sinus tachycardia and prolong conduction 


UA -—— " 


time. Myocardial infarction, arrhythmia, and 
strokes have occurred. May block antihypertensive 
action of guanethidine and similar agents. 
Because of anticholinergic activity, use cautiously 
in patients with glaucoma or a history of urinary 
retention. Patients with a history of seizures should 
be followed closely because the drug is known to 
lower the convulsive threshold. Great care is 
required for hyperthyroid patients and those tak- 
ing thyroid medication because of possible devel- 
opment of cardiac arrhythmia. Caution patients 
about possibility of impaired mental and/or physi- 
cal ability to operate a motor vehicle or dangerous 
machinery. Response to alcoholic beverages may 
be exaggerated and may lead to suicidal 
attempts. Safe use during pregnancy, lactation, 
and women of childbearing potential has not been 
established and the drug should not be given 
unless clinical situation warrants potential risk. Not 
recommended for use in children. 


Precautions: Psychotic symptoms may be exacer- 
bated in schizophrenic patients. Increased anxiety 
and agitation may occur in overactive or agitated 
patients. Manic-depressive patients may experi- 
ence shift to manic phose. Hostility may be 
aroused. Concomitant administration of reserpine 
may produce a “stimulating” effect. Watch for 
possible epileptiform seizures during treatment. 
Use cautiously with anticholinergic or sympatho- 
mignetic drugs. Concurrent electroconvulsive ther 


PAMELOR® allows patients to remain 
calm yet alert 


e Helps improve depressed mood with a low level 
of stimulatory effect. 


€ PAMELOR® also has a mild calming action to help 
relieve the anxiety and tension that are often 


symptoms of depression. Because PAMELOR?® rarely 


machinery. 


apy may increase hazards associated with 
nortriptyline HCI. When possible, discontinue drug 
several days prior to surgery. Potentially suicidal 
patients require supervision and protective mea- 
sures during therapy. Prescriptions should be lim- 
ited to the least possible quantity. Both elevation 
and lowering of blood sugar levels have been 
reported. 


Adverse Reactions: Note: The pharmacologic 
similarities among the tricyclic antidepressant 
drugs require that each of the following reactions 
be considered when nortriptyline is administered. 
Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhyth- 
mias, heart block, stroke. 

Psychiatric: Confusional states (especially in the 
elderly) with hallucinations, disorientation, delu- 
sions; anxiety, restlessness, agitation; insomnia, 
panic, nightmares; hypomania; exacerbation of 
psychosis. 

Neurologic: Numbness, tingling, paresthesias of 
extremities; incoordination, ataxia, tremors; 
peripheral neuropathy; extrapyramidal symptoms; 
seizures, alteration in EEG patterns; tinnitus. 
Anticholinergic: Dry mouth and rarely, associated 
sublingual adenitis, blurred vision, disturbance of 
accommodation, mydriasis; constipation, paralytic 
ileus; urinary retention, delayed micturition, dila- 
tion of the urinary tract. 

Allergic: Skin rash, petechiae, urticaria, itching, 
photosensitization (avoid excessive exposure to 
sunlight); edema (general or of face and tongue}, 
drug fever, cross-sensitivity with other tricyclic 
drugs. 

Hematologic: Bone-marrow depression, including 
agranulocytosis; eosinophilia; purpura; thrombo- 
cytopenia 

Gastrointestinal: Nausea and vomiting, anorexia, 
epigastric distress, diarrhea, peculiar taste, stoma- 
titis, abdominal cramps, black-tongue. 

Endocrine: Gynecomastia in the male, breast 
enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; testic- 
ular swelling; elevation or depression of blood 
sugar levels. 


causes excessive drowsiness, patients are more alert 
and better able to function. Nevertheless, they 
should be cautioned about driving or operating 


Other: Jaundice (simulating obstructive}; altered 
liver function; weight gain or loss; perspiration; 
flushing; urinary frequency, nocturia; drowsiness, 
dizziness, weakness, fatigue; headache; parotid 
swelling; alopecia. 


Withdrawal Symptoms: Though these are not indic- 
ative of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache, and malaise. 


Dosage and Administration: Usual adult dose —25 
mg. three or four times daily; dosage should begin 
at a low level and increase as required. Elderly and 
Adolescent: 30 to 50 mg. per day, in divided doses. 
Doses above 100 mg. per day and use in children 
are not recommended. If a patient develops minor 
side effects, the dosage should be reduced. The 
drug should be discontinued promptly if adverse 
effects of a serious nature or allergic manifesta- 
tions occur. 
How Supplied: Capsules 10 mg. and 25 mg.; 
solution 10 mg./5 cc. 
For more detailed information see full prescribing 
information. SDZ-7-9 
© 1977 Sandoz, inc. 


SANDOZ 


PHARMACEUTICALS 
SANDOZ EAST HANOVER, N.J. 07936 
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Based on a rigidly controlled nationwide multicenter study... 
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Limbitrol provides the well established antidepressar 
effect of amitriptyline with the proven antianxiety, 
effect of Librium*{chlordiazepoxide HCI). 





In a major nationwide multicenter study 
of 279 patients, three treatment modalities were 
compared for efficacy in moderate to severe 
depression and anxiety. 


New Limbitrol 
achieved these superior : 
results 


a greater overall improvement 
within the first week 

c more rapid relief of insomnia 
and other target symptoms 
ofewer treatment failures 


Please see complete product information 
on last pages of this advertisement. 1 
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Ina major multicenter:study 


New Limbitrol 
achieved greater improvement 
more rapidly than amitriptyline 
or chlordiazepoxide alone 
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HAMILTON DEPRESSION SCALE 


New] imbitro 


| 
: each containing 10 mq chiordiazepoxide and 
Tablets 10-25 25 mg ARENA = the hydrochloride salt) 


each containing 5 m lordiazepoxide and 
Tablets 5-12.5 12.5 mg sehe Enid ies the hydrochloride Mit) 





New Limbitrol 
achieved a greater 
percentage of 
improvement within 

the first week 

than either 

component alone 

L1 The percentage of Limbitrol 
patients improved during the first 
week was approximately twice 


that for the amitriptyline pa- 
tients. A similar advantage was 


Efficacy Comparison 


Percentage of Patients Who Were Improved* at Each Observation. demonstrated over chlor- 
CHLORDIAZ- diazepoxide. 
LIMBITROL AMITRIPTYLINE — EPOXIDE | iiam" 
vitibus i A a 1 On the basis of physicians 
OBALEVALUATION N Improved N Improved N Improved ratings, Limbitrol was superior to 
eek One Pre gp PEE Oa Tae ee ORE ee f 
rab dia be = either component or placebo. 
eek Four — 53 54 (1 Patient self-rating scales con- 
st Observation 71 45 ; 
firmed the superior effects of 
MISES TONY 
OBAL EVALUATION Limbitrol. 
Macon i O There was a high correlation 
ee o hs 
eek Four 53 between the physician and 
sistent idet A patient rating scales. 

CK Based on a double-blind, multicenter study 
PR eran eV S e o Ru a AEE y E pe 7o ee of 279 patientst with a diagnosis of primary 
eek One 70 depression with symptoms of depression and 

eek Two 58 anxiety of moderate to severe degree. 


eek Four 52 
ist Observation 71 


179 of these patients received 
N —number of patients Limbitrol. 


_riteria for improvement 

Hamilton Depression Scale scores — decreased by 1/2 or more from baseline. 
Beck Depression Inventory scores — decreased by 1/3 or more from baseline 
Global Evaluations — ratings of “much better” or "very much better.” 





‘or rapid relief of moderate to severe ! 
lepression and anxiety 


' : . Please see complete product information 
on last pages of this advertisement. 


Ina major multicenter: study 


New Limbitrol achieved 
rapid relief of the following symptom 
within the first week- sooner tha 


Unwarranted Feelings 
of Guilt or Worthlessness 


Agitation Psychic and Somatic Anxiety 


L i D itro B 
each containing 10 mg ehlordiazepoxide and 
Tablets 10-25 25 mg ainitripgvtine Ls the Fivdro ROROA i salt) 
each containing 5 mg chlordiazepoxide an 
Tablets 5-12.5 12.5 mg amitric/ ane [ds the hydrochibnide It) 





o insomnia 

o psychic anxiety 
o somatic anxiety 
o agitation 

o suicidal ideation 
tj worthlessness 


< mitr iptyline alone enkan Scale Items 


Beck 
Depression Inventory Items 


o pessimism 
g dissatisfaction 





o guilt 
(3 social withdrawal 
Insomnia 7 | o anorexia 
na Winia, * l es ori d let s y 
can be relieved early by Sur cum Eu 
of the sedative effect of Limbitrol. For 
some patients, the ust part. or all of the 
daily dose may D 3 
“Or rapid relief of moderate to severe ROCHE > 
Jepression and anxiety 
s ] i Please see complete product hadaii 


on last pages of this advertisement. 


In a major multicenter study 


New Limbitrol 
demonstrated greater 
patient acceptance 


Lower dropout rate 

o The dropout rate due to side effects was lower with Limbitrol 
than with amitriptyline (Limbitrol 496, amitriptyline 1396, chlor- 
diazepoxide 1%). 

O The dropout rate due to therapeutic failure was lowest with 
Limbitrol (Limbitrol 2%, amitriptyline 6%, chlordiazepoxide 1296). 


While the frequency of side effects was comparable between 
Limbitrol and amitriptyline, it should be noted that drowsiness . — 
occurred more often with Limbitrol. p ce | 


Compliance 

O Because Limbitrol produces significant relief of a broad spec- 
trum of symptoms, frequently within the first week, it promotes 
greater patient compliance. 


Simplicity 

O Limbitrol reduces the number of medications prescribed, thus 
simplifying the dosage regimen and lessening the chance of dos- 
age error by the patient—an important factor in the treatment of 
depression, where insufficient medication can lead to treatment 
failure. 


Dosage Options 

o The Limbitrol dosage options are designed to provide effective 
doses of amitriptyline and chlordiazepoxide for early relief of 
symptoms and better patient compliance. 


New] imbitrol 


each containing 10 mg chlordiazepoxide and 
Tablets 10-25 25 mg smitriptjline E the hyerochior de Sait} 

each containing 5 mq chlordiazepoxide an 
Tablets 5-12. 5 12.5 mg Sirac /ne [as the a a seit) 








or rapid relief of moderate to severe 
epression and anxiety 


How to initiate and 
maintain therapy 


For most patients 

O Limbitrol 10-25 is recom- 
mended in an initial dosage of 
three or four tablets daily in 
divided doses. 


For elderly patients and 
atients who do not tolerate 
igher doses 

O Limbitrol 5-12.5 is recom- 

mended in an initial dosage of 

three or four tablets daily in 
divided doses. 


For all patients 


O Dosage should be indi- 
vidualized on the basis of symp- 
tom severity and response. 
— Because drowsiness is a 
common side effect, it may be 
preferable to give the larger 
portion of the total daily 
dose at bedtime. Not only 
will this help minimize prob- 
lems with drowsiness, it may 
also help relieve a major 
target symptom—insomnia. 
— Some patients respond to 
smaller doses or to a single 
dose at bedtime. 
— Dosage may be 
Increased up to six tablets 
or decreased to two tablets 
daily as necessary 
O Once a satisfactory response is 
obtained, reduce dosage to the 
smallest amount needed to main- 
tain remission. 


| 


Please see complete product information 
or last pages of this advertisement. 


How to make each patient 


an informed patient 


1. Discuss with your patients the 
probability that they will experi- 
ence drowsiness especially dur- 
ing the first week. 


2. Reassure your patients that 
drowsiness is an indication that 
the medication is working and 
beginning to help them; indicate 
that it may help alleviate their in- 
somnia. 


3. Encourage your patients to 
report to you if drowsiness be- 
comes troublesome, so that you 
can, if necessary, adjust the dos- 
age schedule. 


4. Caution your patients about 
the combined effects with alco- 
hol or other CNS depressants. 
Let them know that the additive 
effects may produce a harmful 
level of sedation and CNS de- 
pression. 


5. Caution your patients about 
activities requiring complete 
mental alertness, such as operat- 
ing machinery or driving a car. 








Tablets 


Tranquilizer—Antidepressant 


Limbitrol 10-25 
tach tablet contains 10 mg chlordiazepoxide and 
25 mg amitriptyline in the form of the hydro- 
chloride salt. 
Limbitro! 5-12.5 
Each tablet contains 5 mg chlordiazepoxide and 
2.5 mg amitriptyline in the form of the hydro- 
chloride salt. 
Description: Limbi'rol combines in a tablet for 
oral administration. chlordiazepoxide, an agent 
for the relief of anxiety and tension, and amitrip- 
tyline, an antidepressant. 
Chlordiazepoxide is a benzodiazepine with the 
formula 7-chloro-2-«(methylamino)-5-phenyl- 
3H -1, 4- benzodiazepine 4-0 
low crystalline materia! and IS insoluble in water. 
The molecular weignt is 2 299.7 /6. 
Amitriptyline is a dibenzocyc oes rs deriva- 
tive. The formula is 10,11-dihydro-N 
5H-dibenzo [a, d] cyciohep tene A piat 
amine hydrochloride. It is a white or practically 
white crystalline compound that is freely soluble 
in water. The molecular weight is 313.87. 
Actions: Both components of Limbitrol exert their 
action in the central nervous system. Extensive 
studies with chiordiazepoxide in many 
species suggest action in the limbic system. Re- 
cent evidence indicates that the limbic system is 
emotional response. Tami: bis action 
was observed in some species. The 
of action of amitriptyline in man is not «n iown, but 
the drug appears to interfere wi ith the AER of 
norepinephrine into adrenergic nerve endings. 
This action may prolong the sympathetic activity 
of biogenic amines. 
Indications: Limbitrel is indicated for the treat- 
ment of patients with moderate to severe depres- 
sion associated with moderate to severe anxiety. 
The therapeutic response to Limbitrol occurs ear- 
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lier and with fewer treatment failures than when 
either atine: or chlordiazepoxide is used 


alone 
Symptoms likely to po Punt in the first week of 
treatment include: insomnia. fee 
INS ¢ gui or worthlessness. 
agitation, psychic and somatic 
ardet SUIC idal ideation and 
anorexia. 
Contraindications: Limbitro 
in patients with 
hypersensitivity to ennei benzo- 
diazegines or tricyclic antide- 
pressants. it should Eid be given 
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xide. It is a slightly yel- 


X patients receiving a tricyclic antidepressant 


and a monoamine oxidase inhibitor simulta- 
neously. When it is desired to replace a 
monoamine oxidase inhibitor with Limbitrol, a 
minimum of 14 days should be allowed to elapse 
after the former is discontinued. Limbitrol should 
Py be initiated cautiously with gradual increase 
n dosage until optimum response is achieved. 
This drug is contraindicated during the acute re- 
covery phase following myocardial infarction. 


Warnings: Because of the atropine-like action of 
the amitriptyline con sla great care should b 
used in treating patients with a history of urinary 
retention or angle-closure FE oma. In patients 
with glaucoma, even average doses may precipi- 
tate an attack. Severe constipation may occur in 
patients taking tricyclic antidepressants in com- 
with anticholir ergic- type drugs Y 
Patients with cardiovascular disorders should be 
watched closely. Tricyclic antidepressant drugs, 
particularly when given in high doses, have beer 
reported to produce arrhythmias, sinus tachycar 
dia and prolongation of cond 
Myocardial infarction and stroke have been re- 
ported in patients receiving drugs of this class. 
Usage in Pregnancy: Safe use of Limbitrol during 


Dination y 


uction time. 


pregnancy and lactation has not been estab- 
lished. Because of the SAEC azepoxide compo 
nent, please note the following: 


An increased risk of ean malfor- 
mations associated with the use of minor 
tranquilizers (chlordiazepoxide, 
diazepam and meprobamate) during the 
first trimester of pregnancy has been 
suggested in several studies. Because 
use of these drugs is rarely a matter of 
urgency, their use during this period 
should almost always be avoided. The 
possibility that a woman of childbearing 9 
potential may be pregnant at the time of 
institution of therapy should be consid- 
ered. Patients should be advised that if 
they become pregnant during therapy or 
intend to become pregnant they should 
communicate with their physicians about 
the desirability of discontinuing the drug. 
Physical and Psychological Dependence: Physi- 
cal and psychological de pandepun to Limbitroi 
have not been reported. PENi ver, since physical 
and psychological Bish endence to chlordiaz- 
epoxide have been reported rare ies caution must 
be exercised in Sdicigistering Lin vi trol to indi- 
viduals known to be addiction-prone or to those 
whose history suggests the y may increase the 
dosage on their own initiativ 
Withdrawal symptoms from Limbfítrol have nol 
been reported. However, withdrawal symptoms 
following abrupt cessation of prolonged therapy 
with either component alone have been reported 
With amitriptyline, these have been noted to con 
sist of nausea, headache and malaise; for iE 
diazepoxide, the symptoms (including conv 
sions) are similar to those seen with bardit pets 
Precautions: General: Use with caution in pa- 


ients Wii th a histo [y ( of Sel izures. 
Close < supervision iS required when Limbitrol is 
given to hyperthyroid patients or those on thyroic 


medication 


Limbitrol. 


each containing 10 mg chlordiazepoxide and 
Tablets 10-25 25 mg amitriptyline iz the hydrochloride salt] 

each containing 5 mg chlordiazepoxide and 
Tablets 5-12.5 12.5 mg ihitripcytíne [3s the hydrochloride salt) 
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The usual precaucions ; Should be observet when - 
treating patients with impaired renal or hepatic 


. function. 


. 


Patients with suicidal ideation should not have 
easy access to large qua ntities of the drug. The 
possibility of suicide in depressed patients re- 
mains untl significant remission occurs. | 
information for the Patient: Because of the seda- 
tive effects of Limbitrol, patients should be cau- 
tioned about corr bined e"fects with alcohol or 
ather CNS depressants. The additive effects may 


- produce a harmful level of sedation and. NS de- 


pression. 

Patients receiving Limbitrol should be cautioned 
against engaging in hazardous occupations re- 
quiring complete mental alertness, such as 
operating machinery cr criving a motor vehicle. 
Essential Laboratory Tesis: Patients on prolonged 
treatment should have periodic liver function 
tesis and blood counts. 

Drug and Treatment Interactions: Because of its 
amitriptyline component, Limbitral may block the 
antihypertensive action of guanethidine or com- 
pounds,with a similar mechanism of action. 

The effects of ccncomitant administration of 
Limbitrol and othet psychotropic drugs have not 
been evaluated. Sedative effects may be additive. 
The drug should be discontinued several days 
before elective surgery. 

Concurrent adrrinistration of ECT and kimbitro! 
should be limited to those patients for whom itis 
essential. 


Nursing Mothers: itis riot kA own whether this 
drugi is excretec in human milk. As a géneral rule, 
nursing should of be undertaken while a patient 
is on a drug, since many drugs are excreted in 
human milk, : 
e ediatric Use: Safety, ard effectivenessin chil- 
dren below the age of 12 years have no: been 
established. 
Elderly Patients- In elderly and debilitated pa- 
tients iti is recommended that dosage be limited 
tothe smallest effective amount to preclude the 
development of ataxia, oversedation, confusion or 
anticholinergic effects. 
Adverse Reactions: Adverse reactions to 
Limbitrol are those associated with the use of 
either component alone. Most frequently reported 
were drowsiness, dry mouth, constipation, blurred 
vision, dizziness and bloatirg. Other side effects 
occurring less commonly included vivid dreams, 
impotence, tremor, corfusion and nasal con- 
gestion. Many symptoms common to the depres- 
sive state, such as anorexia, fatigue, weakness, 
restlessness and lethargy, have been reported 
as side effects of treatment with both Limbitrol 
and amitriptyline. — 
Granulocytopenia, jaundice and hepatic dys- 
function of uncertain etiology have also been ob- 
served rarely with Limbitrol. When treatment with 
Limbitrol is protongéd, periodic blood sounts and 
liver function tasts ave advisable. 
Note; Included in the listing which follows are 
adverse reactions which have not been reported 
with Limbitrol. However, they are included be- 
cause they have been reported during therapy 
with one or both of the components o” closely 
related drugs. 
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“Cardiovascular: Hypotension, oenas 
tachycardia, palpitations, myocardial infarction, 
arrhythmias, heart blotk, stroke. ` 
Psychiatric: Euphoria, apprérension, poorcon- 
centration, delusions, hallucinations, hypomania 
and increased or decreased libido. 

Neurologic: Incoordination, ataxia, numbness, 
tingling and peresthesias of the extremities, 
extrapyramidal symptoms, syncope, changes in 


, EEG patterns. 


Anlicholinergic: Disturbance of accommodation, 
paralytic ieus, urinary retention, dilatation.of - 
urinary tract. 

Allergic: Skin rash, urticaria, photosensitization, 
edema of face and tongue, pruritus. 
Hematologic: Bone marrow depression including 
agranulocytosis, eosinophilia, purpura, throm- 
bocytopenia. 

Gastrointestinal: Nausea, ep gastric distress, 
vomiting, anorexia, stomatitis, peculiar tasie, 
Catapa, black age 

in the pA een enlargement, ie 
and minor menstrual irregularities in the female 
and elevation and lowering of blood sugar levels. 
Other: Headache, weight ga:n or loss, increased 
perspiration, urinary frequency, mydriasis, jaun- 
dice, alopecia, parotid swelling. . 

Overdosage: There has been limited experience 
with Limbitrol overdosage per se: the manifesta- 
tions of overcosage and recommendations for 
treatment are based on clinical experience with 
its components. Primary concern should be with 
the dangers associated with amitriptyline over- 
dosage. Deaths by deliberaie or accidental over- 
dosage have occurred with this class of drugs. 
All patients suspected of having an overdosage 
of Limbitroi should be admitted to a hospital as 
soon as possible, 

Manifestations: High doses may cause drowsi- 
ness, temporary confusion, disturbed concentra- 
tion or transient visual hallucinations. Overdosage 
may cause Fypothermia, tachycardia and other 
arrhythmias, ECG evidence of impaired conduc- 
tion (such as bundle branch block), congestive 
heart failure dilated pupils, convulsions, severe 
hypoterision, stupor and coma. Other symptoms 
may be agitation, hyperact ve reflexes, muscle 
rigidity, vom'ting, hyperpyrexia or any of those 
listed under Adverse Reaczons. 

Treatment: Empty the stomach as quickly as 
possible by emesis or lavage. In the comatose 
patient a cuff endotracheal tube should be placed 
in position prior to either of these measures. The 
instillation of activated charcoal into the stomach 
also should be considered. If the patient is 
stuporous tut responds to stimuli, only close ob- 
servation and nursing care may be required. It is 
essential to maintain an adequate airway and 
fluid intake. Body temperzture should be 
watched closely and appropriate measures taken 
should deviations occur. 

The intramuscular or slow intravenous adminis- 
tration of 1 to 3 mg in adults (or 0.5 mg in chil- 
dreh) of physostigmine salicylate (Antilirium)""? 
has been reported to reverse the manifestatians 
of amitriptyline overdosage. Because of its rela- 
tively short half-life, additional doses may be 
needed at intervals of 30 minutes to 2 hours. 


For rapid relief of moderate to severe 
depression and anxiety 
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Convulsioas may be treated by the use of an inha- 
leticr anesthetic rather than the use of barbi- 
jurates. Cardiac monitoring is advisable, end the 
cautious use of digitaliSor other antiarrhythmic 
agents should be considered if Serious ca "dibvas- 
levels is should be rronitored and kept within nor 
ma &mits.by the use of appropriate 1. V. fluids. 
Standard measures including oxygen, I.V. fluids, — 
plasma expanders and corticosteroids may be 
usec to control circulatory shock. 

Dialysis is unlikely to be of value, as it has not 
prcvan useful in overdosages of either amitrip- 
tyline or chlordiazepoxide. Since many suicidal 
attempts involve multiple drugs including barbi- 
turaces, the possibility of dialysis being beneficial 
for removal of other drugs should not be over- 
looked: 

Treatment should be continued for at least 48 
0.1, alóng with cardiac monitoring in patients 
wFc do nét respond to therapy promptly Since 
rela2ses dre frequent, patients should be hos- 
pitalized until their conditions remain stable with- 
out physostigmine for at least 24 hours. 

Since overdosage is often deliberate, patients 
may attempt suicide by other means during the 
recovery:phase. 

References: 1. Granacher RP, Baldessa'ini RJ: 
Physostigmine: Its use in acute anticholinergic 
syndrorre with antidepressant and antiparkinson 


` drugs. Arch Gen Psychiatry 32:375-380, March 


1975. 2: Burks JS, Walker JE, Rumack BH, Ott 
JE: Tricyclic antidepressant poisoning: Reversal of 
coma, czlorecathetosis, and myoclonus by 
physostigmine. JAMA 230:1405-1407, Dec. 9, 
1974. 3. Snyder BD, Blonde L, McWhir-er WR: 
Reversatof amitriptyline intoxication by Dhyso- - 
stigmine: JAMA 230:1433-1434, Dec. 9, 1974. 
Dosage and Administration: Optimum dosage : 
varies with the severity of the symptoms and the. 
response of tne individual patient. When a satis- 
factory response is obtained, dosage st ould be 
reduced'to the smallest amount needed to main- 
tain the emission. The larger portion of the total 
daily dose may be taken at bedtime. In some: 
patients,‘a single dose at bedtime may be suffi- 
cient. in’ ‘genara., lower dosages are recom- 
mended for elderly patients. 
Limbitrol 10-25 is recommended in an initial dos- 
ege of three or four tablets daily i in diviced doses; 


_ t1 s may be increased to six tablets daily as re- 


` 


quired.: Some patients respond to smaller doses . 


ard can be maintained on two tablets daily. 
Limbitrol 5-12.5 in an initial dosage of three or 
four tablets daily in divided doses may be satis- 
factory-in patients who do not tolerate higher 
doses. .* 

How Supplied: White, film-coated tablets, each 
containing 10 mg chlordiazepoxíde and 25 mg 
amitrigtyline (as the hydrochloride salt) and blue, 
film-coated tablets, each containing 5 mg chlor- 
diazepoxide and 12.5 mg amitriptyline (as the 


Tel-E- Bose® packages of 100; Prescription Paks 
of 60. ¢ 


Roche Laboratories - 
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SCHOOLS 








In People 
e coeducational, 12-month residential and & at the 
day school for children and adults Lutheran 
e developmental disabilities and multi- 
handicaps, mentally retarded, emotionally Hosp ital 
disturbed and cerebral palsied Psychiatric 







e therapeutic treatment programs super- 
vised by multidisciplinary teams 






Care Unit 










Providing complete psychiatric care in 
a general hospital setting with special 
emphasis on disorders of adolescence. 


e Camp Willowood, coed summer camp for 
ages 8 to 18 








Ec Langhorne, Pa. 
dA 19047 
E (215) 757-3731 


anam Hospital of Milwaukee, Irc 


Basil Jackson, M.D., D.P.M., M.Th., D.Sc., F.A.C.P.- 
Chairman, Department of Psychiatry 
2200 W. Kilbourn Ave., Milwaukee, Wl. 53233 









The New York State 
OFFICE OF MENTAL HEALTH 
cordially invites you to 
Booth L16 
American Psychiatric Association Convention 
May 8 through 11 
Atlanta, Georgia 
to discuss the professional opportunities 
within the New York State mental health system, 
which is now embarking on a new five-year plan 
to provide comprehensive community-based life 
support services to the mentally disabled. 
Applications will be accepted 
for both journeymen and supervisory positions; 
which involve, in the fullest sense, responsibility 
for program and policy development. 
For further information, contact: David J. Smith, Assistant Director of Personnel, 


New York State Office of Mental Health, 44 Holland Avenue, Albany, N.Y. 12228 
(518) 474-1261 
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In clinically significant depression ` 


. Vivactil 
Protriptyline HCI| MSD 


Contraindications: Known hypersensitivity; acute recov- 
ery phase following myocardial infarction. Should not be 
given concomitantly with an MAOI; hyperpyretic crises, 
severe convulsions, and deaths have occurred in patients 
receiving tricyclic antidepressant and MAOI drugs simulta- 
neously. When it is desired to substitute protriptyline HCI 
for an MAOI, a minimum of 14 days should be allowed to 
elapse after the latter is discontinued. Protriptyline HCI 
should then be initiated cautiously with gradual increase in 
dosage until optimum response is achieved. 


Warnings: May block the antihypertensive effect of 
guanethidine or similarly acting compounds. May impair 
mental and/or physical abilities required for the perform- 
ance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Should be used with caution in pa- 
tients with a history of seizures and, because of its 
autonomic activity, in patients with a tendency to urinary 
retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more fre- 
quently than with other antidepressant drugs. Should be 
used with caution in elderly patients and patients with car- 
diovascular disorders; such patients should be observed 
closely because of the tendency of the drug to produce 
tachycardia, hypotension, arrhythmias, and prolongation of 
the conduction time. Myocardial infarction and stroke have 
occurred with drugs of this class. On rare occasions, hy- 
perthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug iS given. In pa- 
tients who may use alcohol excessively, potentiation may 
increase the danger inherent in any suicide attempt or 
overdosage. 


Usage in Children: Not recommended for use in children 
because safety and effectiveness in the pediatric age 
group have not been established. 


Usage in Pregnancy: Safe use in pregnancy and lactation 
has nct been established; therefore, use in pregnant 
women, nursing mothers, or women who may become 
pregnant requires that possible benefits be weighed 
against possible hazards to mother and child. 


Precautions: When protriptyline HCI is used to treat the 
depressive component of schizophrenia, psychotic 
symptoms may be aggravated; likewise. in manic- 
depressive psychosis, depressed patients may experience 
a shift toward the manic phase; paranoid delusions, with or 
without associated hostility, may be exaggerated. In any of 
these circumstances, it may be advisable to reduce the 
dose of protriptyline HCI or to use a major tranquilizing 
drug concurrently. Symptoms, such as anxiety or agitation, 
may be aggravated in overactive or agitated patients. 

When given with anticholinergic agents or Sym- 
pathomimetic drugs, including epinephrine combined with 
local anesthetics, close supervision and careful adjustment 
of dosages are required. May enhance response to alcohol 
and effects of barbiturates and other CNS .depressants. 
Possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type 


. of patient should not have access to large quantities of the 


drug. Concurrent administration with electroshock therapy 
may increase hazards of therapy; such treatment should 
be limited to patients for whom it is essential. Discontinue 
drug several days before elective surgery, if possible. Both 


elevation and lowering of blood sugar levels have been 
reported. 


Adverse Reactions: Note: Included in this listing are a 
few adverse reactions which have not been reported with 
this specific drug. Howaver, the pharmacologic similarities 
among the tricyclic antidepressant drugs require that each 
of the reactions be considered when protriptyline HCI is 
administered. Protriptyline HCI is more likely to aggravate 
agitation and anxiety and produce cardiovascular reac- 
tions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart block, 
stroke. 

Psychiatric: confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions, anxiety, 
restlessness, agitation; insomnia, panic, and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling; and paresthesias of ex- 
tremities: incoordination, ataxia, tremors, peripheral 
neuropathy; extrapyramidal symptoms; seizures; alteration 
in EEG patterns, tinnitus. 

Anticholinergic: dry mouth and rarely associated 
sublingual adenitis; blurred vision, disturbance of accom- 
modation, increased intraocular pressure, mydriasis; con- 
stipation, paralytic ileus; urinary retention, delayed micturi- 
tion, dilatation of the urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosen- 
sitization (avoid excessive exposure to sunlight), edema 
(general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression; agranulocytosis; 
leukopenia; eosinophi ia; purpura; thrombocytopenia. 
Gastrointestinal: nausea and vomiting, anorexia, epigastric 
distress, diarrhea, peculiar taste, stomatitis, abdominal 
cramps, black tongue. 

Endocrine: gynecomastia in the male; breast enlargement 
and galactorrhea in the female; increased or decreased 
libido, impotence; testicular swelling; elevation or depres- 
sion of blood sugar levels. 

Other: jaundice (simulating obstructive); altered liver func- 
tion; weight gain or loss; perspiration; flushing; uri- 
nary frequency, nocturia; drowsiness, dizziness, weakness 
and fatigue; headache; parotid swelling; alopecia. 
Withdrawal Symptoms: though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy may 
produce nausea, headache, and malaise. 


Overdosage: Hospitalize as soon as possible all patients 
suspected of having taken an overdose. Treatment is 
symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate is re- 
ported to reverse the symptoms of other tricyclic anti- 
depressant poisoning. Because physostigmine is rapidly 
metabolized, the dosage should be repeated as required, 
particularly if life-threatening signs such as arrythmias, 
convulsions, and deep coma recur or persist after the initial 
dosage of physostigmine. 


How Supplied: Tablets, containing 5 mg and 10 mg 
protriptyline HCI each, in single-unit packages of 100 and 
bottles of 100 and 1000. z 

For more detailed information, consult your MSD repre- 
sentative or see full prescribing information. MSD 
Merck Sharp & Dohme, Division of Merck & Co., INC. MERCK 
West Point, Pa. 19486. J2507R2(611) SHARES 





In clinically significant depression 





Æ When you want an antidepressant 
that is characteristically nonsedating for 
the patient under close medical supervision 
eons such as anxiety or agitation 

ay be aggravated.) MSD 
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trifluoperazine HCI 
offers you 
a choice 


6 Convenient Dosage Forms and Strengths 


Tablets: 1,2,5 and 10 mg 

Mu'ltiple-dose Vials: 10 ml (2 mg/ml) 
Concentrate: 10 mg/ml 

single Unit Packages: 1,2,5 and 10 mg tablets 


SISGF CO. 


a Smithi&line company 


Manufactured and distributed by 
SKGF Co., Carolina, P.R. 00630 
Stelazine “trademark licensed fiom 
5mithKline Corporation 
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Antipsychotic medication should not interfere with the 
patient’s ability to participate in your total therapeutic pro- 
gram. That is why Mellaril (thioridazine) is an excellent 
choice. It is highly effective, and although extrapyramidal 
symptoms are characteristic of this class of drug, with 

. Mellaril (thioridazine) extrapyramidal stimulation—notably 
pseudoparkinsonism—is infrequent. Adding an anti- 
parkinsonian agent—which can cause its own side effects— 
can usually be avoided. 
Mellaril (thioridazine) is not habituating and usually does nol 
cause euphoria or undue sedation. (But, warn patients about 
undertaking activities requiring complete mental alertness.) 
And Mellaril (thioridazine) is contraindicated in patients 
with severe hypotensive or hypertensive heart disease. 


MELLARIL 


(THIORIDAZINE) 


" TABLETS: 50 mg, 100 mg, 150 mg, and 
200 mg thioridazine HCI, USP 
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Before prescribing or administering, see Sandoz literature for full product 
information. The following is a brief summary. 
Contraindications: Severe central nervous system depression, coma- : 
tose states from any cause, hypertensive or hypotensive heart disease 
of extreme degree. 
Warnings: Administer cautiously to patients who have previously ex- 
hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) to 
phenothiazines. Phenothiazines are capable of potentiating central ner- 
vous system depressants (e.g. anesthetics, opiates, alcohol, etc.) as 
well as atropine and phosphorus insecticides; carefully consider benefit 
versus risk in less severe disorders. During pregnancy, administer only 
M the potential benefits exceed the possible risks to mother and 
etus. 
Precautions: There have been infrequent reports of leukopenia and/or 
agranulocytosis and convulsive seizures. In epileptic patients, anticon- 
vulsant medication should also be maintained. Pigmentary retinopathy, 
observed primarily in patients receiving larger than recommended 
doses, is characterized by diminution of visual acuity, brownish coloring 
of vision, and impairment of night vision; the possibility of its occur- 
rence may be reduced by remaining within recommended dosage limits. 
Administer cautiously to patients participating in activities requiring 
complete mental alertness (e.g., driving), and increase dosage gradually. 
Orthostatic hypotension is more common in females than in males. Do 
not use epinephrine in treating drug-induced hypotension since pheno- 
thiazines may induce a reversed epinephrine effect on occasion. Daily 
doses in excess of 300 mg should be used only in severe neuropsychi- 
atric conditions. 
Adverse Reactions: Central Nervous System —Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkinsonism 
and other extrapyramidal symptoms; rarely, nocturnal confusion, hy- 
peractivity, lethargy, psychotic reactions, restlessness, and headache. 
Autonomic Nervous System— Dryness of mouth, bl'rred vision, con- 
stipation, nausea, vomiting, diarrhea, nasal stuffiness, and pallor. £n- 
docrine System— Galactorrhea, breast engorgement, amenorrhea, in- 
hibition of ejaculation, and peripheral edema. Skin— Dermatitis and skin 
eruptions of the urticarial type, photosensitivity. Cardiovascular 
System—ECG changes (see Cardiovascular Effects below). Pther— 
Rare cases described as parotid swelling. 
It should be noted that efficacy, indications and untoward effects have 
varied with the different phenothiazines. It has been reported that old 
age lowers the tolerance for phenothiazines; the most common 
neurologic side effects are parkinsonism and akathisia, and the risk gf 
agranulocytosis and leukopenia increases. The following reactions have 
occurred with phenothiazines and should be considered whenever one 
of these drugs is used. Autonomic Reactions—Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions— Erythema, exfoliative 
dermatitis, contact dermatitis. Blood Dyscrasias—Agranulocytosis, 
leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic anemia, 
pancytopenia. A//ergic Reactions—Fever, laryngeal edema, 
angioneurotic edema, asthma. Aepatotoxicity— Jaundice, biliary stasis. 
Cardiovascular Effects— Changes in terminal portion of electrocar- 
diogram, including prolongation of Q-T interval, lowering and inversion 
of T-wave, and appearance of a wave tentatively identified as a bifid T or 
a U wave have been observed with phenothiazines, including Mellaril 
(thioridazine); these appear to be reversible and due to altered 
repolarization, not myocardial damage. While there is no evidence of a 
causal relationship between these changes and significant disturbance 
of cardiac rhythm, several sudden and unexpected deaths apparently 
due to cardiac arrest have occurred in patients showing characteristic 
electrocardiographic changes while taking the drug. While proposed, 
periodic electrocardiograms are not regarded as predictive. Hypoten- 
sion, rarely resulting in cardiac arrest. Extrapyramidal Symptoms— 
Akathisia, agitation, motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, oculogyric crises, tremor, muscular rigidity, 
and akinesia. Persistent Tardive Dyskinesiía— Persistent and sometimes 
irreversible tardive dyskinesia, characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw (e.g. protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing movements) 
and sometimes of extremities may occur on long-term therapy or after 
discontinuation of therapy, the risk being greater in elderly patients on 
high-dose therapy, especially females; if symptoms appear, discontinue 
all antipsychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and syn- 
drome may not develop if medication is stopped at that time. Endocrine 
Disturbances— Menstrual irregularities, altered libido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests. Urinary 
Disturbances— Retention, incontinence. Others— Hyp pyrexia; 
behavioral effects suggestive of a paradoxical reaction, in 
ment, bizarre dreams, aggravation of psychoses, and toxic con 
states; following long-term treatment, a peculiar skin-eye syn 
marked by progressive pigmentation of skin or conjunctiva ° 
and/or accompanied by discoloration of exposed sclera and 
cornea; stellate or irregular opacities of anterior lens and « 
cornea; systemic lupus erythematosus-like syndrome. 
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psychiatrist must be comfortable with the skills and 
values of medicine. He or she must nurture his or her 
original knowledge in this area with an ongoing 
learning program. Certain problems are uniquely 
encountered in this environment. The psychiatrist 
must understand that various psychiatric disorders 
may be masked by or may mask somatic complaints. 
He or she must expect to deal with threatened and 
threatening patients. Most important, the psychiatrist 
must understand that to be effective he or she must 
make a commitment to involvement. 


I HAVE CHOSEN the title "The Adult Psychiatrist in the 
Medical Environment” over ‘‘consultative’’ or *'liai- 
son" psychiatry because neither of the latter terms 
seems encompassing enough. They. describe more or 
less specific activities but do not seem to allow elabo- 
ration of certain information necessary for a more 
complete understanding of psychiatric work in this 
area. I particularly wish to examine the prerequisite 
training and certain problems that are uniquely en- 
countered in the medical environment. 
Parenthetically, 1 have often wondered why we use 
such special terms as ''consultative" and "liaison" 
psychiatry. After all, we are referring to an activity 
that is not unusual in medicine. Our internist col- 
leagues do not seem to need to dignify their consulta- 
tive work by such terms as “‘liaison’’ cardiology or 
"consultative" endocrinology. Perhaps psychiatrists 
need to have their work in the general medical envi- 
ronment formalized in this manner because it is 
unique. In fact, psychiatry has had a mutually ambiva- 
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lent relationship with medicine, mirroring the per- 
mutations of man's struggle to deal with the mentally 
ill in his midst and with covert forces within himself. 
If a romantic simile could be used, the relationship 
between psychiatry and medicine has been a long and 
stormy courtship, with many broken engagements, an 
occasional annulment, and sometimes outright di- 
vorce. (In our youth we often looked for such other 
liaisons as religion or politics; in grandiose moments 
we believed we could make a universal union with all 
of society—becoming all things to all people.) Mar- 
riages are complex arrangements. Maybe we straye 
because we felt unloved, or perhaps we were fickle. 
Now, it seems, psychiatry has come courting again. 
This time we may consummate our relationship and be 
a permanent helpmate in the house of medicine. \ 
I believe psychiatry belongs with medicine. Al- 
though the debate over the causes and controls of hu- 


‘man behavior has been waged since antiquity, and al- 


though the other major professions (particularly reli- 
gion, law, and education) hold human behavior to be 


_their primary interest, medicine has had more respon- 


sibility for the rational understanding and humane care 
of the patient with behavioral pathology than have 
these other professions. Most of society, including 
these professions, now accord medicine, particularly 
its medical subspecialty psychiatry, this responsibili- 
ty. I think we have made this progress and obtained 
this responsibility mostly because of the philosophic 
stance of adhering to the scientific method but modi- 
fying and augmenting it as dictated by the clinician’s 
code—making decisions as a patient advocate in the 
presence of uncertainty (1). This stance is the core of 
the medical model. 


PREREQUISITE TRAINING 


A prerequisite to helping anyone with his or her 
work is some understanding of the nature of the task. 
The physicians who eventually concentrate their activ- 
ities on dealing with disordered human behavior 
started out as all other physicians have—as undif- 
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'ferenfiated medical students. They learned something 


. , about all of the medical specialties, and they had the 


same eXposure to the ethics and values of medicine. 


~Now that the American Board of Psychiatry and Neu- 


rology has required that most of the first year after 
medical school be a general medical experience, the 
differentiation to a psychiatric subspecialist is even 
more gradual. Therefore, every psychiatrist’s educa- 
tion has given him or her much information to help him 
or her understand the work of medicine. However, for 
the psychiatrist who is going to work predominantly in 
the medical environment, there are other require- 
ments. 

First, psychiatric residency training should foster at- 
titudes conducive to continuing interest in the prob- 
lems of organic medicine in general and problems re- 
lating to human behavior specifically. Although at first 
glance this may seem too large a task, this interest, and 
the knowledge attendant on it, is less difficult to ac- 
complish than is perhaps perceived. A residency that 
has a major inpatient service in a general hospital will 
of necessity be involved in the daily problems of medi- 
cine. Many of the patients in such a service are re- 
ferred to the psychiatric unit after a workup on the 


. general hospital floors precipitated by complaints ne- 


cessitating diagnostic inquiry to rule out various dis- 
ease entities or when metabolic or structural pathology 
of the brain (2) makes care in a specialized unit desir- 

le. This allows the psychiatric resident to see why 
patients go to medical and surgical services and to ob- 
serve their complaints, the assessment these com- 
plaints evoke, and the negative or positive inter- 
pretation of the medical data that generates a psychiat- 
ric consultation. 

Residents should perform a general medical survey 
on all patients admitted directly to the psychiatric in- 
patient service. They should take a medical history 
and do a physical examination and should order appro- 
priate routine laboratory tests. If the patient has a 
medical’ problem (e.g., diabetes), I should think the 
resident would not want to order special tests or pre- 
scribe the daily insulin dosage, but he or she could fol- 
low the care the patient receives from the endocrinolo- 
gists and thereby better understand the patient’s prob- 
lems. This would also be an excellent time for the 
resident to further his or her knowledge about the psy- 
chiatric issues pertinent to diabetes mellitus. If the dia- 
betic patient also has hypertension, the resident 
should be interested in reading about the behavioral 
side effects of antihypertensives and the potential haz- 
ard of simultaneous use of certain antihypertensive 
and psychoactive medicines. The resident might also 
wish to acquaint himself cr herself with long-term ce- 
rebrovascular effects of hypertension, paying particu- 
lar attention to their behavioral concomitants. 

So it goes, as the resident judiciously learns where 


his or her specialty interdigitates with the main body of - 


medicine and surgery as each problem presents itself 
during the residency. Later on in the residency, a peri- 
od of time on the consultation service in a decision- 
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making capacity would help the resident adopt atti- 
tudes and develop skills integral to dealing with the 
pragmatic problems of the general wards as they relate 
to psychiatry. After the residency, or during it, if he or 
she is particularly interested, there are several things 
that can be done to facilitate comfort in the general 
medical environment and skill in dealing with consul- 
tations. 

First, a reading program should be instituted, sup- 
plementary to the resident's psychiatric education. If a 
psychiatrist went through the Journal of the American 
Medical Association and the New England Journal of 
Medicine weekly, concentrating particularly on the 
general subjects, the "hot" topics, the diseases en- 
countered in the patients consulted on, and the review 
articles, supplemented by specific reading in a text- 
book of medicine, neurology, or surgery, when neces- 
sary (not to master the subject but to understand its 
general nature), he or she might be surprised how well 
he or she could keep aware of the current issues. Obvi- 


ously, this will not confer expertise, but that is not the 


goal. Awareness is the goal. Second, the psychiatrist 
should attend general medical conferences, not on ob- 
scure problems but on commonly encountered illness- 
es. Third, and probably most important, the psychia- 
trist must be part of the medical community. The psy- 
chiatrist cannot be as effective, particularly in 
situations in which it is difficult for the referring physi- 
cian or the patient (or both) to understand and accept 
psychiatric opinion, if he or she is never around and 
remains essentially unknown. It is important to meet 
informally with our colleagues, to share their humor 
and anecdotes, to reveal ourselves, and, one hopes, to 
participate in their administrative and societal affairs. 
It is useful if the psvchiatrist is perceived as human 
and fallible but also as a trained, alert professional. An 
invaluable aid in fostering professional fellowship and 
education is to ask one's medical colleagues about 
medical issues relating to a particular patient. It might 
be surprising to learn hów willing they are to teach, 
and the psychiatrist can profit from his or her evolving 
identification as a medical colleague. 

A certain amount of helpful knowledge is accumu- 
lated by working in the medical environment. For one 
thing, an understanding of the behavioral side effects 
of commonly used psychotropic drugs is practically a 
necessity. Very often, altered behavior resulting from 
an acute organic brain syndrome in an already ill pa- 
tient is caused by hypnosedatives, major or minor 
tranquilizers, or analgesics. Álso, many of such com- 


‘monly used medicines as antihypertensives, autonomic 


blockers, and cardiac glycosides number behavioral 
abnormalities among their side effects. Explicit under- 
standing that certain diseases may present with behav- 
ioral changes is also requisite (3). Malfunction of vari- 
ous endocrine glands is often first revealed by a 

behavior. Acute intermittent porphyria is another ex- 
ample, as are many of the neurological disorders, such’ 
as Huntington's chorea, hepatolenticular degenera- 
tion, multiple sclerosis, the presenile dementias, and 
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infections of the CNS. Malignancies that are primary 

or metastatic in the brain often first demonstrate their 
presence by personality changes. Sometimes cancer of 
the pancreas presents initially with depression. Dis- 
eases of the blood such as pernicious anemia may pre- 
sent with psychiatric symptoms. As one continues to 
practice in this environment the list expands. 


CONSULTATIVE PSYCHIATRY 


Consultative psychiatry in the medical environment 
involves behaviors similar to those of other consulting 
medical specialists. This means that a consulting phy- 
sician is asked to go and see a patient at the request of 
a referring physician, examines the patient, and then 
communicates with the referring physician as directly 
as possible in such a manner as to set in motion a chain 
of events that will, one hopes, help the patient. Con- 
sultation in the medical environment can also occur 
indirectly by a variety of communications and behav- 
iors that may ultimately help patients. These could be 
teaching, designing curricula, or serving on policy 
committees. 

. After receiving a request for consultation and ascer- 
taining when the patient is available, the psychiatrist 
should gather as much information as possible before 
seeing the patient. First and foremost, if at all possible, 

. the psychiatrist should have a face-to-face conversa- 
| tion with the referring physician because this provides 
| the essential orienting information. The psychiatrist 
should find out why the physician is asking for help, 
which encompasses the complaints that brought the 
patient to the hospital, the course of the workup, and 
the problem the primary physician would like to un- 
derstand better. 

There are also more subtle issues to consider in con- 
sultation. How does the primary physician feel about 
the patient? How frustrating or rewarding has his or 
her previous relationship been with the patient? What 
Is the physician's ‘‘gut’’ feeling regarding the cause of 
the current difficulties? Does he or she demonstrate 
involvement by knowing about the patient's previous 
illnesses, reaction to stress, and family life? By being 
part of the medical community and knowing his or her 
colleagues, the psychiatrist is better able to under- 
stand which physicians are not sophisticated regarding 
psychodynamics. He or she comes to realize that some 
would like to know more and others prefer that the 



























may have unresolved personality problems that pro- 
duce distorted and nontherapeutic responses when 
they are confronted with patients who have certain dif- 
ficulties. Jt is important to know this. The psychiatric 
onsultant's job is not to cure or threaten these col- 
gues but gently to help shape a plan of response that 
benefits the patient. This is best done when the original 


in the state of repair it was in when it was first encoun- 
téred. When this 1s done properly, there is often un- 


psychiatrist **handle the problem.” Some physicians: 


` doctor-patient relationship is augmented or at least left - 
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spoken relief and acknowledgment of the p$ychia- 
trist’s value. ° ; a 

It is also quite important to talk to the head ward 
nurse about the patient before the consultation. This is 
particularly useful if the reason for the consultation is 
that the patient has exhibited some distressing behav- 
ior. As a psychiatrist develops a working relationship 
with particular nurses, he or she comes to trust their 
observations, and this becomes a valuable adjunct to 
understanding the patient. In most situations the psy- 
chiatrist should interview the patient's relatives. This 
should usually be accomplished after talking to the pa- 
tient and obtaining the patient's permission. There are 
two primary reasons for talking to a patient's relatives. 
First, they are a very valuable source of information. 
Second, it is therapeutically necessary to establish that 
the psychiatrist is responsible and concerned, wants to 
help, and is not assessing blame. This is particularly 
important if the patient is to be transferred to the hos- 
pital psychiatric unit for further observation and care. 
Another thing for the consulting psychiatrist to do is to 
read the patient's chart carefully, including nursing 
notes, medication charts, and laboratory studies. 

Obviously, several contingencies may conspire to 
make this ideal method difficult. In making the final 
recommendations, the consultant must factor in the 
data not obtained in the form of an appropriate degree 
of caution. Even though it is important not to hold up 
disposition, it may be necessary to take time to secu 
the needed information. 

The patient should be interviewed alone and in a 
comfortable place, which is often difficult to arrange in 
a busy general hospital. The nurse should be asked to 
keep the interview from being interrupted. If the pa- 
tient is sharing a room and can be moved, he or she 
should be brought to an examining room or office. If 
this cannot be done, the situation immediately be- 
comes quite difficult. If the patient's problem is an or- 
ganic brain syndrome, perhaps an appropriate diag- 
nostic examination can be done in a ward environ- 
ment, but a complex interview directed toward 
psychodynamic issues is always inadequately done 
when others might hear. 

The interview should be conducted in a manner 
most appropriate to the situation, varying between 
structured and nonstructured and between confronting 
and supporting as befits the situation and the style of 
the psychiatrist. Probably the most important part of 
the interview is the explanation the psychiatrist gives 
for his or her presence and the psychiatrist's under- 
standing as to why he or she has been asked to see the 
patient. When the psychiacrist is able to state the con- 
cerns of the referring physician in such a way that the 
patient is not threatened, the status of the emotional 
issues is not demeaned, and candy-coating and sub- 
terfuge are avoided, he or she has likely started the 
interview off on the right foot. After this has been ac- 
complished, it is often useful to ask the patient what 
symptoms brought him or her to the hospital. This top- 
ic is often less emotionally charged than are the psy- 
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chodynamic issues, and it is a subject the patient is 


; familiar with and is possibly more comfortable in dis- 


cussing. It also helps to identify the psychiatrist as a 


a ee who is interested in all of the patient’s prob- 
e 


ins, and it helps to diffuse the patient's concern that 
the physicians do not take his or her physical symp- 
toms seriously and are about to accuse the patient of 
imagining them. A review of presenting symptoms 
may also occasionally provide valuable diagnostic in- 
formation. 

After the consultation has been completed, the psy- 
chiatrist should leave an adequate note in the patient's 
record. This should be concise, contain a minimum of 
jargon, and outline the suggested management. If more 
information is needed or follow-up is contemplated, 
that should also be indicated in the record. Varving 
schedules usually make immediate face-to-face dis- 
cussion with the referring physician unlikely. How- 
ever, as soon as practical, the psychiatrist should have 
a discussion with or make a phone call to the referring 
physician. The issue of how much information to put, 
on the hospital chart is always difficult to resolve. It is 
a legal record and should describe in some detail the 
information obtained. However, it is never as con- 
fidential as the patient and his or her physicians would 
like it to be. I simply try as much as possible not to put 
down embarrassing or damaging information in the 
hospital record. 


. SPECIAL PROBLEMS 


Evaluation of Somatic Complaints 


Unique situations may be encountered in doing 
adult consultative work in a general hospital. One of 


. the most common is that of the patient whose entrance 


into the medical care system was caused by concern 
regarding somatic complaints and who continues to re- 
gard these complaints as evidence of organic disease, 
even in the face of a negative organic workup. This 
behavior may represent several different psychiatric 
problems. For instance, the patient whose symptom is 
a somatic delusion is usually recognized by the tenac- 
ity with which he or she holds to the complaint in the 
face of a reality that more secure people would allow 
to moderate the intensity of their convictions. Consid- 
erable affect may be generated by the physician's fail- 


' ure to see things as the patient does. Occasionally, in 


the affectless schizophrenic patient, the complaint is 
made with the same flatness that is used in describing 
other experiences. The bizarreness of the complaint, 
particularly coming from a personality that has many 
features consistent with schizophrenia, is another in- 
dication that the complaint may be a symptom of a 
psychotic integration. 

There are patients whose personalities do not ap- 
pear psychotic and whose symptoms on superficial ob- 
servation do not seem unreasonable. However, when 
the symptom comes under attack the patient erects de- 
fenses that are psychotic. The majority of such prob- 
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lems that we have encountered have arisen in a few 
patients with chronic pain complaints when they have 
been treated in an inpatient pain center oriented' to- 
ward behavior modification (4, 5). A somatic symp- 
tom is often presented with impressive intensity by a 
person whose demeanor is otherwise consistent with 
depression. 

These patients have significant psychiatric problems 
that should be treated if possible. The depressed pa- 
tient should be treated as if he or she had a primary 
depression, and the schizophrenic patient should be 
treated with whatever therapy is appropriate to that 
situation. It might be best not to treat the otherwise 
well-integrated patient who uses pain as a major de- 
fense and who resists treatment because of psychotic 
defenses. 

There are patients whose personalities do not ap- 
pear psychotic but whose behavior does. These are the 
patients who injure themselves in a factitious manner 
or behave in such a way as to induce unnecessary sur- 
gery (6-8). Our experience indicates that the majority 
of these patients are not psychotic. They have more of 
a hysterical demeanor and are conscious of their be- 
havior, but they are apparently not able to resist doing 
it or to resist obscuring its true nature. When factitious 
behavior is a prominent consideration, a significant 
problem is often the irritation of the primary physi- 
cian. 

The psychiatrist's first job in this situation is to at- 
tempt to keep the diagnostic and therapeutic process 
as nonjudgmental as possible. He or she must decide 
how far the ‘‘detective’’ work should go in trying to 
arrive at a proper diagnosis. This work should not be- 
come an obsession because if it does the physician's 
behavior can become as Byzantine as the patient's. 
Such behavior as searching the patient's room or sur- 
reptitiously injecting typhoid H antigen into the pa- 
tient's hidden insulin source indicates to what extent 
the sleuthing game may go (9). It is nice to feel secure 
by having exact knowledge, before confronting the pa- 
tient, that the patient 1s indeed involved in factitious 
behavior, but this is not necessary. The need for abso- 
lute security is often produced by our own discomfort. 
This guilt may be caused by repressed anger directed 
toward the patient. The patient is quite adept at in- 
creasing this guilt bv his or her demeanor of injured 
innocence and righteous indignation. A psychiatrist 
should feel that the well-being of the patient is best 
served by modifying this nonadaptive behavior; he or 
she: should see it as a symptom, not as an attack on 
medicine. . 

It is probably best to confront the patient about : 
one's concerns fairly soon in the interview because it 
is otherwise difficult to hide the implications of one's 
questions. An honest, direct statement of concern fol- 
lowed by a commitment to understanding and he 
is probably the best course. The patient may choose to 
leave in a rather self-righteous huff. Before the consul- : 
tation it is useful if the psychiatrist has helped the pa- 
tient's physicians and relatives to understand the de- 
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fensive nature of the patient’s symptom and to be 
aware of the fact that the patient may need to protect it 
further by leaving the hospital. 

Most patients who resist understanding the nature of 
their somatic complaints are neither psychotic nor fac- 
titiously causing their problems. There is a legion of 
patients who somatize their conflicts to obscure them 
and who use illness to legitimize the benefits obtained 
by an altered social role. These people have neurotic 
or characterological problems of varying kinds and de- 
grees. However, no matter what the symptom, the 
common psychodynamic issue is usually the attenu- 
ated ability to cope. In our society, illness is almost the 
universal face-saving excuse, the most effective means 
of maintaining status and yet acquiring a different role 
with lessened expectations. Realizing this, whether 
the problem is drug abuse, chronic pain, request for 
compensation, or the need for illness to acquire inter- 
personal advantage, the psychiatrist should take the 
time to find out why a particular patient needs a partic- 
ular symptom. 

If the patient begins to realize how nonadaptive his 
or her symptoms are and feels trusting enough to let 
the inquiry go on, perhaps he or she will agree to be 
transferred to a special treatment situation. Some pa- 
tients continue to resist. Then the psychiatrist can only 
let the patient know that the odds for his or her com- 
plaints representing a crippling illness are small, too 
small to base his or her behavior on, and that if the 
patient persists he or she may encounter two signifi- 
cant problems: 1) he or she may precipitate unneeded 
and hazardous diagnostic and therapeutic procedures 
and 2) the behavior will not lead to fulfillment because 
it is not adaptive. The patient will always be on the 
defensive, and the longer the behavior continues 
unexamined, the more difficult it will be to rectify the 
problem. The psychiatrist has a special obligation to 
make this point to the patient and also to help the re- 
ferring physician understand that the best approach 
may be to do nothing and to let the patient consider the 
problem for a time. The referring physician, under 
pressure from the patient and from his or her own in- 
ner need to help, may be persuaded to do things he or 
she should not do. This problem is particularly difficult 
today because it is culturally syntonic to be active and 
aggressive in medical diagnosis and therapy and cul- 
turally dystonic to be cautious and passive. The psy- 
chiatrist can function both as a patient advocate and as 
a physician advocate by taking a position that will help 
counterbalance the pressure the primary physician is 
under. 

The psychiatrist occasionally cannot find any con- 
vincing psychiatric data in a patient whose symptoms 
have been found to have no organic basis by the refer- 

ring physician. The diagnosis of psychiatric illness 
l never be made just by exclusion of organic pa- 
thology. A frank admission of concern to the referring 
: physician is the only course. If the patient will allow it, 
either an expanded organic workup or a psychiatric 
workup may be done, or the two physicians may wish 
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to wait and observe. My colleagues and I, like óthers, 


have had the experience cf expecting one eventuality : i 


only to encounter another later. Internists, surgeons, 
neurologists, and psychiatrists who work closely tow 
gether have ample opportunity to reminisce over 
humbling experiences. 

If the patient agrees to seek psychiatric therapy, the 
problem becomes where to send him or her. A medical 
center with such specialized entities as a drug-depend- 
ency unit, a pain-management center, or an inpatient 
or outpatient psychotherapy center makes the problem 
easier. Some patients can be treated on an outpatient 
basis, and they may fill -he psychiatric consultant's 
outpatient practice. However, if the psychiatrist is 
good at consulting work, he or she soon looks around 
for others to refer patiencs to because he or she has 
more to do than he or she can handle. 


Suicidal or Homicidal Patients 


Nothing concentrates attention or polarizes atti- 
tudes of hospital personnel more than having a patient 
on a general medical floor who either verbalizes or acts 
out suicidal or homicidal intent. Therefore, the psychi- 
atrist is likely to encounter a highly charged situation 
when called to see such patients. How he or she be- 
haves can have as much to do with the outcome as any 
specific advice regarding dynamics or therapy. À little 
charisma is often valuable in these situations. The psy- 
chiatrist as well as the hospital personnel know th 
accurate prediction regarding suicidal or homicidal po- 
tential is just not possible. The psychiatrist also knows 
that his or her ability to talk someone out of a lethal 
intent in the limited time usually allotted for consulta- 
tion is difficult and that limitations imposed by civil 
rights, hospital rules. commitment laws, and the pa- 
tient's medical condition or ability to cooperate more 
often than not make definitive solutions difficult. All 
this produces anxiety. However, the psychiatrist must 
realize that as a professional and an expert in behavior 
he or she is expected to function effectively in situa- 
tions in which issues are not clear, information is in- 
adequate, and judgment is required. He or she must 
not increase anxiety through further polarization of 
personnel by being frigh:ened or by acting either too 
blasé or too anxious. Quite simply, it is a time to keep 
one's cool. 

The psychiatrist should first hear everybody's story 
if there is time to do so. In doing this he or she can 
demonstrate appropriate empathy for the concern ex- 
pressed and make it clear that he or she will see the 
ordeal through. It should be obvious that a psychiatrist 
can no more leave this situation without some resolu- 
tion, however temporary, than a surgeon can walk out 
on an acute abdominal problem. The presence of the 
"expert'' can lower anxiety levels and mobilize the la- 
tent healing forces in the medical personnel and the 
patient's family. In these situations, a psychiatrist is 
seldom able to order specific actions. Usually the situ- 
ation has to be solved by patience or compromise. 
However, some situations are so critical that immedi- 
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ate, definitive action must be taken. The patient whó 


' . -Seems bent on and is capable of doing immediate harm 


to others or to himself or herself must be restrained. 
Nis is the time to invoke an emergency commitment 
procedure. 

Once the psychiatrist is forced to act he or she must 
do so decisively and judiciously i in order to accomplish 
the goal of placing the patient in a safer environment 
without causing harm to the patient or to the hospital 
personnel. The psychiatrist should have a plan of ac- 
tion mapped out. The hospital authorities, the hospital 
personnel, the patient's physician, and the patient's 
relatives should be aware of this plan, agree to it, and 
understand their roles. The actual transfer of the pa- 
tient to a secure unit must be done with an obvious 
show of force—with many male orderlies or the police 
or both. If the patient has a lawver or the family be- 
lieves it is appropriate to contact an attorney, it is of- 
ten useful to advise the attcrney of the action and help- 
ful to have him or her see the wisdom of it. Surrounded 
by physicians, nurses, lawyers, orderlies, police, and 
family, all of whom are imploring the patient to be- 
have, even the most psychotic patient usually under- 


stands that he or she is outnumbered and will acqui- ` 


esce. If he or she does not, there is sufficient help. This 
is also the time for liberal use of major tranquilizers. 
With the patient safely confined and tranquilized, 
eyeryone, including the patient's lawyer and the 
Ourts, is given time to sort things out. 


SUBSTANCE ABUSE 


The psychiatric consultant is not very often likelv to 
' find much difficulty in identifying the hard-core opiate 
user, the gamma alcoholic, or the counterculture street 
drug user. Perhaps a more difficult problem is the pa- 
tient who obscures his or her abuse, often by the cam- 
ouflage of adhering to middle-class values and stature 
and having an alleged illness. Studies at the Mayo 
Clinic (10, 11) outlined this problem to some extent. 
Swanson and associates (10) studied hospitalized pen- 
tazocine abusers and discovered, surprisingly, that 
30% of their sample population were medical profes- 
sionals. They described their population as seemingly 
blessed by relative affluence, education, and secure 
social status. However, closer scrutiny demonstrated 
histories of drug and alcohol abuse. Complex medical 
histories, allegedly responsible for the current pain 
complaint, served to justify the need for analgesia. 

In another. study Swanson and associates (11) out- 
lined the pattern of prescription drug abuse in a large 
sample of patients and pointed out that at some point 
in each patient's drug abuse history he or she justified 
the need for medication on the basis of a medical com- 
plaint. Seventy-one percent used that justification ini- 
tially, and 6596 repeated that explanation on admission 
to the Mayo Clinic. Medical evaluation documented 
' that each patient's current use of medication was not 
warranted by existing organic disease. Again, the in- 
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vestigators pointed out that these people did not give a 
history of gross psychosocial deprivation, nor, before 
their addiction, did they have pleasure-oriented, im- 
mature, or sociopathic traits. A pattern emerged, how- 
ever. Competence and adaptability were shown to be 
short-lived, and increasingly the patient had extended 
periods of regression during which reduced ex- 
pectations and the tension-reducing euphoria of drug 
use could be justified by the sick role. 

Identifying the hidden alcoholic patient is a constant 
problem in adult medicine. These patients protect their 
habit tenaciously. Perhaps there is another reason for 
this deception beyond the need for the euphoriant ef- 
fect of alcohol. People who, at least to some degree, 
understand and have competed successfully in our so- 
ciety find it painfully difficult to confront weakness and 
lack of control in themselves. They are likely to use 
their status, intelligence, verbal facilitv, and control 
over their families to aid their denial system. 

Certain historical and physiological data may alert 
the physician. Morning gastrointestinal distress, 
“Monday illness,’’ or a vague history of periods of in- 
adequate functioning, coupled with elevated tri- 
glycerides, anemia, lengthened prothrombin time, and 
elevated levels of liver enzymes, are a few examples of 
such information. Often the most direct route to diag- 
nosis is an interview with a spouse. On the basis of 
answers given on a self-administered alcoholism 
screening test, Morse and Swenson (12) found that 
spouses were 90% accurate in the diagnosis of their 
mates' alcoholic behavior. The spouse's or family's 
conviction, strengthened by a committed physician 
who has a plan of therapy, is often able to persuade the 
patient to give up the charade and accept help. 


LIAISON PSYCHIATRY 


In a medical center environment a psychiatrist is of- 
ten asked to lend his or her skills in an ongoing fashion 
to specialized treatment facilities. Such entities as cor- 
onary care facilities (13, 14), renal dialysis units (15, 
16), pain units (4), and obesity clinics (17) have in- 
cluded psychiatrists as part of their teams. This has 
proven useful, for these stressful illnesses are often 
accompanied by psychiatric problems. Being asso- 
ciated in this manner allows the psychiatrist to have 
more knowledge about the particular illness involved, 
the therapies used, and the stress generated. The psy- 
chiatrist learns that chronic illness is difficult for both 
patient and staff. He or she may serve a useful role as a 
sounding board and mediator for both, as well as being 
‘fon call" to help with identified psychiatric problems. 
To be a respected member of the team the psychiatrist 
must do his or her share. He or she must be available 
to see patients, attend meetings, and perhaps even 
to the social functions that people who engage in diffi- 
cult tasks often generate to boost their morale. Partici- ' 
pating in these units benefits the psychiatrist also. A 


more intimate confrontation of the problems, the com- 
6 
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plexities, and the technical and professional expertise 

involved in modern medicine serves to increase the 
psychiatrist’s humility but allows pride in being a 
member of the team. 
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BY JOHN P. DOCHERTY, M.D., DANIEL P. VAN KAMMEN, M.D., SAMUEL G. SIRIS, M.D., 


D STEPHEN R. MARDER, M.D. 


On the basis of a review of the literature describing the 
process of schizophrenic illness, the authors conclude 
that schizophrenic psychosis is one stage in a process 
of psychological and biological breakdown that has a 
specific structure and a characteristic unfolding 
consisting of the sequential appearance of 
hierarchically ordered, distinguishable, and 
recognizable psychological states. They present an 
illustrative case history of a patient who was able to 
describe her feelings during the process of 
decompensation to schizophrenic psychosis and two 
case histories of patients whose decompensations _ 
were rated according to the authors’ State of Illness 
Rating Scale. 


FOR MANY REASONS psychiatric research and practice 
d to focus on the major syndromes as static and 
relativelv independent structures. However, clinical 
practice teaches that major disorders do not arise de 
novo. Almost always there seems to be a prodromal 
history—a period of progressive psychological and bi- 
ological dysfunction. This is reflected in the common 






. colloquial use of the term "nervous breakdown." 


Over the years we have been recurrently impressed by 
the presence in almost every carefully taken history of 
an inexorably progressive decline in patients who suf- 
fer a psychotic decompensation. We have also been 
impressed by the appearance of a characteristic pat- 
tern in the way this decline unfolds. Our interest in this 
pattern of decline and the process of decompensation 
has been further strengthened by work in a rather dif- 
ferent area. In the course of investigating the immedi- 
ate psychological context of the emergence of psycho- 
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somatic symptoms, we noted the presence of a mo- 
ment-to-moment march of psychological changes 
preceding the occurrence of the symptomatic 
event (1-3). 

There are many reasons for wanting to know more 
about the period of onset of schizophrenic psychosis. 
The clearest benefit is in the area of preventive psychi- 
atry. The establishment of regular premonitory signs 
might permit reliable early recognition of impending 
psychosis and also allow for a staging of the degree of 
psychological and biological decompensation—that is, 
an assessment of how close a patient is to a psychotic 
episode. Further, this knowledge raises the possibility 
of developing a clearer rationale for stage-appropriate 
treatment. For example, it is generally appreciated 
clinically that some forms of intervention are appropri* 
ate at particular stages of psychological and biological 
stabilization but not at others (4, 5). In addition to 
these practical considerations, an understanding of the 
onset period might disclose clues regarding the social, 
psychological, and biological pathogenesis of the psy- 
chotic disorganization. Bunney and Murphy's work 
with the ''switch'" process in manic-depressive ill- 
ness (6) demonstrated the powerful research leverage 
that can be obtained from a shift in phase of a patient's 
illness. 

Despite its obvious importance, extremely limited 
hard data are currently available on the decompensa- 
tion process. Furthermore, we know of no review of 
the existing literature in this area. The work that has 
been done, however, reveals impressively gifted clini- 
cal observation and description. Moreover, most of 
the work tends to be surprisingly consistent, providing 
a basis for constructing a rather clear description of 
the phenomenology of the process of decompensation. 

To clarify our understanding of the stages of onset of 
schizophrenic disorganization, we reviewed and sum- 
marized the methodologies and content of the phe- 
nomenological studies in this area. We then extracted 
the most salient generalizations and constructed a 
composite description and model of the stages they 
differentiated in the decompensation process. 

On the basis of a composite description and our own 
clinical experience, we designed a special State of Ill- 
ness Rating Scale. This scale is being used “by trained 
nursing staff to make daily ratings of the stage - 
compensation of patients hospitalized on an a Ne 
schizophrenia research ward. We will present two ex- . 
amples of the application of this scale and the history 
of one particularly lucid patient to provide clinical -il- 
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lustrations of the paradigm of psychiatric decompensa- 
. tion generated from the review. 


LITERATURE REVIEW 


After an extensive search of the literature, we found 
26 citations for authors investigating the process and 
course of onset of acute schizophrenic psychosis (7- 
32). 


Methods of Studying Onset 


Several different methods have been used to study 
the process of decompensation to psychosis. Overall, 
however, the literature reflects the finding of Luborsky 
and associates (1) in their review of the literature on 
the onset conditions for psychosomatic symptoms. 
They found that there are two kinds of studies: the so- 
called broad context type, which cover a longer time 
period and usually involve retrospective observation, 
and the immediate context type, which cover a more 
rapid period cf onset and involve concurrent observa- 
tions. In the literature on the onset of schizophrenia 
we found that the immediate context studies were far 
less common, comprising only 2 of our 26 en- 
tries (26, 31). 

Within the broad context category, the most com- 
mon approach by far is the detailed case study that 
gathers information retrospectively from both patients 
and family members regarding the period preceding 
psychosis. This method has been used by Arieti (7, 8), 
Kubie (9-113, Conrad (12), Varsamis and Adam- 
son (13), Boisen (14), Carlson (18), Bartemeier and as- 
sociates (19), Cameron (20, 21), and Sullivan (23-25). 
Innovative methods include Bowers' use of patients' 
diary accounts of their unfolding illness (17), Chap- 
man's landmark investigation (26) using a semi- 
structured interview that elucidated a previously 
unappreciated phenomenology of the early psychotic 
period. and Offenkrantz' review (32) of previous clini- 
cal records of patients presenting with an initial psy- 
chotic decompensation. 

More recently, Donlon and Blacker (29, 30) made 
good use of an opportunity afforded by double-blind 
crossover drug studies. On withdrawal of medication a 
certain proportion of schizophrenic patients will re- 
lapse; Donlon and Blacker observed the process of 
that decompensation. Unfortunately, their observa- 
tions did not involve systematic ratings, and their data 
were reported anecdotally. 

In the immediate context categorv, both Chap- 
man (26) and Pious (31) observed a process of decom- 
pensation occurring over a very short period of time 
during a dyadic interview. Pious’ study, however, has 

erent perspective from the other work we re- 
viewed. He essentially described states of recompen- 
- sation. In his clinical work Pious first noticed the state 
of most severe disorganization and then tracked the 
phases of progressive reorganization. Unfortunately, 
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neither his study nor Chapman's involved controlled 


or objective measurement. However, since both de» 


scribed a behaviorally recognizable end state it would 
seem that this area could benefit substantially from the 
application of such techniques as Luborsky and Auer- 
bach’s symptom-context method (33) to this phenome- 
non. 

Clearly, many of these data can be regarded as 
“soft” in that they lack observational rigor that might 
help sharpen our understanding of the phases of de- 
compensation. Methodological refinements that ought 
to be made include the application of reliable well-de- 
fined rating scales and the longitudinal collection of 
more objective psychological and biological measures, 
such as activity recording, speech analysis, and bio- 
chemical determinations. 


Phenomenology of Onset 


Table 1 shows 16 of the major groups of authors in 
this field and the stages of progressive decompensation 
they described. We have not included authors who fo- 
cused only on the broad context process of recompen- 
sation (34-36) or who described the prepsychotic peri- 
od without distinguishirg a temporal progression of 
symptoms (37, 38). 

In table 1 we have assigned a Roman numeral to 
each stage that has been relatively clearly distin- 


guished in the literature. The numerals have been an, 


signed so that the lower the numeral, the earlier the 
temporal formal occurrence of that stage. This has al- 
lowed us to indicate the approximate correspondence 
of the various authors' descriptions of stages of the 
onset period. 

A number of important points have emerged from 
this review. First, despite the different methods that 
the various studies employed, there is a remarkable 
consistency in the descriptions of the process of de- 
compensation. There is concordant description not on- 
ly of identifiable premonitory signs but of a regular afd 
sequential unfolding of psychological states before 
psychotic breakdown. Strikingly, we found in this re- 
view, as Luborsky and associates found in the review 
of the onset conditions for psychosomatic symp- 
toms (1), that the immediate context process was very 
similar to the broad context process. 

A second important point is that, given this unifor- 
mity, it was relatively simple to construct a compre- 
hensive picture of the process of schizophrenic de- 
compensation. We differentiated five stages in this 
process. A description of each of these stages is given 
in appendix |. 

Third, table 1 points to some unexpected findings. 
Four of the groups of authors (Arieti, Kubie, Bowers 
and Freedman, and Carlson) described a special condi- 
tion that promotes decompensation. We have labeled 
this the *'transition event.” All 4 located this condition 
between stage II and stage III, and 3 described this 
event in a very similar way—the patient experienced 
an insoluble impasse. Also, 7 of the groups of authors 
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- ‘Descriptions of the Process of Decompensation to Schizophrenic Psychosis 
Initiating Transition i 
Study Condition Stage I Stage II Event Stage III Stage IV Stage V 
Arieti (7, 8) Feelings of Feelings of Excessive Panic Primary process Psychotic 
not fitting alienation ^ social modes of insight 
° in — demands thought; concret- 
ization ' 
Kubie (9-11) Neurotic Insoluble Psychotic disor- 
process impasse . ganization 
Conrad (12) Trema Externalapoph- Schizophrenic 
any; internal residuum 
apophany; 
apocalypse 
Varsamis and Predrome End of Complex state 
Adamson (13) prodrome 
Boisen (14) Unsolved Frustration Narrowed Upsetting Period of Four classic 
problem attention idea elaboration forms of 
schizophrenia 
Bowers and Impasse Rapidos-  Destructuringof Formation of 
Freedman (15-17) cillation perception; ideas delusions 
in mood of reference and 
influence; 
destructuring 
of self 
Carlson (18) Extrapsychic — Preconfu- Frustration Rage Confusion Schizophrenic 
and intra- sional state syndrome or 
psychic psychotic de- 
1 : demands pression 
.  Bartemeier and Cumulative Incipient Partial dis- Complete dis- 
— associates (19) stress plus stage organization organization 
* a precipitat- 
ing event 
Cameron (20, 21) Withdrawal, Tendency to 
} loss of ca- . misinterpretation 
p pacity, and 
g emotional 
blunting | 
Menninger and Nervousness Neurosis Escape of Abandonmentof Abandonment 
associates (22) . dangerous reality loyalty of the will 
impulses to live 
Sullivan (23-25) Anxiety Depression . Spread of Collapse ofindi- ^ Paranoid or 
. conditions meaning; vidual synthesis; ^ hebephrenic 
perplexity; dissociated per- schizophrenia 
fear . sonality parts 
become effec- 
tive Integrating 
agency; Cataton- 
ic stupor 
Chapman (26) ` Feeling of Perceptual Breakdown of Delusional for- 
overstimula- alteration visual perception mations; cata- 
tion tonic symp- 
; toms 
Chapman (26)* - Overstimula- Voluntary Dissolution of 
ut l tion attempts at mental forma- 
. control tion: impairment 
. of perception; 
impairment or 
loss of self- 
identity; com- 
plete blocking s 
Stein 27 Feeling that Feeling of Boredom Effortsto Lossofsense of Autism, p 
. one’sactions losing one’s f relieve possession ofthe noia, resig- 
are hot ` grip boredom world, of the nation 
effective self; complete 
l i loss of posséssion of 
* self 3 by 
a! a i * g " 
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TABLE 1 (continued) 


Descriptions of the Process of Decompensation to Schizophrenic Psychosis . 
——————————————————————————————————————Ó E 
Initiating Transition 
Study Condition Stage I Stage II Event Stage HI Stage IV Stage V 
Anonymous (28) Feeling of Increasing Isolation Feeling of Schizophrenic Formation of 
failure anxiety creative experience delusional sys- 
release tem : 
Donlon and New-found Feeling of Depression Increased Panic and horror; Psychotic 
Blacker (29, 30) sense of excitement and intensi- sexual psychotic resolution 
confidence and loss of fication of desire and process; overt 
control defenses dream psychosis 
against de- images 
compensation 
Pious (31) Psychological Obsessive- Agitation Idzas of refer- 
deprivation compulsive and intense ence; paranoid 
behavior preoccupation th-nking, delusions, 


” DOCHERTY, VAN KAMMEN, SIRIS, ET AL 


+ 
* 


and estrangement; 
perplexity, block- 
ing and incoher- 
ent verbaliza- 
tions; psychic 
emptying 


*The second entry for Chapman represents an immediate context observation of decompensation during the course of an interview. 


(Boisen, Carlson, Bartemeier and associates, Stein, 
Anonymous, Donlon and Blacker, and Pious) de- 
scribed what we have termed an initiating condition— 
a state of affairs that sets the process in motion. The 
description of this condition is quite variable, how- 
ever, and this clearly is an area that needs more careful 
study. 

In addition, there was a quite surprising uniformity 
in descriptions of the subphases of psychotic dis- 
organization (stage IV). Four of the authors (Conrad, 
Sullivan, Chapman, and Pious) described all three sub- 
phases. Using these distinctions, it was notably easy 
to accommodate the partial or combined descriptions 
of the other authors. Finally, it is noteworthy that 11 of 
the groups of authors (Arieti, Conrad, Boisen, Bowers 
and Freedman, Carlson, Menninger and associates, 
Sullivan, Chapman, Stein, Anonymous, and Donlon 
and Blacker) made a distinction between psychotic 
disorganization and psychotic resolution (stages IV 
and V). This is a formal distinction whose importance 
has been insufficiently recognized and employed. It 
does a great deal to resolve the currently confusing use 
of the terms ‘‘acute’’ and "chronic." 

"Acute" and *chronic"' are used to define a time 
variable, the duration of illness. In this regard, then, 
stage IV or stage V could be acute or chronic. In prac- 
tice, however, acute is often used to designate the 
state of psychotic disorganization and chronic to des- 
ignate psychotic resolution. This current usage leaves 
us with the perplexing problem of interpreting such 
compounded terms as *'chronic acute schizophrenia." 
The literature raises other interesting aspects of the 
ess of decompensation. These include questions 
of the temporal duration of each of the stages and of 
'the fundamental psychological and biological axes 
along which decompensation occurs. Work in both 
aréas has been rudimentary. 


CLINICAL ILLUSTRATIONS 


The following material illustrates the hypothesized 
model of the onset of schizophrenic psychosis. The-pa- 
tient described in case 1 was particularly lucid and 


rather clearly manifested each of the major stages of, 


schizophrenic decompensation. 


, 


Case 1. Ms. A was a 27-year-old single woman from Cen- . 
tral America who had come to the United States about 2 4 


years before her admission to the Clinical Center of the Na- 
tional Institutes of Health. Her early life had been marked by 
extreme psychological deprivation and physical abuse. Dur- 
ing her adult years she felt unhappy and inept. She had de- 
cided to come to the United States in the hope of freeing 
herself from her feelings of misery and imprisonment. She 
came initially on a temporary visa, worked illegally, and was 
discovered by immigration authorities. She had to return fo 
her country to become eligible for a permanent visa. While 
there she feared the visa would not be granted. However, the 
visa was granted, and it was on her return to the United 
States that the decompensation appeared to start. 

The initiating event seemed to stem from the meaning the 
permanent visa had for her; it she had a valid visa, there was 
no longer any need to hold check on herself as she had pre- 
viously. By becoming a permanent resident of the United 
States she felt she was now here lock, stock, and barrel, and 
the bad, unworthy, and undeserving self couid not be left 
behind in Central America. A paradigm was thus set for in- 
tense conflict. The patient experienced a quickening of her 
demands, of her wishes, and of her impulses, but these were 
painfully discordant with resurgent feelings that said nothing 
should be hers. She became anxious, preoccupied, and in- 
creasingly confused over how she should act. She felt irri- 
table, **on edge," and progressively indecisive. This is the 
stage we refer to as overextension (stage I). 

The stage of cverextension was followed by a period In 
which she became anhedon:c and experienced fatigue and 
lassitude. Her mind felt empty. Her activity and socializa- 
tion decreased. She said, ‘I felt bored, very bored." * This is 
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‘the stage we call restricted consciousness (stage II). This 
. phase lasted several months. 


The determinants of the shift were not clear, but stage II 
gave way approximately 2 weeks before hospital admission 
to a rather abrupt change in the patient's behavior. She be- 
gan, atypically, to lose her temper and to spend money free- 
ly. Previously frightened of cars, she bought an automobile 
and impulsively drove it without a license. She experienced 
large shifts between acting on a rebellious urge to obtain 
what she wanted for her life and overwhelming guilt and fear 
regarding these wishes. Her loss of impulse control and epi- 
sodes of rage became more extreme, and she felt she was 
losing control and losing her mind. This is the stage we call 
disinhibition (stage III). At this point the patient was hospi- 
talized. 

The stage of disinhibition continued for a brief time follow- 
ing her admission. She reported that during this period she 
was just trying to hold on but that she felt it was a losing 
battle. Finally, she decided ‘‘to hell with it." Shortly follow- 
ing this she announced, ‘‘J am not afraid of anyone anymore. 
I hate everyone. I hate God. I am going to burn the world. 
I want to go to bed with a man. I want to go to bed with 
a woman, too." She also began to experience vivid meta- 
morphosia. She had visual hallucinations and distortions— 
seeing people's faces turn bloody or become half para- 
lyzed. She also experienced olfactory and auditory hal- 
lucinations and disorganization of her ability to hear and 
speak. This is the stage we call psychotic disorganization 
(stage IV). 

Over the next three months this patient experienced tran- 
sient delusional formations, but she never developed a stabi- 
lized psychotic resolution (stage V). She was able to gain 
insight into the core struggles uncovered in her decompensa- 
tion and resolved her disorganization, reaching the stage we 
call equilibrium (stage 0). 


The courses of psychotic decompensation in 2 other 
patients we observed are presented in figures 1 and 2. 
Their courses were charted by nurses' daily ratings 
based on the definitions of the patient's observed be- 
havioral state from 8 a.m. to 4 p.m. each day (the defi- 
nitions are given in appendix 1). These ratings were 
done by a consensus of 2 or more raters who were 
blind to the patient's medication status and previous 
ratings. 

Preliminary examination reveals that the reliability 
of these ratings with a consensus method is quite high, 
reaching an unweighted kappa of .72 on the basis of 
ratings of 27 patients by 4 independent raters. Without 
any rater interaction there is still an acceptable un- 
weighted kappa of .55 on the basis of 10 independent 
ratings of 26 patients by 2 raters of the patients' ob- 
served ward behavior over an 8-hour period. In addi- 
tion, we validated this scale against the well-estab- 
lished Brief Psychiatric Rating Scale (39). A profile 
analysis of variance yielded different symptom profiles 
for each of the states. A full report of the reliability and 
validity of this scale is in preparation. 


. Case 2. The patient whose course is shown in figure 1 was 
a 31-year-old woman with a 19-year history of schizophrenic 
illness. She had had three previous hospitalizations for psy- 
chotic decompensation with relatively good functioning in 
between: She was in a state of psychotic disorganization on 
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FIGURE 1 
State of Illness Rating Scale Results for a Woman Undergoing Psy- | 
chotic Decompensation " 
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*See appendix 1. 


FIGURE 2 : 
State of Iliness Rating Scale Results for a Man Undergoing Psychotic 
Decompensation 


STAGE OF DECOMPENSATION* 
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*See appendix 1. 


admission. This patient achieved a state of stabilization 
while receiving antipsychotic medication. However, as 
shown in figure 1, after double-blind drug withdrawal she un- 
derwent a stepwise process of decompensation concordant 
with the model we have described. 

During the period of equilibrium (stage 0), nursing notes 
read: ‘‘Attempted to take an active leadership role in the 
group.” On another occasion, ‘‘In good spirit. Requested 
and was granted a weekend pass. Generally in a pl nt 
mood. Active in gym." be. 

On the day rated overextension (stage I) the notes read: 
“Verbalized about the same old problems of her identity 
and lack of satisfaction with her self-image. Became tearful 


at one point." 
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During the period of restricted consciousness (stage II) the 
notes read: ‘‘Depressed, self-critical, withdrawn and very 
anxious. Expressing self-derogatory thoughts. Her personal 
appearance and upkeep of her room have deteriorated.” 

On the day rated disinhibition (stage III) the patient was 
placed on close observation because of decreased impulse 
control. 

During the psychotic disorganization period (stage IV) the 
notes read: ‘‘Patient has begun to experience auditory, visu- 
al, and olfactory hallucinations. She feels she has someone 
else's spine." Somewhat later, **Walks with a sidewise gait. 
Feels her face has changed . . . actively hallucinating, con- 
fused, and extremely anxious. She said she has become 
Freddie, the child she saw get killed." 


Case 3. The patient whose course is shown in figure 2, a 
22-year-old single man, had had three previous hospital- 
izations for psychotic decompensation. As shown in figure 2, 
following drug withdrawal he temporarily maintained a stabi- 
lized state. Nursing notes read: ''Patient has been warm and 
friendly and was thrilled with his pass, spent mostly with his 
sister ‘catching up on old friends.’ Patient enjoyed his pass. 
He brought a plant he got as a present. Plans to name it. 
‘Anyone willing to submit a name?’ "' 

He then manifested a rather abrupt switch into Stage II. 
Nursing notes from that period read: ‘‘Patient pleasantly 
grumpy about being told to stay out of his room.” Then, 
"sPatient has refused to complete urine collection’’ and ‘‘Pa- 
tient is withdrawn, participating less and sometimes sleeping 
in ward meetings.” 

On days 19 and 20 he was first scored as being in stage 0 
and then as in stage III. This is reminiscent of the period of 
apparent normalcy that Bunney and associates (40) de- 
scribed just before the switch from depression to mania. In 
retrospect, however, the patient's equilibrium was probably 
the beginning of the state of disinhibition. What actually hap- 
pened was that the patient emerged from his withdrawn and 
disinterested state and began to complain that his roommate 
was being noisy at night and keeping him awake. This was 
greeted by the staff as healthy assertion of self-interest. By 
the third day, however, the patient was globally irritable and 
sleeping very poorly despite the fact that his roommate was 
now quiet, and it became apparent that a different process 
was operating. 

By day 25 the patient began to demonstrate clear signs of 
psychotic disorganization. The nursing notes from that peri- 
od read: *'Patient was up and shared with the staff that he is 
getting ill, having psychotic thoughts and fears.” Later, ‘‘Pa- 
tient was awake all night. Stated he was 'talking to God.' Sat 
with staff and engaged with them about half the time. Other- 
wise he was in his 'fantasy world' as he calls it, sometimes 
experiencing communications with ‘Satan, my friend.’ "' 


SUMMARY AND SPECULATION 


In summary, we think that the available data strong- 
ly suggest that schizophrenic psychosis is one stage 
in a process of psychological and biological break- 
down that-has a specific structure and a characteris- 


iE Further, this structure consists of the 
e 


quential appearance of hierarchically ordered, dis- 


e” +tinguishable, and recognizable psychological states. 
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We might speculate on various levels of conceptual- 
ization regarding the processes that might underlie this 
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breakdown sequence. For example, on the psychologi- 
cal level one interesting and" potentially testable hy- - 
pothesis is that the progressive disturbance of psy- 
chotic decompensation reflects the levels of break- 
down seen with progressive information overload (41). 
When a system is subjected to sustained information 
overload, various mechanisms of adjustment succes- 
sively appear. First, increased effort, queuing, and er- 
ror (stage I). Next, filtering, cutting categories of dis- 
crimination, and omission (stage II). This is followed 
by the employment of multiple channels, decentral- 
ization, and disconnection of output from input (stage 
IID, succeeded finally by escape from the task (stage 
IV). Similarly, on the biological level the reports of the 
sequential changes seen with kindling (42, 43) and 


. psychostimulant administration in man and ani- 


mals (44, 45) might provide the basis for elec- 
trophysiological and neurochemical formulations re- 
garding the **breakdown"' process. 
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APPENDIX 1 
Stages of Decompensation 


0. Equilibrium. During this stage the person is well adapt- 
ed to his or her social and environmental milieu. The 
person experiences a feeling of control and has a posi- 
tive sense of the future. Anxiety is minimal. The ca- 
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pacity for adaptive resourcefulness is sufficient for the 
current situational demands. 


. Overextension. During this phase the person begins to 


experience a sense of being overwhelmed. This seems 
secondary to either external demands or unrelenting 
conflict. Increasing mental effort is required. The per- 
son feels he or she must “‘run faster and faster just to 
keep up." Symptomatically, this period is character- 
ized by overstimulation, persisting anxiety, irritability, 
parapraxes, decreasing performance efficiency, and 
distractibility. 


Restricted consciousness. During this phase a variety 
of mental phenomena appear that seem to bring about 
a limitation of the person's range of thought. Bore- 
dom, apathy, and listlessness are typically present. 
There is social withdrawal and decreased movement. 
Obsessional and phobic symptoms appear or worsen, 
and somatization frequently occurs. The person ex- 
presses feelings of hopelessness, dissetisfaction, lone- 
liness, and dependency. 


Ill. Disinhibition. During this phase relatively unmodu- 


lated impulse expression appears. This period may 
bear a close resemblance to hypomania. For example, 
sexual promiscuitv, rage attacks, and unrestricted 
spending may occur. Dissociative phenomena some- 
times appear, and uncharacteristic risk taking is pres- 
ent. The person may experience an elevation of 
mood. Ideas of reference may appear, and previously 
repressed material begins to appear in consciousness. 


IV. Psychotic disorganization. This period seems to have 


three distinct subphases.  . 

1. Destructuring of the external world: there is in- 
creasing perceptual and cognitive disorganization. The 
person begins to find it difficult to maintain proper fig- 
ure-ground relationships. As the process progresses, 
only parts are seen, and the percepts must be assem- 
bled by conscious effort. It becomes difficult to find the 
right word, and the speech of others seems fragmented 
and incomprehensible. Ideas of reference are preva- 
lent. 

2. Destructuring of the self: the person loses a sense 
of self-identity. A sense of connectedness disappears 
almost entirely. The person’s way of acting may 
change dramatically from minute to minute as he or 
she tries to assume a self-identity. Primitive sexual and 
aggressive images may intrude freely into con- 
sciousness. Severe anxiety and the affects of panic and 
horror are present, and hallucinatory phenomena are 
manifest. 

3. Total fragmentation: the person experiences 
complete loss of self and control. Phenomena such as 
fatal catatonia appear. 


. Psychotic resolution. This period is marked by de- 


creased anxiety and increased organization—albeit 
psychotic organization. Typical forms this resolwgion 
takes involve the development of an organizing de 


sional system (paranoid type) or the massive denial of *. 


all unpleasant affect and responsibility (hebephrenic 
form). $ . 
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Clinical Relevance of Anthropological and Cross-Cultural 


Research: Concepts and Strategies 


BY ARTHUR KLEINMAN, M.D. 


The author presents a method through which findings 
from anthropological and cross-cultural research can 
be applied to problems affecting patient care. The 
clinical social science approach emphasizes the 
distinction between disease and illness and cultural 
influences on the ways ''clinical reality” is 
conflictingly construed in the ethnomedical models of 
patients and the biomedical models of practitioners. 
The relevance of such research extends beyond special 
clinical concerns arising from ethnic differences to 
ubiquitous problems that result from cultural 
influences on all aspects of health care. Consultation- 
liaison psychiatry is a particularly appropriate vehicle 
for introducing clinical social science into medical and 
psychiatric teaching and practice. 


CROSS-CULTURAL STUDIES in psychiatry are passing 
through a major transition (1) from a primary focus on 
strictly epidemiological issues (2, 3) to increasingly 
clinically relevant comparative research (4-8). Simi- 
larly, anthropological research, which is touching 
more on medical and psychiatric questions because of 
the rise of medical anthropology as a special dis- 
cipline, has turned to basic clinical issues in illness and 
healing (9-18). Not surprisingly, this shift in research 
interest holds potentially important implications for 
clinicians (19, 20). Despite the basic contributions of 
epidemiological research to psychiatric knowledge, it 
must be admitted that such work has provided clini- 
cians with few lessons of practical importance and has 
tended to suggest that cross-cultural questions are re- 
mote from and frequently irrelevant to the pre- 
occupations of practitioners. In contrast, the new clin- 
ical orientation in cross-cultural psychiatry and psy- 
chiatric anthropology offers impressive evidence of 
the direct relevance of these disciplines for clinical 
practice and teaching (1, 4, 6, 9, 11-15, 17, 19-27). 

In this paper I wish to build on this new develop- 
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ment by demonstrating how the relation of culture 
(i.e., systems of symbolic meaning) to sickness and 
care—the chief subject cf cross-cultural psychiatric 
and psychiatric anthropological research—-bears di- 
rectly on clinical problems. My goal is to show how 
certain findings and concepts emerging from those nas- 
cent research fields can be directly applied to clinical 
teaching and primary care (4, 19-21). The current fail- 
ure to apply cross-cultural and anthropological knowl- 
edge is part of a more general failure to translate sys- 
tematically from social and behavioral science to the 
clinical domain. This not only impoverishes clinical 
science, the foundation cf which rests on behavioral 
and social science as much as on biomedical science, 
but more specifically speaks of an ability to establish 
a clinical social science approach in medicine and psy- 
chiatry, which would, like clinical pharmacology, apply 
basic science knowledge to clinical problems. The 
striking unfamiliarity of clinicians with the relevant so- 
cial science literature concerning such clinically useful 
concepts as the sick role (28), illness behavior (29), 
and the lay referral system (15, 30), as well as with es- 
tablished analytic methods for evaluating doctor-pa- 
tient communication anc social class and ethnic de- 
terminants of adherence to the medical regimen, phy- 
sician utilization, and patient satisfaction (4, 19), are 
symptomatic of the lack of social science input in clini- 
cal teaching and practice. Although many clinicians 
use a Vague, commonsense approach to understanding 
the effects of social and cultural forces on patient care, 
there is now available a large and rapidly increasing 
body of research that provides a technical language 
and a rigorous analytic framework for making uncom- 
mon sense of these common problems (20), much as 
psychology leads to uncommon sense about common 
behavioral problems. This language and literature 
should be just as essential to the psychiatric clinician 
as psychopharmacological terms and the relevant bio- 
medical literature. Ignorance in either of these areas is 
unacceptable and should be corrected in the process of 
clinical training. 

Psychiatric consultation-liaison in the general medi- 
cal setting occupies a position that is uniquely suited to 
developing and applying a clinical social science ap- 
proach (20). Many of the problems consultants are 
asked to deal with involve the psychosocial coñ- 
comitants of sickness, miscommunication between 
staff and patients, and the impact of social and envi- 
ronmental factors on care. Understanding and resolv- 
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ing these issues require that the scientific knowledge 

-base of consultation-liaigon research and teaching en- 
compass relevant social psychological, sociolinguistic, 
deviance research, communication theory, and eth- 
nographic materials. Through mastery and direct ap- 
plication of these materials to patient care and the 
training of psychiatric and medical clinicians, consul- 
tation-liaison psychiatry could readily become the 
main channel for incorporating clinical social science, 
including pertinent anthropological and cross-cultural 
materials, into the medical curriculum and clinical 
practice. This task complements the recognized role of 
consultation-liaison psychiatrists in teaching applied 
behavioral science to clinical colleagues, house staff, 
and medical students. For reasons I will develop fur- 
ther, clinical social science is also useful in primary 
psychiatric care. 

Rather than giving an exhaustive review of the many 
ways the cultural analysis approach of anthropology 
and comparative research contributes to clinical psy- 
chiatry, which has been presented elsewhere (21), I 
shall limit my comments to its influence on our under- 
standing of the major stages of the clinical process: pa- 
tient and practitioner explanatory models of sickness; 
perception, labeling, and presentation of symptoms; 
health-seeking behavior; doctor-patient communica- 
tion; **curing" and ‘‘healing’’; and lay and health pro- 
fessional evaluations of therapeutic outcomes. Culture 
affects each of these stages, not only for ethnic minor- 
ity groups (11-13) and in intercultural psychiatric 
care (25, 31), but, even more significantly, for most 
episodes of sickness and treatment that occur in the 
mainstream of our society, a fact that has not been em- 
phasized sufficiently. Medical and psychiatric clini- 
cians need to evaluate the specific effects of culture on 
each of these clinical processes for all of their patients 
and on their own ways of organizing clinical evidence 
to justify particular treatment programs. My chief ob- 
jective in this paper is to present a method for system- 
atic and routine analysis of these influences and specif- 
ic strategies for dealing with them in the pragmatic 
context of patient care. 


ETHNOMEDICAL AND BIOMEDICAL 
EXPLANATORY MODELS OF SICKNESS 


Culture exerts its most fundamental and far-reach- 
ing influence through the categories we employ to 
understand and respond to sickness (1, 19). Different 
societies and ethnic groups within one society often 
affix different sickness labels to the same syndrome 
(32, 33), and labels change over time as well. For 
example, in Taiwan and other Chinese cultures, 
problems that psychiatrists would label as depression, 
anxiety neurosis, or hysteria are labeled either with in- 

. digenous sickness labels (e.g., “hot or ''cold"' dis- 
orders, ‘‘wind’’ disorders, possession by a ghost, yin- 


. yang imbalance) or with labels imported from the 


West, most frequently ‘‘neurasthenia’’ (shen-ching 
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shuai-jo). Both types of labels function to provide a 
socially sanctioned medical sick role for problems that. 
would be highly stigmatized if labeled mental illness 
and therefore would lead to difficult social con- 
sequences (21, 22). The explanatory models patients 
and practitioners use in the management of sickness 
episodes serve to organize those episodes as socially 
constituted ''clinical realities” (1.e., particular views 
of what is wrong, expectations about the type and 
style of treatment, and goals for what will be consid- 
ered effective care). When patient and practitioner ex- 
planatory models reflect different cultural back- 
grounds, the clinical realities they define can be and 
frequently are quite dissimilar (22). When those ex- 
planatory models are in conflict, the result may be pa- 
tient noncompliance and dissatisfaction, missed diag- 
nosis, inappropriate treatment, and poor care (4). 
Such differences and conflicts often occur when there 
Is no difference in the cultural backgrounds of patient 
and physician because of basic discrepancies between 
the ethnomedical categories used by patients and the 
biomedical categories used by doctors. (The same con- 
flicts may arise, albeit much less often, between the 
explanatory models of patients and of indigenous heal- 
ers [23].) Hence the role of patient and the role of doc- 
tor can be thought of as requiring socialization into 
two distinct ‘‘cultural’’ orientations toward sickness 
and treatment, orientations that result in the social 
construction of sickness both in popular cul- 
ture (17, 34) and in professional medical and psychiat- 
ric practice (29, 35). 

A fundamental conceptual distinction recently ad- 
vanced by medical anthropologists and sociologists 
more precisely delimits the essential differences in 
these two orientations (19). The chief concern of most 
clinicians (including psychiatrists), who are schooled 
in the biomedical paradigm, is to recognize and treat 
disease, i.e., malfunctioning and maladaptation of bio- 
logical and/or psychological processes. Conversely, 
the chief concern of patients and families is illness, 
i.e., the personal and social significance of and life 
problems created by the experience of perceived dis- 
ease. In other words, clinicians socially construct sick- 
ness as disease, while patients socially construct sick- 
ness as illness. 

These polarized perspectives on sickness lead to 
equally contrasting forms of clinical reality that regu- 
larly create conflicting expectations and evaluations of 
the clinical process. These varying expectations and 
evaluations in turn create tacit but substantial prob- 
lems in clinical management that may lead to psychiat- 
ric consultation. Disease problems are most “‘real’’ 
and most filled with implications for clinicians; illness 
problems are most *'real'" and most presging for pa- 
tients. Clinicians articulate sickness in an idiom of dis- 
ease that, regardless of specific differences in esee 
has a common abstract, impersonal, technical, mecha- 
nistic, and empiricist structure; patients articulate 
sickness in an idiom of illness that tends to be con- 
crete, preoccupied with existential meahing, and tlHtor- 
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oughly social. Correspondingly, clinicians search for 
technological ‘‘fixes’’ to control disease problems 
(‘‘curing’’) and evaluate therapeutic efficacy principal- 
ly, if not solely, in these terms, whereas patients (who 
also often search for technological fixes) seek resolu- 
tion of illness problems that are more given to psycho- 
social than to technological interventions. Patients 
tend to evaluate treatment success as “‘healing’’ of 
illness (1.e., the provision of personal and social mean- 
ing and the management of life problems) rather than 
"curing" of disease. The healing of illness should hold 
an important place in medical and psychiatric care as 
well because 1) more than half of the problems in pri- 
mary medical care concern illness more than disease 
(36); 2) the management of illness is crucial in the suc- 
cessful treatment of chronic disorders; and 3) the bulk 
of problems brought to the attention of psychiatrists 
are illness problems. 

Healing is not, however, legitimated in the tradition- 
ally narrow focus of the biomedical treatment model, 
although it is legitimated in psychotherapy and in self- 
or family-based care. Clearly, for psychiatrists and for 
health professionals in general the biomedical para- 
digm is an inadequate treatment model because it fails 
to recognize illness and to sanction and prescribe heal- 
ing. Ideally, the clinician would employ both ethno- 
medical and biomedical explanatory models and use 
both technical and psychosocial treatment inter- 
ventions: the treatment of sickness usually requires 
both "curing" and ‘‘healing.’’ Making sure that both 
of these models of and approaches to treatment are 
integrated in patient care is a routine charge for the 
consultation-liaison psychiatrist and should be a man- 
date for all primary care givers. 

Ethnomedical explanatory models mediate the ef- 
fect of culture on perception, labeling, and expression 
of symptoms. For example, Chinese patients with the 
depressive syndrome attend more to the somatic than 
to the affective symptoms associated with that syn- 
drome, tend to label the disorder as “‘physical’’ rather 
than "psychological," and express mainly somatic 
complaints (1). Ethnomedical explanatory models in- 
fluence the presentation of symptoms to the clinician. 
Most cases of depression among Chinese, and 7096 of 
all psychiatric problems treated in a psychiatric clinic 
in Taiwan (24), are masked by somatic complaints. 
Carried to its extreme, this process of cultural shaping 
of universal diseases results in the formation of rare 
culture-bound illnesses (25). 

Ethnomedical explanatory models play a major role 
in health-seeking behavior, by which patients, in the 
context of family or social network, decide among 
available treatment alternatives; indeed, in 70-90% of 
all sickness episodes patients apply the only treatment 
those sickffesses receive (19). These explanatory mod- 
els,also help determine adherence to the medical regi- 
men and subsequent use of alternative health ser- 
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and Chinese-style medical doctors, again for treatment 


of a perceived somatic p-oblem. If such treatment’. ^ 
fails, recourse may be made to shamans and bther sa- * 


cred folk healers for treatment of spirit possession. 
Help for minor psychiatric problems is rarely sought 
from psychiatrists or other mental health professionals 
because of marked stigma, disbelief that psychothera- 


' py or any nonsomatic secular therapy can be effective, 


and a tendency to treat personal and interpersonal 
problems solely in the family setting (22). Chinese pa- 
tients with major psychiatric problems often come to 
psychiatric clinics as a last resort late in the course of 
the sickness, and in some cases the family will not ac- 
cept the patient back after treatment. 

Ethnomedical explanatory models also may influ- 
ence patients' evaluations of treatment and may pro- 
duce situations in which lay and professional evalua- 
tions conflict (23, 38). As with other patient groups, 
Chinese patients may evaluate symptom relief in itself 
(‘‘curing’’ disease) as inadequate care unless the psy- 
chosocial concomitants are also managed and personal 
and social meaning is provided (23). Doctor-patient 
communication is also very significantly affected by 
conflicts in explanatory models. Doctor-patient rela- 
tionships can be examined as transactions between dif- 
ferent systems of medical knowledge that frequently 
produce tacit conflicts in views of clinical reality (4). 
This occurs, for example, when Chinese patients be- 
lieve their sickness results from “‘hot’’/“‘cold’’ imbdl- 
ance and requires treatment to correct the imbalance, 
whereas their Caucasian doctors do not recognize this 
ethnomedical model and carry out treatment based on 
a very different biomedical model (23). 


ANALYTIC FRAMEWORE AND CLINICAL 
STRATEGIES 


The clinician needs a practical method to routinely 
assess illness problems, significant discrepancies in 
views of clinical reality, and the impact of cultural fac- 
tors on both. Once identified, these problems also call 
for clinical strategies that can resolve them. The ap- 
proach outlined in the following paragraphs was devel- 
oped to serve these needs (20). It requires 10 to 15 
minutes to be performed completely, but once com- 
pleted it should replace the cultural and social history 
(and perhaps much of the personal history) by enabling 
the clinician to evaluate only salient aspects of those 
areas pertinent for effective treatment of the sickness 
episode. For purpose of illustration, I will describe this 
approach as it might be used by the liaison psychia- 
trist, for whom it is of special relevance, but it can be 
used as well by clinicians in primary medical and psy- 
chiatric care. This method is meant to complement, 
not replace, routine psychiatric and medical assess- 
ments. 


Step 1 


e ices (37). Thus Taiwanese patients with depression 
first seek herbal remedies for control of somatic com- 
plaints and later come to the offices of Western-style 





The clinician elicits the patient's explanatory, model ` 
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“(and when feasible, the family's as well), first by ask- 


æ . ing the patient general, open-ended questions about 
* " his/her View of the sickness. If this does not suffice 


a 


(and often it will not), the clinician inquires specifically 
about the patient’s beliefs concerning each of five is- 
sues: cause, reason for onset of symptoms at a particu- 
lar time, pathophysiology, course (1.e., severity and 
type of sick role), and treatment. Included in the last 
item is elicitation of the patient’s goals and evaluation 
criteria for assessing treatment outcome (38). Clearly, 
such questions must be asked in a permissive atmo- 
sphere, without the clinician contaminating the pa- 
tient’s views with his/her own ideas or criticizing the 
patient’s beliefs. 

After eliciting the patient’s explanatory model, the 
clinician then assesses the meaning of the sickness for 
the patient. Here the clinician can follow Lipowski’s 
approach, which states that each illness experience 
usually has only one of four potential significances for 
patients: threat, loss, gain, or no significance (39). Ob- 
viously, gain is the category that is most difficult to 
assess through direct questioning, and additional 
sources of information are required. 


Step 2 


Using the patient's explanatory model and assess- 
ment of the meaning of the illness experience, the liai- 
son psychiatrist can develop a list of illness problems, 
i"e., the experiential, interpersonal, family, economic, 
occupational, and cultural problems created by the 
disease. These can be listed in the chart along with the 
disease problems, i.e., diagnosis and evaluation of 
clinical status, complications, etc. For each illness 
problem the psychiatric consultant can then list a spe- 
cific illness intervention just as he/she would list a dis- 
ease intervention. Illness interventions are psycho- 
social rather than technological, but the consulting 
psychiatrist should make them as concrete and fea- 
sible as his/her recommended disease interventions. 
Einally, follow-up of the case allows the consultant to 
evaluate the effect of the illness intervention just as the 
effect of the disease intervention is evaluated. That 
evaluation should also examine possible toxicities of 
the illness intervention. The liaison psychiatrist can 
then record evaluations of efficacy in a holistic sum- 
mary that incorporates evaluation of both *'curing" 
and "healing." 


Step 3 


By comparing explanatory models of doctor and pa- 
tient, the liaison psychiatrist can analyze dis- 
crepancies and their potential impact on care. Where 
tacit conflicts exit, the consultant may choose to bring 
them into the open and will almost certainly play an 
important role in the process of negotiation through 
which they are resolved. Space considerations prevent 
me from outlining the conduct of the negotiation. The 
crucial factor is that the consultant (and the primary 
care giver) views the process as a negotiation between 
distinct ethnomedical and clinical models, since evi- 
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dence suggests that merely structuring the clinical 
process as a negotiation has beneficial effects on com- 
pliance, satisfaction, and management problems (4, 
40-42). In view of the fact that roughly 25-30% of 
psychiatric consultations in a general medical hospital 
seem to result from cognitive and communicative 
difficulties in the clinical process rather than psycho- 
pathology (21), this approach should be especially 
useful to the liaison psychiatrist. 


Step 4 


Colleagues can be taught a similar method for rou- 
tine use in primary care. This can be broken down into 
five components: 1) elicitation of the patient's ex- 
planatory model; 2) careful and simple presentation of 
the doctor's explanatory model in a nontechnical 
idiom and with adequate time for responding in full to 
the patient's questions, 3) comparison of patient and 
practitioner explanatory models by the practitioner in 
order to discover hidden discrepancies, 4) listing of ill- 
ness problems and conflicts in views of clinical reality, 
and 5) developing specific recommendations for treat- 
ing illness problems and resolving conflicting views of 
clinical reality within the framework of negotiating 
with patients, as an expert consults with clients who 
retain autonomy and primary responsibility for tHe 
task at hand. The last item may require that the clini- 
cian's explanatory model be altered (broadened) in ad- 
dition to or in place of change in the patient's model. It 
also should include evaluation of the effect of the rec- 
ommendations and of potential toxicities. 

Evaluation of the impact of cultural beliefs can be 
carried out expediently during the process of assessing 
illness problems and conflicts resulting from dis- 
crepant views of clinical reality. At this precise point, 
the clinician can assess other key determinants, such 
as family background, lifestyle, financial status, and 
the patient’s habitual coping strategies (43). If the pa- 
tient comes from an ethnic minority group, the clini- 
cian is well advised to conduct a more detailed inquiry 
into the relevant cultural factors. We possess consid- 
erable information about the health beliefs and behav- 
iors of various ethnic groups in the United States, and 
these sources will be of value to the consultant, espe- 
cially if he/she routinely sees patients from the same 
ethnic group or groups (11-14, 24). Certainly, the cli- 
nician may want to use the approach presented above 
to examine the influence of cultural factors on the 
health-seeking process, the presentation of symptoms, 
labeling and definition of the sick role, and use of alter- 
native treatment systems, as these appear to influence 
the treatment of a particular patient. This more exten- 
sive assessment would be especially appropriate for 
the liaison psychiatrist, who is trained in the clinical 
social science approach, but the approach I recom- 
mend could well serve as the framework for the entire 
clinical evaluation by the primary care clinician. Where. 
this happens, the clinician can assess systematicall\ 
the influence of culture on all aspects of the sickness 
and its treatment. The ease with which this assessment 
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can be conducted in the clinical setting is further evi- 
dence of the remarkable similarity between ethno- 
graphic and clinical approaches, a similarity that 
promises continued relevance of anthropological re- 
search for psychiatrists and other health professionals. 
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BY KAY R. JAMISON, PH.D., DAVID K. WELLISCH. PH.D., AND ROBERT O. PASNAU, M.D. 


The authors administered a questionnaire to 41 
women who had had mastectomies to investigate 
aspects of the procedure itself, pre- and 
postmastectomy adjustment, effects on sexual 
relationships, and the influence of age. Although most 
women reported good overall adjustment, there were 
strong indications of psychological suffering (suicidal 
ideation, increased use of alcohol and tranquilizers, 
etc.). Psychological intervention may be called for in 
many cases, and age, support systems, and premorbid 
functioning may be indicators of the amount and type 
ofi intervention needed. Counseling i is particularly 
important before surgery, since this was viewed as the 
period of maximum stress by most women. Further 
research with larger, more random samples and 
postsurgical control groups is indicated to determine 
more precisely the factors related to adjustment to 
mastectomy. 


ALTHOUGH the psychiatric literature, particularly the 
psychosomatic literature, contains many studies pur- 
porting to describe the personality and psycho- 
dynamics of the breast cancer patient (1-5), there was 
very little written until quite recently on the emotional 
upheavals that women must endure after mastectomy. 
However, in the past few years, increasing emphasis 
has been placed on psychosocial aspects of mastecto- 
my (6-9), and the roles of surgeons, liaison psychia- 
trists, and self-help groups in pre- and postmastectomy 
care are becoming better defined. Our goal in under- 
taking the research reported herein was to examine 
more systematically and explicitly the psychological 
effects of mastectomy. Major areas of investigation in- 
. cluded: 1) general demographic characteristics of the 
sample, 2) findings pertaining to the mastectomy pro- 
cedure itself, 3) general emotional and psychological 
adjustments before and after mastectomy, 4) the effect 
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of mastectomy on sexual relationships, 5) comparison 
of women who reported suicidal ideation after the 
mastectomy with those who did not, and 6) com- 
parison of women younger than 45 years old with older 
women. We also investigated the reactions of 31 men 
to their wives’ mastectomies in a similar questionnaire 
study that will be reported in the next issue of the 
Journal (10). 


METHOD 


Subjects and Procedure 


The 41 women in our sample were drawn from two 
sources—half came from the Women for Women self- 
help recovery group (started and primarily located in 
Los Angeles) and half came from the American Cancer . 
Society. It is clear from the demographic data reported 
below that a strong self-selection factor was operating; 
this resulted in a somewhat biased sample. | 

Each woman was given an extensive questionnaire ^. 
designed to examine various aspects of the mastecto- . 
my procedure, emotional responses before and. after 
the surgery, perceptions of effects of the mastectomy 
on relationships with spouses (both sexually and gen- 
erally), and attitudes toward surgeons and the nursing 
staff in the hospital. In addition, subjects were asked 
to complete the Locke-Wallace Marital Adjustment | 
Test, the Rotter Internal-External Locus of Control . 
Scale (I-E), and the Eysenck e dA. Inventory 
(EPI). 


Characteristics of S ample 


The mean age of our sample (N=41) was 52.7 years 
(range, 32-70); 95% were Caucasian. The mean family 
income was approximately $15,000. Eighty percent of 
the women were married, 10% widowed, and 10% 
single. Religious distribution was as follows: 40% Prot- 
estant, 35% Jewish, and 10% Catholic. The mean num- 
ber of years that the women had been married to their - 
spouses was 23.0. The mean number of months since 
the mastectomy was 22, with a median of 10 months. 


Data Analysis 


The data from the questionnaire were,coded, the ` 
personality test data were scored, and frequency dis- - 
tributions were obtained for.all variables. Means and 
standard deviations were computed for continu 
variables and significance was assessed by t tests o 
chi-square analyses. Intercorrelations were obtained. 
for all continuous variables. 
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RESULTS 
Premastectomy Behavior 


In describing the events leading up to mastectomy, 
85% of the women stated that they themselves first dis- 
covered the lump or abnormality in their breasts; 13% 
of the lumps were discovered by physicians and 2% by 
husbands or lovers. The mean number of days be- 
tween discovery of the lump and examination by a 
physician was 23.0 (SD=34.6), with a median of 6 
days. It is of both psychological and clinical interest to 
note that 10% of these women waited longer than 3 
months to see a physician. The mean length of time 
between initial medical examination and biopsy was 27 
days (median=10). The overwhelming majority of 
women (88%) had their mastectomies immediately af- 
ter biopsy: only 7% asked for a second opinion. 

The women were asked whether or not they thought 
at the time of the biopsy that they would require a 
mastectomy. Thirty-six percent said they thought they 
almost certainly would need a mastectomy or were 
fairly likely to need one, and 21% thought the chances 
were 50-50. Over two-fifths (44%) of the women stated 
that they understood it would be fairly or extremely 
unlikely that they would require a mastectomy. The 


. most common procedure was a modified radical mas- 
tectomy (54%). Radical mastectomies were performed - 


in 44% of the cases and simple mastectomies in only 


2%. 


~ Postmastectomy Emotional Adjustment 


In describing their overall postmastectomy emotion- 
al adjustment, 60% of the women in the study judged it 
excellent or very good, 23% good, 7% adequate, and 
10% not very good, poor, or very poor. Those women 
who reported better emotional adjustment had signifi- 
cantly lower scores on the EPI Neuroticism Scale 
(p<.05), a more external locus of control on the Rotter 
I-E Scale (p<.003), had been married longer (p<.04), 
were older (p«.04), and perceived significantly more 
understanding and emotional support from their physi- 
cians (p«.03), spouses (p<.02), surgeons (p«.03), 
nursing staff in the hospital (p«.01), and their children 
(p<.01). 

For the entire sample, the primary sources of per- 


„ceived emotional support were spouses and friends, 


with surgeons and nursing staff evaluated as least sup- 
portive. More than two-fifths of the women (42.1%) re- 
ported that the worst time from an emotional or psy- 
chological standpoint was immediately after the lump 
was discovered. The other two periods cited as being 
most emotionally difficult were the postoperative peri- 
od in the hospital (15.896) and the second and third 
months after surgery (15.896). The initial period of 


— time at hofhe after surgery was not assessed as a par- 


ticularly difficult time by most women. 


ession, we asked the women specific questions 
about any changes in appetite, sexual behavior, sleep 
patterns, tranquilizer and alcohol use, suicidal idea- 


* 


E: E an attempt to ascertain the degree of clinical de- 
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. JAMISON, WELLISCH, AND PASNAU 
TABLE 1 . i 
Perceived Effects of Mastectomy on Sexual Adjustment* : i 
Variable Number Percent 
Rating of spouse’s reaction 
Extremely understanding 18 51.4 
Very understanding 7 20.0 
Somewhat understanding 5 14.3* 
Not very understanding 2 3. 
Not at all understanding 3 8.6 
Woman seen naked by spouse after 
mastectomy 
Yes 27 77.9 
No 8 23.0 
Intercourse with spouse postmastectomy 
Yes 30 85.7 
No | 5 14.3 
Effect on coita] orgasm l 
Made it impossible or more difficuli 7 23.3 
No difference 22 1323 
Made it easier ] 3.3 
Sexual satisfaction in relationship 
No change 21 63.6 
Worse 8 24.2 
. Better 4 12.1 
Frequency of intercourse 
- No change 27 75.8 
Less often 2 21-2 
More often l 3.0 
Number of extramarital affairs 
No change 31 81.6 
Increase l 3 19 
Decrease i 4 10.5 
*Ns for variables differ due to missing responses. . 


tion, and seeking of professional help. Approximately 
one-fourth (24.425) of the women stated that they had 
had suicidal ideation after the mastectomy. More than 
a third (35.9%) stated that their tranquilizer use was 
greater or much greater than it had been before the 
mastectomy, and 15.4% reported that their alcohol use 
significantly increased. An increase in problematic 
sleep patterns was reported by 9.8%, 7.396 reported a 
significant decrease in appetite, and 2.796 a decrease in 
sexual interest or activity. Of our sample, 14.696 
sought professional help for emotional problems re- 
lated to mastectomy. An undetermined percentage of 
the subjects were already in psychotherapy and pre- 
sumably had that available as part of their support sys- 
tems. Phantom breast sensation (usually pain but oc- 
casionally other sensations, either erotic or ''tingling" 
in nature) was experienced bv 53.7% of the women. Of 
those reporting such sensations, 80% experienced 
them as painful, but only 4296 reported this phenome- 
non to their physicians. 

The amount of time spent talking about the emotion- 
al aspects of mastectomy with either spouse or signifi- 
cant other was rated as *''little or none” by 89% prior 
to surgery, 87% while in the hospital, and 50% after 
returning home. These data reveal that discussion of 
emotional repercussions did not occur at the times of 
perceived maximum emotional stress (i.e., after dis- 
covery of the lump and immediately after. Surgery 
while still in the hospital) but was postponed m “patil thes. 
women returned home. 
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: ese , Comparison of Women With and Without Postmastectomy Suicidal [deation* 
o0 0T TTC M M M MM MM e e 3 
m Suicidal Group (N= 10) 


Variable N Mean 
EPI neuroticism score 10 13.8 
Evaluation of emotional 

support received from 

surgeon 9 2.7 
Use of tranquilizers 

postmastectomy 10 3.9 
Rating of emotional 

adjustment to mastectomy 9 4.2 
Rating of personal sexual 

satisfaction premastectomy ` 8 4.1 
Rating of spouse’s sexual 

satisfaction premastectomy 8 4.1 
Level of anxiety ‘about 

resuming sexual activity 

postmastectomy 7 3.9 
Responsiveness to the 

possibility of breast 

reconstructive surgery 8 3.8 


SD 
4.7 


1.0 


* 


Nonsuicidal Group (N=31} 


N Mean SD Significance** 
3l 8.2 4.0 p<.001 
30 3.7 0.7 p<.001 
29 3.2 0.8 p<.03 
31 6.0 tA p<.001 
27 33 1.2 p«.05 
27 3.3 1.0 p<.04 
25 2.3 1.4 p«.01 
30 2:5 1.4 .p«.03 


*Rating scales ranged 1-5 for all variables except emotional support from surgeon (1—4); higher numbers indicate higher ratings. Ns for each item indicate 


number of respondents on that item. 
** All analysis by t test. 


Effect of Mastectomy on Sexual Relationships 


One of the most pervasive assumptions about mas- 
tectomy is that it has profound negative effects on the 
woman's body image and her sexual relationships. In 
addition to the more quantitative data presented in 
table 1, we asked several open-ended questions about 
the woman's impressions of the mastectomy proce- 
dure, the effect on the sexual relationship, and the re- 
actions of her male partner to seeing her naked for the 
first time postmastectomy. One woman made the 
graphic remark, ''I will always remember the pain in 
my chest immediately after waking up from surgery. I 
felt I had been crucified on the table, I could not stop 
crying. The cost of surgery is extremely high.’’ The 
women's comments on their partner's reaction to 
seeing them naked ranged from ‘‘very reassuring, min- 
imized the change, emphasized other positive attri- 
butes” to ‘‘repulsed,’’ with many women reporting re- 
actions somewhere in between, e.g., "' He pretended to 
be indifferent, but I am sure it was quite a shock,” and 
“I volunteered to show him arid he said nothing— 
made an attempt—but he covered my one breast. He is 
not anxious to expose himself to this experience."' 

Similarly, there was marked variance in the re- 
sponses of the women when they were asked about the 
overall effect of mastectomy on their sexual relation- 
ships. These responses ranged from “‘no change"' to 
‘My deep depression has destroyed my libido. I have 
no sex drive now at all. I am hostile, angry, outraged 
and emotionally hate men, though not intellectually,”’ 
and ''I have always enjoyed sex with the person I love 
to a great extent and have been multiorgasmic. But 
that is over because love from a man is. J am now a 
freak; I couldn't inflict this upon a man." 
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Effect of Age on Mastectomy 


It was hypothesized that the younger the woman, 
the more profound the emotional impact of mastec- 
tomy was likely to be. Accordingly, we divided our 
sample into women 45 years old or older (N —25) and: 
those under 45 (N16). We found that the younger 
women did rate their postmastectomy adjustment as 
significantly poorer (F=5.15, p<.02), that a higher per- 
centage of this group sought professional help for psy- 
chological problems secondary to mastectomy 
(x?=4.4, p«.03), and that more of these women per- 
ceived the mastectomy as having had a negative influ- 
ence on their sexual relationships (F=5.1, p<.03). 


Postmastectomy Suicidal Ideation 


Of considerable clinical concern is the finding that 
one-fourth of the women we surveyed had considered 
killing themselves for.reasons they associated with, or 
depression and other emotional reactions to, their 
mastectomies. We compared these women with those 
«ho stated they at no time had considered suicide as a 
20ssibility. 

It can be seen in table 2 that the women who had 
postmastectomy suicidal ideation rated their pre- 
mastectomy sexual satisfaction with their mates signif- 
icantly higher than did the other women. Likewise, a 
significantly higher proportion of this group had sought 
a second opinion on the biopsy (22% versus 3.4%, 
p«.05). They also had. more negative views of the 
emount of understanding shown them by their physi- 
cians and surgeons, poorer emotional postmastectomy * 
edjustment, more anxiety about resuming a SN 
relationship with their mates, and more positive atti- 
tides toward the possibility of breast reconstructive 


* 
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surgery. It is possible that these women had been 
much more invested in their sexuality before the mas- 
tectomy and thus suffered larger loss and grief reaction 
after their surgery. Other possibilities are that they 
were using less denial or that they were, in fact, gener- 
ally less well-adjusted emotionally before their mas- 
tectomies. - 


COMMENT 


After analyzing our data we were impressed that, in 
accord with findings reported by Ervin (8), emotional 
suffering appears to far outweigh the physical pain in 
women who have undergone mastectomy. In addition, 
the general areas that Asken (7) outlined as being par- 
ticularly salient to these patients—sense of mutilation, 
loss of feelings of femininity, and fear of death—were 
reaffirmed in our study. However, there were also 
some strong indications of successful coping. For ex- 
ample, 7196 of the women rated their husbands' reac- 
tions to the mastectomy as extremely or very under- 
standing, 76% felt that the loss of a breast made no 
difference or had a positive effect on their sexual satis- 
faction or their ability to be orgasmic, and 60% rated 
their overall postmastectomy adjustment as excellent 
or very good. However, it is possible that many of 
these women were simply using more denial than the 
women who stated they had considerable or profound 
problems in dealing with themselves and/or their hus- 
bands postsurgery. 

A sizable proportion of women, however, suffered 
a great deal as a result of what they perceived to be 
mutilating, defeminizing, and disfiguring surgical pro- 
cedures. Several relevant clinical interventions for 
these women, and possibly for a substantial percent- 
age of the ‘“‘good adjusters’ as well, emerge from an 
examination of the data. First, the woman’s age, sup- 
port systems, and level of premastectomy functioning 
determine to a large extent the amount and type of 
psychological intervention most applicable to her 
needs. Second, the timing of the intervention is clearly 
important, as is the necessity for realistic pre- 
mastectomy counseling (approximately 45% of the 
women in our study thought at the time of the biopsy 
that it was fairly or extremely likely that they would 
not have to have a mastectomy). As almost half of the 
women (42%) judged this premastectomy period as the 
worst time for them emotionally, it might be advisable 
to do some counseling at this period of maximum 
stress. 

Further areas for psychological intervention might 
include arrangements for psychotherapy for those 
women jugged to be at high risk for severe post- 
mastectomy depression and sexual counseling for 
women who feel that their sexual relationships have 
Siiffered as a result of the mastectomy. Another impor- 
‘tant area is the education and counseling of nursing 
staff on the surgical ward to increase the understand- 
ing of the special problems with which a mastectomy 
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patient must deal, as well as understanding the prob- 
lems the nurses themselves Will face. Thesq include . 
their own fears and identification with mastectomy pa- 
tients, which may result in hostility toward them. In 
addition, conjoint marital therapy or family therapy 
may be necessary. 

It is obvious that further studies need to be donè 
using larger, random samples cf women from more 
varied socioeconomic and ethnic backgrounds. The 
women in our sample were from a higher social class, 
were better educated, a greater percentage were Jew- 
ish, and they were probably older than the entire popu- 
lation of women who have had mastectomies (although 
this is difficult to ascertain because so few studies have 
been done). This bias may well have resulted in a 
sample of women who were more financially stable 
and more likely to be well-informed medically and to 
demand and receive good medical care. Similarly, 
some of the more pragmatic sequelae of mastectomy 
(e.g., job loss with attendant loss of income, loss of 
health insurance), as well as factors such as inability to 
afford psychotherapy, may have been less important 
to these women than they would be to less educated 
women with fewer financial resources. Differences in 
the effects of mastectomy on emotional and sexual ad- 
justment among varying classes and groups of women 
are, of course, unstudied but empirical questions. Ad- 
ditionally, it is clear from our data that the effects of 
mastectomy are much more far-reaching in younger 
women, and this is almost certzinly true for unmarried 
or divorced women as well. Our sample was composed 
primarily of married women. so this relationship was 
not examined here, but it is an important one to con- 
sider in future studies. 

In order to ferret out effects due strictly to the mas- 
tectomy, it would be desirable to use at least two con- 
trol groups: a postoperative group of general surgical 
patients to tease out the effect of surgery, and a group 
of women who have had surgery such as hysterectomy 
for uterine cancer to separate cut the effects of surgery 
for a life-threatening disease and to examine the ef- 
fects of another potentially defeminizing procedure, 
but one with no impact on appearance. À major aspect 
of mastectomy, which was not studied here because 
this was a questionnaire studv and there 1s an ethical 
problem in broaching an area that is potentially very 
traumatic without being able zo provide clinical inter- 
vention, is the issue of death and of the possibility of 
metastases and/or a second mastectomy, with or with- 
out supplemental radiation treatment and chemothera- 
py. 

Future studies might also profit from using prospec- 
tive rather than retrospective techniques and applying 
more sophisticated statistical techniques (e.g., mul- 
tiple regression analyses) that are applicable with a 
larger sample size. Such techniques might well add to 
the predictive power of demographic, personality, and 
social variables in attempting to pinpoint those women 
at high risk for serious adverse reactions to mastecto- 
my (severe depression with or without marked suicidal 
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ation and unremitting phantom breast pain). It is 


_ - hoped that such womert could be identified early and 
given maximum psychological treatment. 
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ABPN Announces New Policies for Applicants with Non-U.S. 
Training Qualifications and New Criterion for PGY-1 Abroad 


At its November 17-19, 1977, policy meeting, the American Board of Psychiatry and Neu- 
rology, Inc., approved the policy changes outlined below. The new policy regarding appli- . 
cants with non-U.S. training qualifications is a redefinition of the Board's Program for 


Special Training and Qualifications (PSTQ). 


The following regulations relate only to the edmission of candidates to the written and, 


subsequently, to the oral examination. 


APPLICANTS WITH NON-U.S. TRAINING QUALIFICATIONS 


The criteria for admission to examination for applicants with non-U.S. training qualifica- 


tions are as follows: 


1) The candidate must have had full-time specialty training in a manner equivalent in 
length of time and content to that required for U.S. training, 

2) The candidate must successfully complete a certification examination in the country 
of training in the specialty in which the rhysician is seeking admission to examina- 


tion, 


3) The candidate must possess an unlimited license to practice medicine in a state or 
commonwealth of the United States or a province of Canada, and 

4) The candidate must have achieved certification within the past seven (7) years. If this 
occurred earlier, the candidate must have aad one year of clinical practice in a setting 
in which his/her professional work has been observed by at least two ABPN diplo- 
mates in that specialty and documented by two letters of sponsorship from such diplo- 


mates. 


CRITERION FOR PGY-1 ABROAD 


For those candidates who have completed the first postgraduate year of training ina train- . 
ing center located outside the United States or Canada, the following criterion will be 


acceptable: 


The candidate must have completed a full year o€ supervised postgraduate training equiva- . 
lent to that required by the Board for United States and Canadian graduates as evidenced e 


by appropriate documentation. This documentation should consist of a letter of verification 


from the institution at which the training was taken and from the person who was in charge 
of the training. The burden of verification for this year rests with the candidate. ` . 
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The Borderline Adult: Therapeutic Alliance and Transference ! 


BY JAMES F. MASTERSON, M.D. 


The author suggests that successful therapy with 
borderline patients requires the initiation, 
strengthening, and maturation of the therapeutic 
alliance as well as the working-through of the patient's 
difficulty with separation-individuation from the past. 
He defines a borderline transfererice as the activation 
and alternate projection on the therapist of the 
patient's primitive, split, positive, and negative object 
relations part-units. In the process of therapy 
confrontation and, later, interpretation bring these 
part-units to the patient's awareness, where they can 
be worked through and the separation-individuation 
process failure repaired. The therapist who deals with 
borderline patients must have both personal maturity 
and professional skill. 


THE THERAPEUTIC ALLIANCE can be defined as a real 
object relationship that is conscious and in which both 
patient and therapist implicitly agree and understand 
* that they are working together to help the patient ma- 
ture through gaining insight, progressive understand- 


` ing, and control (1-3, 4, pp. 182-196, pp. 246-270). It 


is based on the capacities of the patient and the thera- 
pist to maintain a real relationship with each other as 
completely separate figures—whole objects with both 
positive and negative attributes. A precondition for 
psychoanalysis, the therapeutic alliance forms the 
framework against which the fantasies, memories, and 
emotions evoked by the transference are measured, 
contrasted, interpreted, and worked through. How- 
ever, in psychotherapy with the borderline patient the 
therapeutic alliance is a goal or objective rather than a 
precondition. 


An important contribution to the capacity for a ther- 
apeutic alliance is made by a successful resolution of 


the separation-individuation phase of development, in 
which there has been encouragement of the child's ef- 
forts toward separation-individuation (2, 3, 5-10). A 
relationship of mutual trust and understanding evolves 
with the mother in which the inevitability of life's limi- 
tations, frustrations, and disappointments is under- 
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stood and accepted. This early relationship with the 
mother forms the framework for the later therapeutic 
alliance, which also requires as prerequisites the ca- 
pacity to tolerate anxiety and frustration, to accept 
certain reality limitations, and to use an observing ego 
to distinguish between mature and infantile aspects of 
mental life (4, pp. 33-52, pp. 82-114, pp. 182-196). 
The failure of separation-individuation and the re- 
sultant developmental arrest of the borderline patient 
cause the emotional capacities for both a therapeutic 
alliance and a transference neurosis (in the strictly de- 
fined sense) to be weak and fragile at best. There is 


. little basic trust. The borderline patient does not relate 


to the therapist as a real, whole, both positive and neg- 
ative object but as a part-object that is either positive 
or negative. (I shall describe this in more detail below.) 
The capacity to tolerate anxiety, depression, and frus- 
tration is limited; the capacity to perceive reality limi- 
tations is minimal, as is the ability to differentiate be- 
tween past and present, reality and fantasy, and ma- 
ture and infantile aspects of mental life. Furthermore, 
the observing ego routinely loses its observing dis- 
tance during any separation crisis and temporarily 
ceases to function therapeutically (2, 3, 4, pp. 182- 
196, pp. 246-270, 11-14). 

At the outset of therapy with borderline patients 
there is at best a brittle and fragile therapeutic alliance. 
Therefore, the first as well as a continuing goal of the 
psychotherapy is to establish, strengthen, and main- 
tain a therapeutic alliance even though this alliance 
will routinely, inevitably, and repetitively suffer tran- 
sient breakdowns whenever the patient is exposed to 
sufficient separation anxiety. However, properly man- 
aged, these breakdowns can lead the patient to an un- 
derstanding and mastering of his or her separaticn-in- 
dividuation problem. 

Since there is no transference in the strict, whole 
object sense of the term, what does exist in the therapy 
of borderline patients? Rather than coin a new term, 
with all the handicaps that implies, I would qualify the 
term ‘‘transference’’ to "borderline transference.” 
The borderline transference consists of the activation 
and alternate projection on the therapist of the pa- 
tient's primitive, split, positive, and negative object re- 
lations part-units (2, 3, 14). The origins of the split ob- 
ject relations unit, its functions in the patient's intra- 
psychic life, its relationship with the therapeutic 
alliance, and its manifestations in transference, as well 
as the therapeutic techniques required to manage it, 
are best understood if approached from a develop- 
mental perspective. ; 
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THE BORDERLINE ADULT 


INTRAPSYCHIC STRUCTURE 


The intrapsychic structure of the borderline patient 


consists of the split object relations unit and the split- 


ego Q, 3, 14). 
The Split Object Relations Unit 


The mother of the future borderline patient, who 
suffers from a borderline syndrome herself, depersoni- 
fies the child (9, 10, 15). She rewards the child for re- 


' gressive clinging but withdraws her libidinal availabili- 


ty at the child's efforts toward separation-individ- 
uation (2, 9, 10, 14). The crisis probably occurs during 
the rapprochement subphase of the separation-individ- 
uation, when the mother's withdrawal produces a de- 
velopmental arrest characterized by a fixation of the 
ego along with an abandonment depression. These re- 
actions have been described in detail elsewhere (2, 3, 
9, 10, 14, 16, 17). 

These two interactions with the mother—reward for 
regression and withdrawal for separation-individ- 
uation—are introjected by the child along with their 
associated part-object and part-self representations to 
form the essential intrapsychic structure of the border- 
line patient—the split object relations unit (2, 3, 14). 
Each of these two part-units, illustrated in table 1, con- 
sists of a part-object representation and a part-self rep- 
resentation along with the affect that links them. They 
can be called the rewarding and the withdrawing part- 
units; the former is primarily cathected with libidinal 
energy and the latter with aggressive energy. They are 
kept separated from each other by the splitting defense 
mechanism (2, 3, 13, 14, 18-21). 


The Split Ego 


Freud (22) emphasized that the very young child's 
behavior, dominated by the primary process, is moti- 
vated by the pleasure principle, i.e., the drive to seek 
pleasure and avoid pain. However, the. failure of hallu- 
cinatory wish-fulfillment to achieve this state impels a 
gradual transformation from a purely pleasure-moti- 
vated ego to a reality-motivated ego, i.e., what is 
dominant in the mind is no longer only what is pleas- 
urable but what is real, even if it happens to be dis- 
agreeable—the reality principle. 

A substantial part of the borderline patient's ego 
fails to undergo this expected transformation into a 
reality-motivated ego and therefore remains under the 
domination of the pleasure principle. This results in a 
split ego, part of which ts motivated by the pleasure 
principle and part by the reality principle. The former 
can be termed the pathologic ego, and the latter can be 
called the reality ego. Why does this pathologic ego 
persist? As the child's self-representation begins to dif- 


ferentiate from the object representation of the 


mother, i.e., as the child begins to separate, he or she 
experiences abandonment depression at the threat of 
loss or withdrawal of what the mother supplies. At the 
same time, the mother continues to encourage and to 
reward those aspects of her child's behavior—passiv- 
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ity and regressiveness— which enable her to continue 
to cling to the child. 


Thus the mother’s clinging behavior, later reflected 


in the rewarding object relations part-unit (RORU), 
promotes the persistence of the pleasure principle in 
one part of the child's ego by reinforcing the use of 
clinging and denial to defend against the abandonment 
depression that occurs with separation (i.e., what is 
paramount is the pursuit of pleasure or avoidance of 
pain regardless of the cost in reality). The ego struc- 
ture becomes split into a pathologic (pleasure) ego and 
a reality ego, the former pursuing relief from the feel- 
ing of abandonment and the latter pursuing the reality 
principle. The pathologic ego denies the reality of the 
separation, which permits the persistence of fantasies 
of reunion with the mother. These fantasies are then 
acted out through clinging and regressive behavior, 
thus defending against the abandonment depression 
and causing the patient to ‘‘feel good.” Extensive fan- 
tasies of reunion are elaborated, projected onto the en- 
vironment, and acted out, accompanied by increasing 
denial of reality. The two, operating in concert, create 
an ever-widening chasm between the patient's feelings 
and the reality of his or her functioning as he or she 


gradually emerges from the developmental years into. 


adulthood (2, 3, 14). 


The Relationship Between the Split Object Relations 
Unit and the Split Ego 


The splitting defense mechanism keeps separate the 
rewarding and the withdrawing object relations part- 
units, including their associated affects. Although both 
the rewarding and the withdrawing part-units are path- 
ologic, the borderline patient experiences the reward- 
ing part-unit that is operating under the pleasure prin- 
ciple as increasingly ego-syntonic because it relieves 
the feelings of abandonment associated with the with- 
drawing part-unit, with the result that the individual 
"feels good.” The affective state associated with the 
rewarding part-unit is that of gratification at being fed, 
hence ''loved."' The associated denial of reality seems 
a small price to pay for this affective state. 

The mother's rewarding and withdrawing responses 
encourage an alliance to develop between the child's 
rewarding part-unit and his or her pathological ego, 
the primary purpose of which is to promote feeling 
good and to defend against the feeling of abandon- 
ment associated with the withdrawing part-unit. This 
alliance further promotes the denial of separateness 
and reinforces the child's acting-out of reunion fan- 
tasies. An important secondary function of the alliance 
is the discharge of aggression, which is both associated 
with and directed toward the withdrawing part;unit by 
means of symptoms, inhibitions, and various kinds of 
self-destructive acts. . 

The withdrawing part-unit (part-self representation, 
rart-object representation, and feelings of abandon-. 
ment) becomes activated by actual experiences of sep- 
aration (or of loss), or by moves toward separation- 
individuation within the therapeutic process, all Of 
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TABLE 1 i š 

The Split Object Relations Unit of Borderline Patients š : 

Item Part-Object Representation Affect Part-Self Representation 

Rewarding part-unit A maternal part-object that offers approval, Feeling good, being fed, A part-self representation of being 
(RORU) support, and supplies for regressive and gratification of the wish for the good, passive, compliant child 


clinging behavior : 
Withdrawing part-unit 
(WORU) 
supplies and approval in the face of 
assertiveness or other efforts toward 
separation-individuation 


which symbolize earlier life experiences that evoked 
the mother’s withdrawal of supplies. 

The alliance between the rewarding part-unit and 
the pathologic ego is in turn activated by the resur- 
gence of the withdrawing part-unit. The purpose of 
this operation is defensive, to restore the wish for re- 
union and thereby relieve the feeling of abandonment. 
The rewarding part-unit thus becomes the borderline 
patient’s principal defense against the painful affective 
state associated with the withdrawing part-unit. In 
terms of reality, however, both part-units are patho- 
logic; it is as if the patient has but two alternatives, 
i.e., either to feel bad and abandoned (withdrawing 
part-unit) or to feel good (rewarding part-unit) at the 
cost of denial of reality and self-destructive behav- 
ior (2, 3, 14). 


TRANSFERENCE AND THERAPEUTIC ALLIANCE 


Transference 


The borderline transference consists-of the alternate 
activation and projection on the therapist of each of 
the split object relations part-units. During those peri- 
ods in which the patient projects the withdrawing part- 
unit (with its part-object representation of the with- 
drawing mother) onto the therapist, the patient per- 
ceives therapy as necessarily leading to feelings of 
abandonment, denies the reality of therapeutic benefit, 
and activates the rewarding part-unit as a defense. 
When projecting the rewarding part-unit (with its reun- 
ion fantasy) onto the therapist, the patient ‘‘feels 
good” but, under the sway of the pathologic ego, is 
usually found to be acting in a regressive, self-destruc- 
tive manner. Both, however, represent forms of trans- 
ference acting-out—an instant replay—in which the 
therapist is treated not as a real object on whom infan- 
tile feelings are displaced but as if he or she actually 
were the infantile object. 


Therapeutic Alliance 


The patient begins therapy feeling that the behavior 
motivated by the alliance between his or her rewarding 
part-unit and his or her pathologic ego is ego-syntonic. 
It makes the patient feel good; he or she is unaware of 
the cost of denying the reality of his or her self-de- 
stfuctive behavior. 
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A maternal part-object that is attacking, 
critical, hostile, angry, and withdrawing of 
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reunion 

Chronic anger, frustration, 
and feeling thwarted, 
which cover underlying 
abandonment depression 


A part-self representation of being 
inadequate, bad, helpless, guilty, 
ugly, and empty 


The therapist’s initial objective is to render the pa- 
tient’s alliance between the rewarding part-unit and 
the pathologic ego ego-alien by confronting its de- 
structiveness. Insofar as this encourages the patient to 
control the behavior, the withdrawing part-unit be- 
comes activated. This in turn reactivates the reward- 
ing part-unit, causing the appearance of further resist- 
ance. There results a circular process, sequentially 
including resistance, reality clarification, working 
through of the feelings of abandonment (withdrawing 
part-unit), further resistance (rewarding part-unit), 
and further reality clarification, which leads in turn to 
further working through. 

In those cases in which the circular working-through 
process proves successful, an alliance develops he- 
tween the therapist’s healthy ego and the patient’s em- 
battled reality ego. This therapeutic alliance, formed 
through the patient's having internalized the therapist 
as a positive external object, proceeds to function 
counter to the alliance between the patient’s rewarding 
part-unit and his or her pathologic ego, battling with 
the latter for control of the patient’s motivations and 
actions. 

The intrapsychic structural realignments that ensue 
from a successful working-through process have been 
described elsewhere (2, 3, 14). To summarize, there is 
a reciprocal relationship between the patient's emóo-. 
tional investment in the rewarding unit-pathologic ego 
alliance for the relief of separation anxiety and aban- 
donment depression and his or her investment in and 
use of therapy and the therapist to obtain such re- 
lief. 

The therapist gradually builds up a therapeutic al- 
lance by confronting the destructive aspects of the 
borderline transference: either the distorted per- 
ceptions involved in the projection of the withdrawing 
unit on the therapist or the regressive destructive be- 
havior associated with the projection of the rewarding 
unit. Only when this task is accomplished will the pa- 
tient be willing to forego his or her lifelong reliance on 
the rewarding unit-pathologic ego alliance for security 
and substitute the therapeutic alliance and therapy. 
This momentous turning point in therapy is often sym- 
bolized by the patient's identifying the now ego-alien 
aspect of the old rewarding unit-pathologic ego al- 
liance by a disparaging nickname—e.g., "creep," 
"queer," “baby,” ''devil."' nE” 
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THE BORDERLINE ADULT . 


CASE REPORT 

“ Case 1. Mr. A, a 20-year-old man, had dropped out of col- 
lege because of severe depression and work inhibition; he 
reported that he felt unable to perform, study, or even think. 
His frankly paranoid mother had openly attacked him 
throughout childhood, both verbally and physically, for any 
assertion or expression of individuality; his father, rather 
than come to his son’s aid, demanded that the boy submit to 
the mother’s assaults as the price for the father’s approval. 

Analysis of the patient’s split object relations part-units 
revealed the following structure: a withdrawing part-unit 
with a part-object representation consisting of a condensed 
image of both the attacking mother and the withdrawing fa- 
ther; a predominant affect of abandonment depression; and 
the part-self representation of a person who had caused the 
abandonment, who had leprosy, was no good, inadequate, 
"crazy," and *'bad."' The rewarding part-unit, based on fan- 
tasies about the father, consisted of a part-object representa- 
tion of a father who rewarded passivitv with the affect of 
feeling **good'' and the part-self representation of an obedi- 
ent child. This unit was allied with the pathologic ego's use 
of avoidance, inhibition, passivity, and denial of reality in 
pursuit of the wish for reunion. | 

The rewarding unit, based on fantasy, was projected on 
the father, while the withdrawing unit, based on reality, was 
projected on the therapist. A true therapeutic alliance could 
not be achieved until appropriate reality limits were placed 
on this withdrawing unit projection. 

Mr. À acted out the part-self representation of the reward- 
ing part-unit by massive passivity in the interviews. He ex- 
pected that I would act out the part-object representation of 
that unit, i.e., that I would take over for him and suggest 
topics, direct him, and give him advice. When I failed to pro- 
vide these instructions but confronted him with his passivity 
instead, the underlying angry demand of the withdrawing 
unit against which the passivity was a defense was activated 
and he would become angry and accuse me of not helping. 
Mr. A projected and acted out his anger by being late for in- 
terviews, by blocking, by silence, by missing interviews, and 
by accusing me of not being interested in him, being rigid, 
having a monotonous voice, having no affect, being flat, and 
being bored. The financial arrangements led to critical com- 
ments about doctors being greedy and interested only in 
money. If my attention were to flag at all during an interview 
or if I were late for an interview or accepted a phone call, 
this would occasion an outburst of anger. 

] emphasized and reemphasized the reality of the arrange- 
ments required to provide a framework for therapy—i.e., 
hours had to be arranged at regular times because I could not 
be available at all times, the hour had a certain duration for 
both practical and therapeutic reasons, and I had to charge a 
fee to earn a living. My need to earn a living, however, did 
not conflict with my interest in his treatment. These efforts 
to set realitv limits were met for the most part by stony si- 
lence. Mr. A summarily ignored my questions as to why these 
matters meant so much to him and why they upset him so 
much. He was intensively acting out in the transference his 
profound disappointment and rage at his father for failing to 
fulfill his side of the unconscious contract. This affect was so 
overwhelming that there was little room left for a therapeutic 
alliance. 


‘At the same time, through the operation of the splitting | 


defense. Mr. A continued to idealize and praise his father 
despite blatant and obvious events that demonstrated the 
father’s-lack of interest in him. The effects of this on my 
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feelings—countertransference and otherwise—can well be 
imagined. Nothing I did was any good; the father who did | 
nothing was all good. 

Mr. A showed minimal ability to distinguish between fan- 
tasy and reality or between past and present on this issue. 
There was no past. For example, he could quite clearly de- 
scribe how he had ''played his role" by not confronting his 
mother in order to receive his father's love and support. He 
felt that the father therefore owed him that support; he de- 
served it and had earned it with his behavior. However, Mr. 
A could not distinguish between his feelings from the past 
and his feelings with me. He felt that since he came to me for 
treatment I owed him instructions and advice. It was too 
early in treatment to challenge his transference acting-out 
beyond holding the line against his projections of anger. | 
would disagree with htm as vigorously as necessary, saying 
at times that we would just have to agree to disagree—to see 
the issue from different points of view. 

Gradually, over the course of the first 10 months of thera- 
py three times a week, my failure either to reinforce his 
wishes to be taken care of or to reject him because of his 
projected anger and my continual quiet but firm reinforce- 
ment of the limits of reality began to establish a beachhead of 
a therapeutic alliance. The transference acting-out dimin- 
ished, and Mr. A started to try to understand his feelings. 
His symptoms diminished, and he returned to school. How- 
ever, this progress activated the withdrawing unit. He sud- 
denly regressed and resumed transference acting-out: '*Y our, 
behavior is just like my father's, you sit back passively, you 
don’t stimulate discussion, your voice is monotonous. I need 
more anticipation, more activity on your part.” 

When I questioned the meaning of these feelings and, 
more importantly, why they had come to the fore at this mo- 
ment, Mr. A became more argumentative and threatened to e 
see another therapist. I held my ground and said that he was 
entitled to see another therapist if he wished, but that if he 
changed therapists he would still have to work through with 
the next therapist the same feelings he was going through 
with me. I now followed the confrontation through for the 
first time with an interpretation. I said that I thought these 
feelings actually had nothing to do with me but were more 
related to the fact that he was making progress in treatment 
and was feeling what he had felt at home when he attempted 
Io express himself with his father, i.e., that his father had 
abandoned him. He was seeing me as an exact replica of his 
Zather, and this was not true. He was trying to replay his 
-elationship with his father with me to avoid the pain of fac- 
:ng the feelings he had about his father. This interpretation 
‘vas effective and led him to elaborate on his lifelong search 
for a father that had prevented him from "getting involved in 
doing my own thing." 

He began for the first time to link his need for his father to 
his need to express himself: “I want to be myself, but I don't 
want to be hurt. My self wants to come out, but my need for 
& father overrides it." This awareness led to resistance at 
facing his feelings of hopelessness about his father. The re- 
sistance again was expressed in transference acting-out: 
"It's not my fault they threw all that crap at me. I didn’t ask 
for it. I shouldn't be suffering. If I look for reinforcement 
maybe my self will come out. When I try to «member I 
tlock out." 

I reinterpreted that as he was beginning to do better—as 
his self began to emerge—he turned to me as he had turned 
to his father for reinforcement, and, feeling that he did not 
get it, he became angry and expressed the anger by blocking 
out and not remembering. Mr. A ignored the-interpretatión, 


w 


= V. 


Am J Psychiatly 135:4, April 1978 


saying, “I'm doing everything you say; why aren't I bet- 


, ter?" I pointed out that he was again acting out with me this 


fantasy of reunion with his father as a defense against facing 
his feelings of hopelessness about ever getting his father's 
love and support. This interpretation again relieved the 
transference acting-out and sent him back to working 
through his now vivid memories of his father's neglect and 
his mother's attacks. 

Ten months later, as Mr. A moved into his 20th month of 
treatment, he was attending college full-time and living in an 
apartment by himself. This progress triggered his feelings of 
hopelessness, and he again began to act out in the transfer- 
ence, as revealed by the following dream: ''You displaced 
me with another patient, told me to control myself, that I 
was making too much noise. I thought you had screwed me. 
I woke up feeling lost. You betrayed my trust. I didn't like it. 
My intuition was right. It makes my case hopeless.” He also 
reported a return of the inhibition in learning and said, “‘] 
want a father, I don't want to do it myself. I want to get what 
I was deprived of in childhood.” 

I now interpreted that the purpose of the fantasy he was 
acting out with me was to fulfill the wish for the father that he 
felt he had never had and to avoid the feelings of hopeless- 
ness regarding his relationship with his real father. I noted 
that it arose every time he made progress and put a brake on 
this progress. I underlined the conflict between the defensive 
wish and his own growth and suggested that he would have 
«o give up the wish and face the underlying feelings of hope- 
lessness. Mr. A responded, ''I felt a responsibility to my 
father not to get angry, not to cause a commotion.” I asked 
what happened to the anger? He said, “I put it on myself. 
Otherwise, it's like hitting my father in the face."' I inter- 
preted that he was destroying himself to deal with his anger 


* at his father. This led to further working through of the feel- 


ings of hopelessness about the father, which in turn led to 
facing the more basic underlying rage at the mother's with- 
drawals and attacks. Mr. A eventually completed treatment 
2 years later and went on te graduate with honors and attend 
graduate school. 


CONCLUSIONS 


Successful therapy with the borderline patient re- 
quires the initiation, strengthening, and maturation of 
the therapeutic alliance and the working through of the 
patient's separation-individuation problem from the 
past. The demands of creating a therapeutic alliance 
suggest that the real personality of the therapist has 
more effect and therefore is more crucial with border- 
line patients than with neurotic patients. 

The fact that this arduous but rewarding work re- 
quires that the therapist have both personal maturity 
and professional skill may help to explain many of the 
difficulties in learning psychotherapy of the borderline 
patient as well as many treatment failures. It is not so 
much that the patient is unable to do the work (23, 24) 
but that we therapists have so much difficulty provi- 
ding the environment necessary to enable the patient 
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to do the work.. Our understanding of the former will 
always be limited until we have mastered the latter. . | 
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. «The Unmotivated Patient Syndrome: Survey of Therapeutic 
' Interventions i 


BY YEHUDA NIR, M.D., AND RHODA CUTLER, PH.D. 





The authors describe five groups of patients who have 
been found to respond poorly to psychiatric 
treatment—people from lower socioeconomic groups, 
juvenile delinquents, drug-addicted individuals, 
alcoholics, and military psychiatric patients. Although 
these groups of patients represent different etiologies 
and symptom-specific pathologies, many of their 
members have in common a lack of motivation for 
change. The authors discuss the reasons for this lack 
of motivation, suggesting that focusing on this factor 
would promote a better understanding of the 
unmotivated patient syndrome and lead to the 
development of more effective psychotherapeutic 
efforts. l 


THE UNMOTIVATED PATIENT syndrome, characterized 
by a reluctance to accept treatment and an unwilling- 
ness to cooperate in therapy, pervades the spectrum of 
services for the emotionally disturbed. Since the de- 
velopment of psychoanalysis, there has been an in- 
crease in the understanding of ihe psychodynamics un- 
derlying behavior and a tendency to borrow from the 
techniques of sociology and anthropology (1, 2). This 
has resulted in the continual expansion of the defini- 
tion of emotional disturbance. Consequently, more 
people are being seen as emotionally disturbed rather 
than socially deviant: yesterday's "brat" is today’s 
hyperkinetic youngster, and the ‘‘drunk’’ has become 
an alcoholic with deeply rooted psychosocial prob- 
lems. These new target populations represent diverse 
aspects of psychopathology and reflect a broad socio- 
logical and ethnic basis. They include the poor, the de- 
linquent, the criminal, the addicted, the- alcoholic, the 
underachieving, the sexually deviant, and many oth- 
ers. 

Although this expanded patient population is di- 
verse in pathology, a large segment of this group 
shows a common denominator, i.e., a lack of motiva- 
tion to seek help. This lack of motivation is multi- 
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determined and reflects a wide variety of defensive 
constellations, e.g., denial, lack of insight, lack of 
awareness, ego syntonicity of symptoms, and fear of 
change. Lack of motivation may also be unrelated to 
intrapsychic conflicts; it may reflect a cognitive style 
or a cultural bias. Unfortunately, due to the multi- 
plicity of causal factors in the unmotivated patient syn- 
drome, psychiatry has not been able to match its im- 
provement in diagnostic skills with an ability to devel- 
op adequate therapeutic techniques to deal with the 
unmotivated patient. The limitations of traditional ap- 
proaches in the treatment of unmotivated patients has 
been referred to extensively in the literature. 

As early as 1919, Freud (3) clearly recognized the 
need to learn new things and to alter the psycho* 
analytic method in a way that would yield better re- 
sults: ‘‘The application of our therapy to numbers will 
compel us to alloy the pure gold of analysis plentifully 
with the copper of direct suggestion; and even hypnot- 
ic influence might find a place in it again, as it has ine 
treatment of war-neuroses.”’ | | 

Very little progress had been made in the develop- 
ment of new treatment techniques for unmotivated pa- 
tients until the 1960s, when the U.S. government, due 
to political and economic considerations, made the 
lower socioeconomic population a target for investiga- 
tion and experimentation with new psychotherapeutic 
modalities. Until then, the bulk of the work with pa- 
tients who were difficult to involve in therapy focused 
primarily on delinquent adolescents, reluctant adoles- 
cents, and children who were difficult to engage in 
therapy (3, 4). Other innovative techniques developed 
in the 1960s (e.g., group therapy) offered new thera- 
peutic possibilities to patients who were ready to be- 
come involved in treatment. 

In discussing people who are judged in need of help 
but who do not desire it, one must address the ethical 
aspects of such a situation. Szasz and others have con- 
tended that there is no such thing as mental illness but 
the people so labeled are only mentally disturbing. 
They have argued that programs dealing with unmoti- 
vated patients might lead to abuse óf power and to at- 
:empts by the establishment to eliminate disturbing be- 
3avior in a particular group of people. According to 
“his view, such conditions as drug addiction, which is 
considered by some a symptom of a sick society, 
should focus treatment on the society rather than on 
the addicted individual. Although these and many oth- 
er ethical considerations should be carefully examiited 
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in dealing with the unmotivated patient, in this paper 
we will not attempt to reflect a philosophy or a particu- 
lar' approach to mental illness. Instead, our aim is to 
organize and present causative factors and various ap- 
proaches for the professional who deals with unmoti- 
vated patients, who are often encountered among 
lower socioeconomic, delinquent, addicted, alcoholic, 
and military psychiatric patients. 


LOWER SOCIOECONOMIC GROUPS 


It was only with the development of the concept of 
community psychiatry and the intensive research of 
the psychiatric needs of lower socioeconomic 
groups (2, 5) that an examination of emotional prob- 
lems facing large segments of the population was com- 
bined with an attempt to treat people who had tradi- 
tionally been unresponsive to psychiatric intervention. 
Early findings (6) revealed that despite the fact that 
this patient population is not homogeneous in nature, 
it has such common characteristics affecting the suc- 
cess of psychotherapy as a lack of capacity for self- 
observation and an inability to develop a meaningful 
and effective relationship with a therapist (5). 
` Further difficulties in treating many lower-class pa- 
tients were differences between their attitudes, goals, 
and styles of communication and cognition and those 
of the psychiatrist. Examining this problem from a de- 
velopmental point of view, Chess and Thomas (7) em- 
phasized the need to recognize that not all behavioral 
disturbances are related to unconscious motives but 
also stem from limitations of capacity, such as in- 
complete maturation, intrinsic reaction patterns, and 
specific patterns of motility, perception, or biochemi- 
cal dysfunctioning. From a psychoanalytic point of 
view, Appelbaum (8) stated, ‘‘How much one wants to 
change depends upon myriad learned attitudes con- 
cerning the desirability, the feasibility, and the value 
of change as a goal to be striven for or as a disaster to 
be escaped from." The more rigid one’s personality 
structure, the more fear and pessimism is experienced 
in relation to change. 

Treatment methods that were developed as a result 
of these findings address themselves specifically to the 
perceptual, cognitive, and communicative styles of the 
patient population. These newer techniques take into 
consideration particular constellations of ego defense 
mechanisms that are characterized by a negative atti- 
tude toward change. Minuchin's techniques of living 
group therapy, remedial learning therapy, and family 
therapy (5) reflect a practical implementation of these 
theoretical constructs. Pavenstedt (6) expanded this 
approach tp preschool children, and Love and associ- 
ates (9) focused therapeutic efforts on schoolchildren 
of the lower socioeconomic strata. One altered ap- 
proach was the provision of direct information and ad- 
vice to the lower socioeconomic parent, compared 
with the nondirective and insightful counseling ap- 
préach taken with the higher socioeconomic parent. 
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JUVENILE DELINQUENTS l a 


A second group of patients who have inspired nu- 
merous attempts at new modalities of intervention are 
delinguent adolescents. The realization that delin- 
quent psychopathology presents an ever-increasing 
psychological, physical, and economic threat to tħe 
delinquent as well as to society inspired the search for 
a new solution for these adolescents. Our technologi- 
cally shrunken world (Marshall McLuhan’s primal 
village [10]) has become inc-easingly more vulnerable 
to the maladaptive behavior of its members. Incidents 
that seem at first to involve only the personal psy- 
chopathology of the delinquent have the potential 
to upset the homeostasis of society. This is dramatical- 
ly seen in the fact that delinquent gangs are capable of 
changing the lifestyles of an entire social group, name- 


| ly, the elderly. 


The changes in the social and moral atmosphere of 
our times, the Increased use of drugs, and the promi- 
nence of an adolescent subculture are reflected in the 
number of delinquent adolescents who are acting-out 
in our society. Their number is increasing in direct 
proportion to the complexity and prosperity of our so- 


ciety. 


Although many theoretical formulations have been 
advocated to explain the origin, nature, and pre- 
vention of juvenile delinquency, surprisingly little has 
been written since Aichhorn’s work in 1935 (4) about 
specific therapeutic techniques. Furthermore, in- 
sufficient validation of the effectiveness of these tech- 
niques has been reported. We reported earlier (11) that 
sociological theory views delinquency primarily as a 
group phenomenon and considers peer group inter- 
action to be the principal too] for rehabilitation and 
thus the primary source of help and support. Sociolog- 
ical programs provide a social structure that examines 
the role and legitimacy of authorities in the treatment 
system. Another group approach has been reported by 
Knight (12), who found confrontative peer-groüp 
treatment to be successful with older boys. 

Behavior modification techniques have also been 
used in the treatment of institutionalized boys (13). 
Shoor and Speed (14) maintained that the idea that 
permissiveness is a requirement in attaining mental 
health is erroneous; they stressed that control and 
firmness may be therapeutic agents in the hands of ex- 
perienced psychiatrists. They believed that the psychi- 
atrist’s role is to support the probation officer, to treat 
cases when psychiatric elements are causative, and to 
demonstrate a respect for the law and legal processes. 
According to Kaplan and associates (15), probation, 
the circumstance under which most delinquents are 
referred to psychiatrists, may be regarded as a method 
of stimulating greater ego control in lieu of the applica- 
tion of external control by incarceration. Therefore, 
they encouraged compulsory psychotherapy as a coh- 
dition of probation, suggesting that the probation of- 
ficer continue the same routine he or she would have 
without psychotherapy. Kaplan and associates hypo- 
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. thesized .that if acting-out by the delinquent can be: 


. preventede less anxiety will be discharged in that way. 
They stated that the position of the therapist is to op- 
pose the self-destructive impulses of the patient and to 
nurture ego-syntonic tendencies. 

n an earlier report (11), we found that the usual 
child guidance approach was ineffective in the treat- 
ment of delinquency because in the families of delin- 
quent adolescents, acting-out is typically an important 
modality in the handling of intrapsychic conflicts. Be- 
cause of the complexity of the phenomena underlying 
acting-out behavior, it is most expedient at the early 
stage of intervention to deal with only one specific as- 
pect of the problem, namely, the family’s reluctance to 
accept services. It became clear to us that young pa- 
tients were being used by their families to act out their 
parents’ poorly integrated and forbidden impulses. 

We used court authority to deal with this initial 
phase. When the youngster could benefit from psycho- 
therapy but this recommendation met resistance on 
the part of the patient and his or her family, the case 
was referred back to the court, and the youngster was 
placed on strict probation, with psychotherapy as one 
of the conditions of this probation. The youngster’s 
failure to attend sessions was considered a violation. If 
maintained with consistency over a period of time, this 
authority had a good chance of being accepted by the 
patient and of leading to a positive identification with 
the therapist. 


NARCOTIC ADDICTS 


The wide variations in social circumstances and per- 
sonality factors that we have noted among poorly 
motivated patients in lower socioeconomic groups and 
among juvenile delinquents are also apparent among 
drug abusers. 

_A number of authors (16, 17) have investigated the 
current epidemic of drug abuse with a focus on the in- 
fluence of the widely advertised use of alcohol and 
over-the-counter drugs. Davis (17) posited a social 
systems approach based on a cause-effect relationship. 
He asserted that the rate of decline in the culture may 
be increasing and creating negative environmental 
pressure leading more and more people to turn to drugs. 
The people who turn to drugs are primarily those who 
feel defeated, demoralized, rejected, and depressed. 
Davis also included in this group young people who 
feel the meaninglessness of their parents' struggle with 
the ‘‘rat race" and who have at some time attempted 
with the aid of hallucinogenics to shatter the patterns, 
lifestyles, and cognitive structures of their parents. 
Davis proposed that the social sciences be included in 
an approach to dealing with drug abuse in addition to 
medical and psychological approaches. 

" Studies of the personality characteristics of addicted 
individuals (18, 19) have reported the great difficulty 
their histories show in dealing with aggression and nar- 
cissismi because of character pathology or ego distur- 
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bances. These individuals turn to the use of opiates as 
a device to help them deal with developmental crises, . 
stress, and deprivation because of their failure to e- 
velop other effective adaptive solutions (19). 

In view of these differing viewpoints of the causes of 
addiction, it is not surprising that there are also wide 
differences in opinion as to appropriate treatment ap- 
proaches. Therapies that depend on a certain level of 
motivation or ego strength have not been success- 
ful (16), and the question of engaging this apparently 
unmotivated group is one of the basic questions to be 
answered. Individual, group, and family therapy have 
had little success with the heroin addict. Although 
there has been controversy over coercive management 
of addicts, Glatt (18) viewed the process of forced 
treatment as a humanistic choice, as opposed to allow- 
ing addicts to lead destructive lives until they are 
ready to accept help. Compulsory treatment in a drug- 
free atmosphere focuses on the development of better 
ego controls until the patient has gained sufficient ego 
strength and trust in those who are concerned with 
helping him. Glatt (18) also showed that compulsory 
treatment in a drug-free atmosphere enabled addicts to 
participate in psychotherapeutic treatment. The value 
of forced abstinence and treatment in an inpatient care 
program is not clear; there is insufficient clinical evi- 
dence either to support or to refute compulsory treat- 
ment (20). 

The World Health Organization (21) stated that the 
ideal goal of treatment, with total abstinence, inde- 
pendence, satisfactory social and personal adjustment,” 
and gainful employment has seldom been achieved. 
Therefore, intermediate goals have been proposed, 
and partially successful treatment with limited aims 
is viewed as a form of secondary prevention. For ex- 
ample, the administration of methadone, which blocks 
the euphorogenic effects of heroin (22), has led to co- 
operation in addicted patients (23). In methadone 
therapy, supportive measures as well as methadone are 
used to encourage the addict to develop his or her ca- 
pabilities. Other approaches, such as confrontation 
psychotherapy (24) and rational authority approaches, 
halfway or drug-free houses, and such behavioral 
treatments as aversive conditioning, relaxation train- 
ing, and contingent reinforcement, have been report- 
ed. However, there is a need for more extensive re- 
search and systematic follow-up of these methods. 


ALCOHOLICS 


Alcoholism, which has been described as a complex 
psychosocial condition (25), is the fourth major public 
health problem in the United States. Currqnt psycho- 
therapeutic techniques have been ineffective in dealing 
with alcoholic patients. The problem is complicated 
not only by the poor motivation and inability and dis- 
inclination of many alcoholics to respond to traditional 
treatment approaches but also by a reluctance on, the 
part of psychotherapists to deal with these patients be- 
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cause of their poor prognosis. Glasscote and associ- 
ates (26) found taat more than 90% of the psychiatrists 
who responded to their survey considered alcoholics 
to be harder to treat than other patients. 


Many alcoholics who are unable to respond to tradi- ` 


tional psychotherapeutic procedures come from 
lower- and lower-middle-class backgrounds (25). 
Some of the difficulties that arise are due to the fact 
that psychotherapy fails to fulfill these patients’ ex- 
pectations of quick relief for their difficulty and their 
inability to maintain long-range goals. There is often a 
difficulty in communication between these patients 
and the psychotherapist, who generally has a different 
social status and whose expectations for therapeutic 
goals are inconsistent with those of the patient. Other 
factors affecting the motivation of the alcoholic patient 
are the reliance of the alcoholic on maneuvers of de- 
nial, deception, and prevarication (27). Canter (25) did 
not see poor motivation for treatment as a stable factor 
but as fluctuating with the needs, pressures, and per- 
ceived avenues of satisfaction of all of the people in- 
volved. He considered poor motivation for treatment 
only one aspect of the total complicated problem. 

Tamerin and associates (28) maintained that there is 
an underlying bias against alcoholics due to the pre- 
vhiling view that they are ‘‘irresponsible and poorly 
motivated for psychotherapy because, on the one 
hand, they are orally fixated and passive and, on the 
other hand, impulsive and primarily ruled by the pleas- 
ure principle." These authors suggested that the alco- 
holics they studied recognized and accepted their 
drinking problem intellectually but that their charac- 
teristic self-perceptions when sober were not consis- 
tent with being sick, negativistic, and hostile. Thus, 
their subjects were aware of being depressed and un- 
happy when intoxicated but denied it when they were 
sober. The tendency of many alcoholics to deny un- 
derlying feelings of worthlessness, failure, and a.sense 
of guilt helps to explain why some alcoholics avoid 
psychotherapy (27). 

Individual psychotherapy with a professional is the 
treatment of choice for only a small proportion of alco- 
holics, but well-trained and supervised paraprofes- 
sionals can do an effective job. Alcoholic patients 
themselves are trained by AA in self-help and self-edu- 
cational treatment programs. This implies a change in 
the psychotherapist's role from that of therapist in an 
individual or group situation to that of program direc- 
tor. Change from episodic to a more continuous effort 
with different phases of treatment or agencies depend- 
ing on patients' changing needs has also been pro- 
posed (25), e.g., halfway houses, missions (27), and 
other supportive resources. Paredes (27) maintained 
that alcoholics have the ability to control their drinking 
when sociaf variables are regulated and a simplified so- 
cial matrix designed for them is provided. 

Bratter (24) and others have asserted that the prima- 
ry problem in the treatment of patients addicted to al- 
cohof or other drugs is the physician’s pessimistic 
prognosis. Bratter stated that reality therapy holds 


A 


Š YEHUDA NIR AND RHODA CUTLER 


* 


hope because it views the alcoholic as being in control’ 
of his or her behavior, assiste the patient to evaluate * 


his or her behavior, and suggests the planning of re- 
sponsible and productive benavioral alternatives to 
chemical dependence. Group psychotherapy has also 
been reported to be effective with alcoholics because it 
provides specific ego support, helps the therapist gain 
insight into limitations in the patient's ego functioning 
and difficulty in reality testing, and offers support in 
dealing with these problems. Family systems theo- 
ry (29) considers alcoholism a dysfunction in the con- 
text of an imbalance in the functioning of the total fam- 
ily system. Therapy is aimed at helping the family 
modify its pattern of functioning by focusing on the 
members who have the most potential for modifying 
their behavior. Biofeedback training (30), which in- 
volves relaxation exercises, leads to a general state of 
anxiety tension reduction coupled with increased 
awareness and a resulting sense of self-mastery. 

In a report on the place of sedatives in the treatment 
of alcoholism, Williams (31) stated that the ideal treat- 


ment for alcoholism would involve no psychoactive . 


medication, that the indiscriminate prescribing of mi- 
nor tranquilizers to alcoholics is too common and 
should be condemned, and tnat diazepam, the most 
frequently prescribed drug in this country, has a high- 
abuse potential for alcoholics. In long-term treat- 
ment (32), chlordiazepoxide showed the greatest re- 
duction in anxiety in comparison with disulfiram, mul- 
tivitamins, or no medication. Maintenance on this 
medication should be for as short a period as possible. 


MILITARY PSYCHIATRIC PATIENTS 


Although many military and civilian psychiatric pa- 
tients manifest similar symptoms, such as anxiety, de- 
pression, psychosis, acting-out behavior, and diffi- 
culties related to ego deficiencies, the unique situation 
in the military tends to exacerbate the unmotivational 
tendencies of many patients who need but avoid psy- 
chiatric treatment (33). Many of these individuals lack 
the ego skills required to adjust to the military and 
show low frustration tolerance, failure to control rage, 
poor tolerance of anger, an inability to delay gratifica- 
tion, and an inability to control primitive impulses. 
Many lack insight, as in the impulse-ridden acting-out 
character disorders or chronic depression. Holt (34) 
maintained that the motivation for treatment of these 
patients is often inseparable in practice from their con- 
flicts and defenses. Many military patients have secon- 
dary gains to achieve by maintaining their symp- 
toms (33), e.g., to be removed from battle or other dis- 
agreeable conditions. The development of a 
therapeutic alliance is further interfered with by the 
lack of patient-psychiatrist confidentiality: the pa- 
tient’s records are available to others within the come 
mand structure, and the psychiatric military officer’s 
primary allegiance is to the service (33). The function 
of the military psychiatrist is to return the patient to 
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duty às soon as possible, although the patient’ s prob- 


lems may, in fact, stem from the military condition. 

Thus, the treatment goal may result in increased symp- 
toms. When the patient does become involved with 
treatment, there are difficulties related to transference/ 
countertransference phenomena. The psychiatrist may 
experience conflicts similar to those which created the 
patient’s symptoms and may act out his or her frustra- 
tions through them, further complicating the difficult 
process of treating a resistant patient (33). 

Glass (35) contended that the experiences and in- 
sights of military psychiatry have contributed to the 
development of the community mental health move- 
ment. Before World War I, mental illness was re- 
garded as pathology within the individual and related 
to hereditary influences of disease. Experiences during 
both World War I and World War II showed that local- 
ly based treatment was able to offer prompt relief from 
battle fatigue and other temporary physiological defi- 
cits (35), demonstrating that psychiatric breakdown in 
battle represented only a temporary inability to func- 
tion. Military psychiatry further demonstrated that the 
impact of situational circumstances included the effect 
of the group process on adaptive behavior. Con- 
sequently, the significance to treatment of group iden- 
tification and other social relationships near the site of 
origin was recognized. In contrast to the traditional 
treatment of mental disorders, which was concerned 
primarily with intrapsychic or other internal patholo- 
gy, greater emphasis has been placed in military psy- 
chiatry on establishing programs of brief therapy and 
crisis intervention treatment and locally based ser- 
vices. Mental health consultation services were also 


. expanded to include psychiatrists, psychologists, so- 


cial workers, and enlisted personnel. 

Successful group therapy approaches involving 
groups of enlisted men with acute situational problems 
have been reported (36). Military patients classified as 
having character or behavior disorders have also been 
reported to show better adjustment to military life af 
ter group therapy (36). On a preventive basis, group 
psychotherapy programs have been helpful for basic 
trainees who had difficulty dealing with hostile feelings 
in a socially adaptive manner. 


COMMENT 


Patients who share the common trait of a lack of mo- 
tivation for treatment are not a homogeneous group 
etiologically, and they have symptom-specific patholo- 
gies. Although a great deal of general interest has been 
devoted to the understanding of the psychodynamics 
of these patients as well as possible psychotherapeutic 
efforts, treatment programs for unmotivated patients 
seem to be fragmented and to relate to specific sub- 
groups without addressing themselves to the major 
underlving attitude of reluctance to change. This re- 
luctance to change should be viewed not only as a re- 
flection, of individual psychopathology but within a 
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broader social and cultural context. There is an urgent 
need for our society to explore this syndrome. 

Inherent in the difficulties of many of these patients 
are problems caused by a variety of defensive con- 
stellations, such as denial, lack of insight, lack of 
awareness, ego syntonicity of symptoms, and fear of 
change. The lack of motivation does not necessarily 
reflect intrapsychic conflict but may be related to a 
cognitive style or a cultural bias. Confounding factors 
are forces within our society that have a vested inter- 
est in maintaining the status quo on the basis of eco- 
nomic and ethnic considerations. These factors, in ad- 
dition to the lack of acknowledgment of the extent of 
mental illness in the United States, tend to further min- 
imize the need for more effective intervention and the 
development of new techniques to reach a broader 
segment of the population. These factors contribute to 
the neglect of the unmotivated patient and result in a 
Jack of services for those who are interested in getting 
help (2). 

We contend that the unmotivated patient syndrome 
should be considered a primary paradigm with special 
features. We feel that focusing on the syndrome itself 
would facilitate a better understanding of and result in 
the provision of better services for a larger number of 
people who need treatment. A great deal of energy artd 
resources 1s being wasted in the attempt to apply dif- 
ferent techniques to various subgroups. Addressing 
the common denominator, lack of motivation, might 
result in the development of more efficient and ef- 
fective interventions. ° 
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t TOPICAL PAPERS: Asian-American Psychiatry 


A Profile of Asian-American Psychiatrists 


BY LINDBERGH S. SATA, M.D. 


Of 367 respondents to a survey of Asian-American 
members of the American Psychiatric Association, 
fewer than 16% were American-born U.S. medical 
graduates, and 41% of the patients treated by this 
sample were minority group members. These findings 
have important implications for training. Asian 
psychiatrists have recently emerged as the lai gest 
visible multiethnic minority group within American 
psychiatry, and increased attention to this group may 
lead to its more appropriate utilization in this country. 


ASIAN PSYCHIATRISTS in the United States include 
both foreign- and American-born persons with roots in 
East Asia (China, Indonesia, Japan, Korea, and the 
Philippines) and South Asia (Bangladesh, Sri Lanka 
[formerly Ceylon], India, and Pakistan). Despite a 
growing number of studies of foreign medical gradu- 
ates (1-3), there are no accurate data on the total num- 
ber of East and South Asian psychiatrists in the United 
States. Extrapolations from a recent survey (4) sug- 
gest that approximately 407 East Asian and 200 South 
Asian psychiatrists work in state mental institutions; 
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however, that study did not provide data from the pri- 
vate and teaching sectors. À brief unpublished survey 
by the APA Task Force on Asian-American Psychia- 
trists of 241 psychiatric training programs in January 
1976 revealed the presence of 1,079 additional Asian 
psychiatrists in training, 516 of whom were in state 
mental hospital training programs. The latter survey 
suggested that within several years there will be as 
many as 1,500-2,000 Asian psychiatrists in the United 
States, constituting the largest visible multiethnic 
minority within psychiatry. 


METHOD 


A total of 321 East Asian and 220 South Asian psy- 
chiatrists were identified using the 1973 membership 
directory of the American Psychiatric Association (5). 
Screening descriptors included Asian names, country 
of origin, and a record of psychiatric training in an 
Asian country. Ásian female psychiatrists who were 
married to non-Asians and used Caucasian last names 
but Asian first or middle names were also identified. It 
was not possible to identify those who had English 
first and middle names and were married to non- 
Asians, and thus no estimate of this population can be 
made. 

Survey forms were mailed to the 321 East Asian and 
220 South Asian psychiatrists; the present study re- 
flects data collated from 367 respondents, representing 
a 68% return. This study attempts to identify some 
characteristics of these subpopulations of psychiatrists 
in the United States. The geographic distribution of 
East Asian psychiatrists in the United States was re- 
ported in an earlier study highlighting problems of mal- 
distribution (6). 
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FINDINGS 


There are cultural differences between the East 
Asian and South Asian groups as well as differences in 
their exposure to English before their arrival in the 
United States. South Asian psychiatrists have a great- 
er comprehension of English, since many have been 
influenced by Britain's historical presence in their 
countries. At the same time, South Asian psychia- 
trists, unlike East Asians, do not have discrete racial 
communities with which to identify in this country. 
Both groups have distinctive acculturative processes 
needing further study and documentation. 

The cultura] and linguistic diversity of East and 
South Asian psychiatrists is reflected in the 20 distinct 
languages and dialects of the 367 respondents. Asian 
psychiatrists cannot be presumed to communicate 
with one another (except in English), to have common 
roots (other than color), or to identify with the desig- 
nation of ‘‘Asian’’ other than for discussion purposes. 


Psychiatric Training 


Table 1, which identifies East Asian psychiatrists 
according to the approximate years in which they be- 
gan their training, illustrates the rapid proliferation of 
East Asian psvchiatrists since 1968. Before 1950 there 
were only 19 East Asian psychiatrists and psychiatric 
residents in the United States. Using the identifiable 
members of APA, the total number of East Asian psy- 
chiatrists had risen to 139 by 1968. In the five-year in- 
terval subsequent to 1968 there were an additional 104 
identifiable East Asian members in APA. This rapid 
increase is directly related to the relaxation of immi- 
gration policies since 1965. 

A total of 27% of the East Asian psychiatrists (Chi- 
nese, Filipino, Indonesian, Japanese, and Korean) 
were American-born U.S. medical graduates as con- 
trasted to the South Asian psychiatrists, of whom 
1.5% were American born (see table 2). If the cate- 


gories of Chinese and Japanese psychiatrists (which 


contain the highest number of American-born Asians) 
were excluded, 95.596 of the remaining sample would 
be foreign-born medical graduates. 

A total of 57% of all respondents received part or all 
of their training in university-based teaching pro- 
grams. Sixty percent received part or all of their psy- 
chiatric training in state mental hospitals, while 896 
were trained in private psychiatric training programs. 

An impressive number of respondents (56%) report- 
ed receiving more than three years of psychiatric train- 
ing, suggesting that approximately one-half received 
some psychiatric training in their native country be- 
fore coming to the United States. This finding is sup- 
ported by an earlier study of nonpsychiatric foreign 
medical graduates (7), which reported prior specialty 
training for 55.5% of the Filipino physicians, 49.3% of 
Indian, Pakistani, and Sri Lankan physicians, and 
55.9% of Far East physicians. Although the impor- 
tancg'of assessing specialization in psychiatry as a first 

ce was recognized, the question could not be ade- 
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TABLE 1 — 07 
East Asian Psychiatrists i in the United States, by the Year They Began Y 
Their Training" g 





Beginning of Chinese Filipino Japanese Korean 
Training (N=163) (N=293) (N-4])  (N=170) 
1930 3 0 0 0 
1940-1949 11 3 2 0 ` 
1950-1959 17 29 8 5 
1960-1968 17 26 13 5 
1969-1973 25 . 44 9 56 
1974-1976 90 221 9 104 


*Data are from the 1973 APA biographical directory (5). 


quately pursued in the present study. 

Board certification reflects length of residence and 
acquisition of English as a second language, as well as 
competence. The racial groupings with the largest rep- 
resentation of American-born psychiatrists (Chinese 
and Japanese) and foreign medical graduates with pri- 
or exposure to English (Indian and Pakistani) appear 
to have the greatest number of Board-certified mem- 
bers. 


Professional Activities 


Responses were elicited regarding the location of 
principal employment. There were 478 responses by 
367 subjects, reflecting some overlap contributed by 
respondents in private practice with a general hospital 
or private hospital base, academic appointments in 
nonuniversity clinical settings, and part-time regular 
employment in community mental health centers. 
Twenty percent of the respondents were associated 
with community mental health centers, 59% worked in 
state institutions or administrative mental health 
posts, 29% were in private practice, and 13% were in 
academia. 


Practice Characteristics 


While 105 respondents, or 29% of the sample, in- 
dicated that private practice was their principal activi- 
ty, 5596 of all respondents indicated some current pri- 
vate practice activity. Of the 203 respondents with pri- 
vate patients, $9 provided 15 or fewer patient hours 
per week, and 104 provided 16 or more patient hours 
per week. 

An orientation to individual psychotherapy appears 
indirectly reflected by the fact that only 19% of the 
respondents were engaged in group psychotherapy. Of 
the 69 psychiatrists providing group psychotherapy, 
84% (N=58) conducted three or fewer groups per 
week. 

Family therapy appead more congruent for Asian 
psychiatrists, with 36% of the total sample seeing fami- 
lies in treatment. Of the 132 psychiatrists treating fami- 
lies, 94% (N=124) reported six or fewer family treat- 
ment sessions per week, with 50% (N=66) of the re- 
spondents seeing 1-2 families per week in treatment. 

Of particular interest is the finding that 78 of the 367 
respondents (22%) collectively treated a total of 256 
Asian patients weekly, or less than 1 patient per psy- 
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f Characteristics of East Asian and South Asian Psychiatrists 


East Asian Psychiatrists (N=220) 
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South Asian Psychiatrists (N= 131) 


Characteristic E Chinese Filipino Japanese Korean Indonesian Indian Pakistani Bangladeshi Sri Lankans 
Foreign born 35 69 6 46 4 102 15 3 9 
American born 34 8 16 2 0 Z“ 0 0 0 
Training location 

Private 8 6 1 ] 0 9 I 0 3 

State hospital 31 51 12 28 0 72 8 2 7 

University 45 34 21 32 4 52 8 1 4 
More than 3 years of training 40 45 14 21 3 73 10 2 4 
Board certified 33 14 10 11 I 49 8 i J 
TABLE 3 —. l The lack of uniformity and sustained attention to 
Racial Grouping of Patients Under the Care of Asian Psychiatrists training issues in state mental hospitals has been par- 

Percent Treating Patients Patients per tially substantiated by one group of investigators, who 

Patient ofTotal  Psychia- Seen Psychiatrist reported percentage figures for training as contrasted 
Group Patients trists perWeek per Week to service ranging from 10% to 40% (8). In a similar 
Asinis 8 7 256 3.3 manner, low licensure rates and specialty certification 
Blacks 20 255 2,093 8.2 rates have been cited as evidence of poor quality of 
ius oe 2» pr a = preparation (7, 9-11). At the same time, state mental 

ative American s d : A t institutions 
Rue T uis 7.612 $1 hospitals as self-contained and isolated institutio 


chiatrist for the total survev group. The factors deter- 
mining whether Asians are treated by Asians appear to 
be associated with the successful acculturation of the 
psychiatrists as well as the acculturation of the pa- 
tients to Western living. Therefore, the data reflect 
greater numbers of patients from Chinese and Japa- 
nese communities that have evolved three to five gen- 
erations of acculturating offspring and conversely re- 
flect low treatment rates for psychiatrists and/or popu- 
lations immigrating during the post-World War II era. 

A further analysis of the racial characteristics of pa- 
tients under the care of Asian psychiatrists shows a 
marked proportion of minority groups (41%). It should 
be noted that table 3 reflects the geographic setting of 
professional employment and does not necessarily 
suggest respondents’ interest or expertise in treating 
patients from particular racial groups. 


DISCUSSION 


The interest in Asian psychiatrists is directly attrib- 
utable to the exponential growth in the number of 
Asian psychiatrists over the last decade. There is a 
growing awareness of the creation of a two-tiered sys- 
tem in the United States, with heavy reliance on for- 
eign medical graduates to staff public service programs 
and state mental hospitals while U.S. graduates con- 
tinue to dominate the private and academic sectors of 


. American psychiatry (2, 8). A total of 64% of all for- 


eign medical graduates in nonacademic training posi- 
tions are of East and South Asian origin, and they con- 
stitute 42% of all U.S. and foreign medical graduate 
residents in psychiatric training in nonacademic set- 
tings (4). 
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may be described as cultural islands for foreign medi- 
cal graduates. While they have little engagement with 
the private or academic sector, there is within the hos- 
pital a high degree of mutuality and respect. Psychia- 
trists within such settings enjoy high status, and the 
foreign medical graduate has the opportunity to expe- 
rience leadership roles not otherwise available to the 
individual. The presence of many foreign medical 
graduate colleagues insulates the individual from his 
"*foreignness,'' reduces his anxiety regarding language 
facility, and provides a climate of support in his accul- 
turation process. Lastly, the presence of significant 
numbers of professionals from various countries fur- 
ther reduces perceived discrepancies between the 
trainee and others, as contrasted with settings where 
the foreign medical graduate is isolated and alone. 
Most psychiatric training programs in the United 
States continue to assign low priority to culturally rele- 
vant training with an a priori assumption that cultural- 


ly relevant issues will emerge in the context of trainee/ 


patient engagement. While inadequate attention has 
been given to preparing psychiatric residents to work 
effectively with minorities and other disenfranchised 
groups, there has been even less attention paid to such 
training for foreign medical graduates. The survey data 
reinforce the obvious: if a two-tiered system is to con- 
tinue and foreign medical graduates are expected to 
work with minorities and the disenfranchised, the need 
for culturally relevant training is even greater for for- 
eign medical graduates than for U.S. medical gradu- 
ates. For the latter, professional activities following 
training tend to be highly self-selective, usually direct- 
ed toward private practice, and typically focused on 
upper and upper-middle white socioeconomic groups. 
Within a relatively brief period Asian psychNtrists 
have emerged in significant numbers as the largeX vis- 
ible multiethnic minority group within:the profes 
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of psychiatry. To date, some issues are simply unad- 
dressable because of the small numbers of Asian psy- 
chidtrists involved; these include training, licensure, 
and acculturation difficulties. As the numbers continue 
to grow, there will be increasing opportunities to ad- 
dress the group collectively and to develop cost effec- 
tive programs. Further enhancing such developments 
are the continued interest of Westerners in Eastern 
philosophy and religion and the investigation of Asian 
practices including acupuncture, morita therapy, and 
transcendental meditation. Meanwhile, further investi- 
gative studies pertaining to this culturally diverse 
population may lead to rhore appropriate utilization of 
Asian psychiatrists within the United States. 
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BY RONALD M. CHEN, M.D. 





Asian physicians represent a growing majority among 
foreign medical graduates practicing psychiatry in the 
United States. The training of this group requires 
continued study and planning. Particular attention 
should be given to curriculum enrichment programs, 
the acculturation process, and role models and 
supervision. 





IN 1976 a census of the American Psychiatric Associa- 
tion membership revealed that 90.2% of the psychiat- 
ric residents in New Jersey were foreign medical grad- 
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uates, and that in Florida, Michigan, and Ohio foreign 
medical graduates filled more than 5096 of the psy- 
chiatric training positions during 1975-1976. Of special 
interest 1s the fact that while the foreign medical gradu- 
ate training pool rose from 29% in 1972 to 38.6% in 
1975, the proportion of Asian trainees almost doubled, 
rising from 13.2% of all psychiatric residents in 1972 to 
23.6% in 1975. The Asian foreign medical graduate is 
of great importance to the U.S. mental health system. 
This paper will focus on data derived from a recently 
completed three-year study project concerned with 
U.S. psychiatric residents with foreign medical train- 
ing and of Asian origin (1). 


THE SURVEY POPULATION 


A total of 169 training programs were surveyed na- 
tionally; 54% of the programs indicated that foreigh 
medical graduate physicians were either employed or 
in training (2). Within a subsample of training institu- 
tions in West Virginia, Michigan, and Ohio and òf pro- 
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o7 gras in the cities of Honolulu, Baltimore, Boston, 

- and Vancouver, B.C., 77% of the foreign medical 

- graduate psychiatrists and trainees were Asian foreign 
medical graduates. 





FINDINGS 
A comparative competency assessment survey us- 


competent) was conducted with 91 program directors 

responsible for foreign medical graduate staff and 

trainees. Facilities were divided into two groups: those 

in which foreign medical graduates comprised 10% or 

less and those in which they comprised 41%-94.8% of 
_ the training and professional staff. 

Performance means ranged from 1.5714 to 2.2931 for 
U.S. medical graduates and from -1.8267 to 2.6316 for 
foreign medical graduates. Foreign medical graduates 
were rated as having a greater level of competence in 
the areas of clinical gerontology, organic illness, and 
psychopharmacological treatment. U.S. physicians 
were reported as being markedly superior in their un- 
derstanding and management of social and group proc- 
esses, efficacy as clinical team leaders, nonclinical ad- 
ministrative skills, consultative functions, treatment of 
behavioral disorders and/or delinquency, and the as- 

sessment and treatment of psychological problems. A. 
total of 38% of the program directors expressed majoz 
concern over the prospect of losing foreign medical 
graduates without full licensure, suggesting that theiz 
programs would be jeopardized. 


THE SOCIAL CONTEXT OF TRAINING 


The Michigan program faculty included a balance cf 
Asians and whites, with trainees randomly assigned to 
individual faculty members at various points in their 

. professional training. Factors facilitating acculturation 

. and professional growth included objective and candid 
interactions and the clarification of learning objectives. 
In those cases where faculty supervisors encouraged a 
task-oriented approach to learning coupled with the 
establishment of an understanding and empathic rela- 
tionship, trainees were perceived as having made con- 
sistent and accountable progress. An interesting ex- 
ception was the relationship between an Asian trainee 
and a white faculty supervisor who had spent time :n 
the Orient and identified with Asian students. During a 
year of individual supervision this trainee was rated as 
showing little if any progress and failed the second 
year of training. Further review of his failure revealed 
an overly permissive attitude on the part of his super- 
visor, with little or no stimulation or challenge in mas- 
tering basic professional skills. The supervisor had in- 
Stead been excessively sympathetic with the foreign 
medical graduate, attempting to understand his native 
culture but failing to address departmental training ob- 
jectivés: 
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Asian foreign medical graduate trainees in the Mich- 
igan study tended to identify with their senior Asian. 
colleagues, and they socialized primarily within their 
own ethnic groups, although they reported only mini- 
mal feelings of alienation with their host program. 
Conversely, U.S. medical graduates in the same pro- 
gram reported feeling some discomfort with a peer 
group composed primarily of foreign medical gradu- 
ates. 

The foreign medical graduate trainees were invited 
into each other's homes and visited the homes of 
Asian faculty members. Most were supervised by for- 
eign medical graduate staff. None was invited to the 
homes of U.S. medical graduate trainees or staff. Con- 
versely, U.S. medical graduate trainees were not in- 
vited to the homes of foreign medical graduate train- 
ees. 

The relative segregation of the foreign medical grad- 
uates contributed to a sense of belonging on the one 
hand but retarded their mastery of English on the oth- 
er. The augmented support system was an attractive - 
impediment against continuous language mastery. It 
also facilitated avoidance of the culturally significant 
role and value conflicts through the mechanism of a 
mutual denial-support phenomenon. Significant prob- 
lems existed in the assimilation of U.S. social values 
with respect to the role of women in society, dimin- 
ished power and influence in the role of physicians in 


. the United States, and perceived excessive informality 


between professional peers and patients and between 
. > . * 
training staff and trainees. In the Honolulu group 


Asian trainees expressed apprehension in relating to 


faculty , perceiving openness as an indication of lack of 
professional ‘‘reverence’’ and courtesy. Further dis- 
cussion revealed their similar reservations in relating 
to the majority Western culture at large. 


TRAINING AND CURRICULUM 


There were wide discrepancies among the seven 
programs in the amount of time allocated to training 
activities (range= 1092-8092). It is unlikely that any 
resident can receive adequate training in a program in 
which 8096-9096 of the available working hours are al- 
located to unsupervised service activities. Equally 
central to the development of competent psychiatrists 
is the need to master verbal and written communica- 
tion. The majority of Asian foreign medical graduates 
suffer some language deficit, and this results in addi- 
tional adaptational stress. A relevant training program 
should recognize that a language deficit may be used as 
both a handicap and a defense. It can facilitate with- 
drawal from conflict-laden situations or escape from 
accountability and responsibility, justify passivity, or 
safeguard against overwhelming professional de- . 
mands. 

In planning a training program for Asians, as 
other foreign medical graduates, professional an 
sonal acculturation must provide opportunitie 
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work through cultural. differences within a supportive 
setting. As described by others (3, 4), the process of 

vercoming culture shock consists of an initial period 
of denial, followed by reality confrontation and symp- 
tom formation. The mourning of the loss of the native 
folk and value systems must be experienced and 
worked through in order to accept and identify (5) with 
the new setting. The latter process supports the devel- 
opment of a new personal and professional identity 
that frees the individual to assimilate a new language 
and new values, customs, and role models. 

The faculty can be of significant support and assist- 
ance in their recognition of biculturalism and their por- 
trayal of acceptance in communicating a sincere sense 
of ‘‘welcome’’ to the foreign medical graduate. While 
the established learning objectives are not to be com- 
promised, a degree of personal interest is essential for 
the individualized approach of a caring colleague who 
can make necessary demands without overwhelming 
the trainee. Proper acknowledgment of the trainee’s 
dilemma will relieve personal struggles in the interest 
of achieving his professional pursuits. In extreme situ- 
ations, active counseling and therapeutic intervention 
may be indicated before a final decision is made to ter- 
minate the trainee in the name of ‘‘dysacculturation.”’ 


DISCUSSION 


Asian physicians constitute a growing majority 
'among foreign medical graduates practicing psychiatry 
in the United States, especially in public mental hospi- 
tals and psvchiatric residency training programs. They 
have been perceived as less competent than U.S. med- 
ical graduates in regard to specific skills, but their em- 
ployment is preferable to that of nonphysician mental 
health professionals. Seventv percent of the programs 
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employing foreign medical graduate staff physici@ss-or, 
psychiatrists believe that their loss would, seriously : 
handicap service delivery capabilities. 

Insufficient attention has been given to the accultu- 
ration process in the training of foreign medical gradu- 
ate psychiatrists. Both staff and trainees tend to with- 
draw to their respective groups, which further retards 
their assimilation in the new setting and new culture. 
Training curricula have failed to offer enrichment pro- 
grams to supplement the education of foreign medical 
graduates in psvchiatry. 

Role model and supervisory processes are essential 
in the trainees’ professional and personal develop- 
ment. Overidentification with foreign medical gradu- 
ates may be as detrimental as benign neglect. The 
training of non-English-speaking foreign medical grad- 
uates, the majority of whom are Asian, requires con- 
tinued study, planning, and attention. This effort 
should be coordinated with other studies concerning 
culturally relevant issues in the learning and service 
delivery of psychiatry. 
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BY TSUNG-YI LIN, M.D., AND MEI-CHEN LIN, A.C.3.W. 


The authors describe some of the sociocultural factors 
(e.g., moralistic, religious, psychological, and familial 
characteristics) that influence the help-seeking 
behavior of Chinese psychiatric patients in North 
America. They propose a replicable approach for 
investigating sociocultural patterns relevant to service 
delivery to Chinese in other communities. 


THE PATTERN of psychiatric help-seeking has been 
found to differ among Anglo-Saxon Canadians, Chi- 
nese Canadians, Mid-European immigrants, and Na- 
tive Canadian Indians living in Vancouver, B.C. This 
finding may have planning and mental health service 
delivery implications related to the cultural and so- 
cloeconomic characteristics of each group. The pres- 
ent report, limited to the Chinese group, focuses on 
the manner in which psychiatric problems were recog- 
nized and managed by families and the implications for 
providing mental health services to Chinese in North 
America.! | 


TYPES OF HELP-SEEKING BEHAVIOR 


Three general categories of help-seeking behavior 
were identified in the development of a typology based 
on studies conducted on 77 psychiatric patients and 
their families. 

Type A individuals came from families that made 
early, intensive, and prolonged efforts to cope with 
their psychiatric or noncriminal antisocial problems. 
Alcoholism, drug abuse, and suicide were rarely re- 
ported. Family efforts ranged from advice, moral ex- 
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hortation, dietetics, herb and faith healing to physical 
isolation or physical constraints. Later, respected 
community leaders who were seen as trusted exten- 
sions of the family were called for consultation. Final- 
ly, family doctors were requested to see the patient. 
Social and legal agencies were rarely involved. Even- 
tually, the patient was referred to a mental hospital. 
On his or her return to the family, attempts at intra- 
familial coping resumed to the limits of family toler- 
ance or to the exhaustion of available resources; at this 
point the patient would be returned to the hospital. 
This cycle of intrafamilial coping and hospitalization 
was repeated until ultimate rejection of the patient by 
the family or the transfer of responsibility to public in- 
stitutions or aftercare services within the community. 

Type B patients were characterized by early referral 
to mental health, social, or legal counseling services as 
well as self-referral, with minimal intrafamilial coping. 
The most frequently reported problems were alcohol 
and drug abuse, psychosomatic ailments, and maritaf 
conflicts. These patients were referred to psychiatric 
hospitals after multiple attempts to enlist social or 
mental health ambulatory services. _ 

Type C patients were characterized by few, if any, 
family interventions. When problems arose a non- 
family person (e.g.. a friend or landlady) alerted a so- 


cial, medical, or legal agency for assistance. The most 


commonly reported problems were suicide attempts, 
alcoholism, and social and legal conflicts. As a rule the 
patient was handled briefly by one agency at a time 
and then referred to another agency and still another. 
This process of ‘‘passing the buck'' often involved po- 
lice, legal agencies, or correctional institutions. 


THE SAMPLE 


Of the 77 patients included in the study, 19 were 
classified as type A, 34 as type B, and 10 as type C. 
The remaining 14 did not appear to belong to any one 
type and consisted of a mixture of type A and type B. 
Eighteen of the 24 Chinese (75%) belonged to type A. 
An identical number and percentage of Apglo-Saxon 
Canadians and 13 of the 20 European immigrants 


(65%) were classified as type B. Six of the 9 Canadian . 


Indians (67%) belonged to type C. The association be- 
tween ethnicity and patterns of help-seeking wasWnost . 
striking and highly statistically significant (x? = 8467, 
df — 9, p — .00005). f 
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tis eae that the traditional Chinese view of mental 
‘illn@s is prevalent among these Chinese Canadians. In 
almost all of the cases the psychotic behavior or irra- 
tional, antisocial behaviors at the onset conformed to 
the classically held concept of feng-tsu (the lunatic). 
The long delay (up to 25 years) in asking for psychiat- 
ric help can in part be explained by the family’s genu- 
ine concern for the well-being of its sick member. Sto- 
ries of familial sacrifice in caring for sick members are 
legendary and common. 

At the same time, the family’s reluctance to admit 
the presence of mental illness to outsiders played an 
important role in keeping the patient hidden and un- 
available for treatment. The social stigma of mental ill- 
ness continues to be widespread, severe, and com- 
plex. 

The multifaceted Chinese view of the etiology of 
mental illness underlies their attitude and handling of 
the mentaily ill. The components include moralistic, 
religious, cosmic, physiological, psychological, social, 
and genetic factors, and the weight of each component 
^ varies from one individual to the other and even for the 
same individual over time or with changing circum- 
stances. Moralistic views emphasize two aspects of 
"misconduct'' as causes of mental illness: deviation 
from socially prescribed behavior and neglecting the 
respect due to an ancestor. In either case, mental ill- 
ness is regarded as a punishment for violating Con- 
fucian moral ethics or filial piety. Punitive con- 
sequences are also implicit in the cosmic or mystic 
etiology of mental illness. It is regarded as the wrath 
incurred by the patient or his or her family of gods and 
ancestors in the present or former lives of family mem- 
- bers in a culture that believes in reincarnation. It is 
therefore understandable that shame and/or guilt is 
pervasive in Chinese families in the presence of mental 
illness. 

The physiological view is based on the belief of the 
imbalance of yin and yang. Mental illness is attributed 
to five harmful emanations affecting yin and yang, in- 
cluding numbness, wildness, insanity, disturbance of 
speech, and anger. Excesses or deficiencies in physio- 
logical functions are thought to affect the delicate bal- 
ance of yin and vang, leading to mental illness. For 
example, sexuality, climatic changes, diet, and exer- 
cise are implicated in manic excitement, which is re- 
ferred to as '*peach blossom insanity” and is believed 
to occur commonly in the spring among the young, 
with hypersexual manifestations. 

The implication of hormones, vitamins, and brain 
dysfunction as the basis for behavioral or thinking dis- 
orders is an aspect of the somatic orientation of the 
Chinese to mental illness and is reflected in their seek- 
ing remedies such as eating brain or kidney or the ex- 
tensive use of herbs. Traditional herb doctors may be 

to choose the most appropriate remedy. Such 
ical” treatment seems to offer a high degree of 
chological relief to the family for their shame and/ 
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er guilt over T s mental condition, w=" 


The etiological importance of psychosocial factors i IS. 


comparable to the Western view that failures in love, 
death and mourning, and financial disaster contribute 
to mental illness. However, the Chinese seem to give 
much more weight to the breakdown of the family rela- 
tionship as a psychogenic factor than do other cul- 
tures. Finally, there is not only a belief in genetic 
transmission but in the inheritance of the ''distur- 
bance” by virtue of parental/ancestral ‘‘misconduct,”’ 
which serves as a nidus for future problems. 


Familial Responses and Interventions 


Family members initially respond to behavioral de- 
viancy with ambivalence. They often attempt to cor- 
rect such behavior by reasoning or exhortation, while 
simultaneously concealing such concerns from out- 
siders. Pragmatism prevails in the attempt to isolate 
etiological factors but is further influenced by structur- 
al and power dynamics within the family unit. 

The enormous family effort to manage problems at 
home, coupled with a pragmatic trial-and-error ap- 
proach to one treatment modality after another, tends 
to prolong home care of the mentally disturbed indi- 
vidual and may last as long as several years to 20 years 


or more. Since each family member is likely to contrib- Pa 
ute his or her view of the etiological factors, togethez - 


and treatment methods become prioritized on the basis 


m 


with respective prescribed treatments, the ise 


of the family member's age, status, wisdom, sex, and 
ordinal position in the family. In this manner, one after 
another possible causative factor is explored and pro- 
posed remedies are attempted. The cycle is repetitive- 
ly pursued until the family's tolerance and resources 
are exhausted. At this point the family physician is fi- 
nally contacted, and through him or her possible con- 
tacts with a psychiatrist may develop. Hospitalization 
is seen as failure, and after the patient's discharge the 
home care cycle is reactivated in the event of contin- 
ued management problems. 


“They” and We" 


The heavy reliance of the Chinese on intrafamilial 
resources has been strongly reinforced by their cultur- 
al isolation and social distance as a minority group in 
Western society. Language barriers and the effects of 
long-standing discrimination denied them access to 
available social resources. Moreover, many social 
agencies are not only foreign to the Chinese but are 
viewed with awe and fear and avoided unless absolute- 
ly necessary. Even then, intermediaries who have the 
family's trust are utilized, with additional language in- 
terpreters present. 

For many thousands of years the trust and sense of 
security rarely extended beyond the family circle, 
which not infrequently includes those related by mar- 
riage or childhood friends of the parents. This sphere 
of privacy has three concentric circles extending from 
the individual to the members of the immediate family 
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aien fo the broader extended family circle. Finan- 
* cial, educational, marital, health, or family discord af- 
' fecting any of the individuals is seen as the responsibil- 

-ity of the family. The exposure of such information to 
outsiders is regarded as loss of face and a disgrace to 
the family. The role of language and the differentiation 
between “‘we’’ and *'they"' is manifest in the instanta- 
neous recognition of individuals speaking the family’s 
dialect as being one of **us" and the equally instanta- 
neous rejection of those speaking other dialects. While 
the exposure to Western lifestyles has contributed to 
the gradual dissolution of cultural belief systems, the 
Chinese way still prevails in intact Chinese commu- 
nities. 

Finally, the Western concept of community or citi- 
zenship responsibility makes sense to the Chinese only 
when translated into family-relevant terms. Their em- 
phasis on shared responsibility and loyalty to the well- 

being of family members make the Chinese less inter- 
ested in and sometimes neglectful of the well-being of 
outside groups. This ethnocentrism further lessens 
their chances of using or developing access to extra- 
familial, social, and mental health resources. 

: For the Chinese, it is essential that the components 
of a community mental health center be physically lo- 
cated in or close to their own community if a close and 
trusting relationship is to be established with its gate- 

eepers and social institutions. Without such an active 
artnership, a mental health worker would have major 
problems establishing viable contacts with appropriate 
individuals to obtain needed information and to gain 
acceptance and support by the community. 
» The process of family accepiance of the mental 
health worker presents a major challenge: more often 
than not, the family may view the worker's presence 
as an intrusion unless it is persuaded of the intrinsic 
value of the treatment methods proposed. This re- 
: quires not only patience but a sophisticated under- 
standing of the Chinese view of mental illness and the 


ability to convince family members of the rationality of - 


the intervention methods as well as of the competence 
of the mental health resource person. ` 

For chronically ill patients who lack existing social 
support systems or have been rejected by their fami- 
lies, we have found that the multidisciplinary team ap- 
proach can be effective in instantaneously creating a 
psychosocial kinship network for the patient that in 
turn can be transferred to other members within the 
Chinese community. Such individuals have not oni” 


recovered from their psychotic conditions but have al- : 


so' been capable of learning social problem-solving 
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skills and maintaining an improved level of quality of 
life among newly found friends within Ld ua 
community. 

Psychiatrists and other physicians still enjoy syécial 
privileges in Chinese society and can positivel 
ence the patient or family in accepting .psychiatric . 
treatment. The presence of a physician as a member of 
an interdisciplinary team in its initial and early con- 
tacts with the patient and his or her family can obviate 
suspicion and distrust and increase the probability of 
compliance with treatment. 

Bilingual workers in Chinese communities will re- 
quire additional culturally relevant training to maxi- 
mize their effectiveness. As 1s true with most minority 
communities, resource identification and interest lag in 





`- the absence of visible services, but it is possible to ac- 


tivate the interest of young people in human service 
and mental health careers when such services are 
available and are seen as an accepted part of the com- 
munity. 

The use of psychotropic drugs deserves special at- 
tention with Chinese and other Oriental populations. 
Partially as an outgrowth of the Chinese philosophy of 
pragmatism, Chinese patients tend to ''shop'' in test- 
ing the efficacy of a given agent, particularly when 
they lack some confidence in the therapist. The impor- 
tance of carefully explaining the effects of the medica- 
tion to the. patient and the importance of maintaining 
an effective dosage level further reinforce the para- 
doxical role of simultaneously being a therapeutic 
agent and a confidant for the family constellation. 

Finally, it should be noted that the Chinese are con- 
stitutionally different from Westerners regarding their - 
sensitivity to and tolerance of certain drugs. We have 
found that many Chinese and Japanese manic-depres- 
sive patients respond clinically to lithium carbonate 
serum levels of .4~.6 mEg/liter. Similarly, for depres- 
sive patients 50-75 mg of amitriptyline may be suf- 
ficient to produce a therapeutic response. 


CONCLUSIONS 


Health care delivery issues are. often left to policy 
makers not sufficiently sensitive to the cultural reali- 
ties of the population at risk. In this paper we have 
described some of the sociocultural factors influencing 


- the help-seeking behavior of Chinese psychiatric pa- 


tients. We have also discussed a replicable approach 
for investigating sociocultural patterns relevant to ser- 
vice delivery in other communities. 
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The author cites statistics which show that Asian- 
Americans underutilize mental health services. He 
suggests that more research is needed regarding the 
effects of such mental health delivery factors as 
language difference, familial reaction, community 
education, cultural changes, cross-cultural 
misdiagnosis, and therapeutic method. 


THE DERIVATION of American psychiatric practice 
from Western European thought and traditions clashes 
with Eastern cultures to such an extent that Asian pa- 
tients often neither fit the YAVIS syndrome (young, 
attractive, verbal, intelligent, successful) (1) nor share 
the contemporary American beliefs in independence 
(versus interdependence), individualism (versus fam- 
ilism or groupism), and the nuclear family (versus 
extended families). Although most would agree that 

atients should have an active role in therapy, it is the 
values of American therapists that preclude consid- 
eration of most Asian patients as ideal candidates for 
treatment. Racism and lack of information about Asian 
cultures are additional obstacles. 


POTENTIAL RESEARCH 


The statistics (2-4) in Hawaii, Los Angeles, and Se- 
attle show that Asians in the United States under- 
utilize mental health services, which suggests that edu- 
cation is needed to Increase appropriate use. Such ed- 
ucational efforts should be culturally congruent and 
mindful of the stigma of mental illness and its reflec- 
tion on the family and ancestral clan. Efforts should 
also allow for prior care given to the individual by 
well-intentioned but frustrated families. The social 
breakdown syndrome occurs in these families due to 
shame and fear of stigma. Educational and evaluation 
projects should be bilingual because recent immigrants 
who do not speak fluent English are the least likely to 
seek mental health care. As Asians acculturate they 
utilize mental heaith services more proportionately but 
continue tp retain cultural biases against psychiatric 
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care. Field research would provide objective data that 
could be used to increase mental health service utiliza- 
tion by Asians as well as other population segments 
similarly identified as having special needs. 

The vast majority of Americans still stigmatize the - 
mentally ill, and the stigma in Asian communities 1s 
even greater because mental illness is believed to re- 
flect on the immediate family and on the ancestors of 
the mentally ill individual. Studies on intergenerational 
differences of culturally reinforced values may provide 
new insights into increasing the utilization of mental 
health services as well as an understanding of appro- 
priate mechanisms for delivering mental health ser- 
vices. The development of culturally acceptable mea- 
sures that avoid labeling or naming services as psychi- 
atric (such as self-development centers, neuroclinics, 
etc) may also lend itself to field studies. 

The wide variety of psychotherapeutic styles, inter- 
vention methodologies, and therapist sensitivity t 
culturally determined nonverbal communication is an 
area of fruitful research and should be aggressively in- 
vestigated. Translated diagnostic tools such as the 
Psychiatric Status Schedule (5) could assist in stan- 
dardizing a data base for comparative research across 
ethnic-racial groupings. 

Research is also needed to clarify the extent to 
which cultural influences are misinterpreted or misun- 
derstood and inappropriately labeled as psycho- 
pathological. The frequent misdiagnosis of Asian and 
other minority patients as paranoid does not take into 
account the response to a strange and alienating envi- 
ronment that in other circumstances might be identi- 
fied as socially congruent adaptive behavior. Similar- 
ly, studies of the incidence of prescribing culturally 
dissonant treatment are worthwhile. 

The recent history of violence in San Francisco and 
the reported incidence of increased interracial mar- 
riages among Asians (5196) (6) suggest the myriad of 
complex problems facing Asian communities, which 
are simultaneously dealing with incoming immigrants 
on the one hand and rejecting parental values on the 
other. The abandonment of the elderly to retirement 
homes and to Social Security programs suggests in- 
creased stress for parents and conflict and guilt for off- 
spring. 

sex-role differences and women's dissatisfaction 
with subservience in marriage (7) deserve investiga- 
tion. Additional data are needed on marital conflict 
resolution across generations, including the incidence 
of divorce and patterns of marriage dissolution. The 
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Psychiatric Disorders in a U.S. Urban Community: 1975-1976 


BY MYRNA M. WEISSMAN, PH.D., JEROME K. MYERS, PH.D., AND PAMELA S. HARDING, M.A. 


The authors point out that new findings in psychiatric 
genetics and psychopharmacology support the 
heterogeneity of psychiatric disorders. They present 
data on the current rates of specific psychiatric 
disorders, using a recently developed diagnostic 
technique in a survey conducted in New Haven, 
Gonn., during 1975-1976. The survey showed that 
depressive disorders are the most common diagnoses. 


PSYCHIATRIC EPIDEMIOLOGY in the United States has 
Been dominated for the last 30 years by the view that 
mental illness is unitary and various diagnostic groups 
represent different manifestations of the same under- 
lying defect in mental functioning (1). This view is par- 
tially a reflection of concern for diagnostic unreliabil- 
ity. Community surveys have assessed frequency of 
overall impairment or symptoms rather than rates of 
specific psychiatric disorders (2-7). Consequently, 
there are no recent data on rates of both treated and 
untreated specific psychiatric disorders based on com- 
munity surveys in the United States (8). 
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New findings in psychiatric genetics and psycho- 


pharmacology support the heterogeneity of psychiatric 


disorders. Moreover, new techniques for improving 
the reliability and validity of psychiatric diagnosis 
have recently been developed (9). It is timely that 
these new techniques be applied to community sam- 
ples. In this paper we will present data on the current 
rates of specific psychiatric disorders, using one of 
these new diagnostic techniques in a recently com- 
pleted survey conducted in New Haven, Conn., during 
1975-1976. 


METHOD 


In 1967 a longitudinal survey of the population of a 
community mental health center catchment area in 
New Haven, Conn., was undertaken (10-12). The 
catchment area has a population of approximately 
72,000 and includes all ethnic, racial, and socioeco- 
nomic groups. 


Sampling 


A systematic sample of 1,095 households was se- 
lected, and 1 adult (18 years of age or over) was chosen 
at random from each household for inclusion in the 
sample. An in-person interview was conducted with 
each respondent in 1967. Of the 1,095 individuals con- 
tacted, 12% refused to be interviewed, 2% could not 
be reached at home to be contacted, and 86% (N=938) 
were interviewed. 

Two years later, in 1969, the same population was 
reinterviewed. Of the original 938, 8% refused to be 
reinterviewed, 11% had moved out of the area, 4% had 
died, and 7796 (N —720) were reinterviewed. With one 
exception, the reinterviewed sample did not differ sig- 
nificantly from the original cohort within any of the 
major categories of the following variables: social 
class, race, sex, religion, marital status, mental status, 
and age. The exception was the under-30 age group, 
which dropped from 25% in 1967 to 19% in 1969 
(p«.01 by chi square). A" 
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1976, the 720 subjects interviewed in 1969 
were again followed up. Of the 720 subjects, 71% 
(N=511) were interviewed, 9% had died, 9% could not 
be located, and 11% refused to cooperate. 

The reinterviewed sample did not differ significantly 
from the original cohort within the major sociode- 
mographic categories with the exception of race and 
class—there were fewer nonwhite subjects and fewer 
from the lower socioeconomic classes (p«.01 by chi 
square). Further analysis showed an interaction be- 
tween these two variables. Among the nonwhite sub- 
jects there was no class difference between those who 
were interviewed and those who were not, but there 
was a difference among the white subjects: 84% of the 
white subjects in social classes I through IV who were 
still living were interviewed, but only 73% of those in 
social class V were interviewed. Among the nonwhite 
subjects the figures were 62% and 60%, respectively. 
Most important, when we examined the symptom stat- 
us in 1967 and in 1969 between subjects interviewed 
and not interviewed in 1975, we found no significant 
differences. However, all rates must be considered in 
the light of the fact that this was a follow-up study and 
subject attrition had occurred. 


Diagnostic Assessment 


Information for making diagnostic judgments was 
collected on the Schedule for Affective Disorders and 

chizophrenia (SADS) (13). The SADS is a structured 
interview guide with an accompanying inventory of 
rating scales and specific items. It records information 
on the subject’s functioning and symptoms. Although 
the name of the instrument suggests that it includes 
information on only affective disorders and schizo- 
phrenia, in fact it is an overall mental status inventory 
and contains the information necessary for making di- 
agnostic judgments for the major psychotic, neurotic, 
and personality disorders. There are several versions 
of the SADS, depending on the time period assessed— 
current, past 5 years, or lifetime. We used the lifetime 
version, which includes an assessment of the subject’s 
current status as well. Appendix 1 illustrates the ques- 
tions for determining the presence of major depres- 
sion. 

On the basis of the information collected on the 
SADS the subjects were classified using the Research 
Diagnostic Criteria (RDC), which are operationalized 
diagnostic definitions (14). 


Interviewers, Training, and Reliability 


There were two raters, one of whom had a master's 
degree and one of whom had a bachelor's degree; both 
had had previous clinical experience. Both raters un- 
derwent a 3-month period of training under the super- 
vision of a person with a doctoral degree who had had 
considerable clinical experience and with the consulta- 
tion of psychiatrists. Following the training period, in- 
terrater reliability was tested and found to be ex- 
cellent. Fifteen separate interviews per rater werz 
completed in which one rater conducted the interview 
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TABLE 1 
Current Rates* of Psychiatric Disorders (N=511) 


Definite 
Diagnosis 
Item Number Percent Number ” Percent 
Current RDC diagnosis ; 
Major depression 19 3.7 3 6 
Generalized anxiety 12 2.4 1 F 
Minor depression 10 2.0 3 6 
Alcoholism  : 7 1.4 6 1.2 
Phobic disorder 6 1.2 1 Be 
Other psychiatric 
disorder 5 1.0 1 2 
Panic disorder 2 4 0 
Schizophrenia 2 4 0 
Borderline features 1 .2 0 
Unspecified psychosis 0 l 2 
Drug abuse 0 3 1.0 
Schizo-affective (manic 
or depressed) disorder 0 0 
Manic disorder 0 0 
Hypomania 0 0 
Obsessive-compulsive 
disorder 0 0 
Lifetime RDC diagnosis 
(personality disorders) 
Depressive personality 23 4,5 ] 2 
Briquet’s disorder 2 4 - 0 
Cyclothymic personality ] Fa 1 2e 
Antisocial personality I Zz 0 


*The rates given in this table are not additive because zn individual could have 
one or more probable or definite diagnoses. 


and the second rater observed and corated the same 
interview. The raters alternated in conducting the in* 
terviews. For the 15 interviews there was complete 
agreement on lifetime diagnosis in 13 of the cases and 
partial agreement on the other 2. In the 2 cases in 
which there was partial agreement, both raters agreed 
for two diagnoses each per subject and disagreed on 
the third diagnosis. For example, both raters agreed 
that 1 subject had a lifetime diagnosis of Briquet's dis- 
order and drug abuse, but one rater felt that the subject 
also had general anxiety and the second rater did not. 
In the 2nd case both raters agreed on the diagnosis of 
major and minor depression, but one rater felt that the 
subject also had drug abuse and the second rater did 
not. Agreement for the current diagnosis was also ex- 
cellent. There was complete agreement in 14 of the 15 
cases and partial agreement in the 15th case. Cases 
were discussed weekly with senior staff, and, when 
agreement on diagnosis could not be reached, another 
interviewer, who was blind to the original diagnostic 
problem, was sent to reinterview the subject. 


RESULTS 
Current Rates of Any Psychiatric Disorder * 


. The interview results show that 15.126 of the popu- 
lation had a definite and 2.7% a probable current psy- 
chiatric disorder, totaling 17:8% of the populatioh with 
a probable or definite current diagnosis. These ds 
include not only the major disorders such as scht 


ar 
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phrenia and major depression, but the more minor 
ones ie as anxiety and the personality disorders. 


«nf Rates of Specific Psychiatric Disorders 


TalXe 1 shows the overall current rates of specific 
disorders arranged in order of frequency of the definite 
diagnoses. Probable diagnoses are also presented. Ma- 
jor depression is by far the most frequent, followed by 
anxiety, minor depression, and alcoholism. The cur- 
rent rate of definite schizophrenia is .4%. No current 
cases of schizo-affective (manic or depressed), manic, 
hypomanic, or obsessive-compulsive disorders were 
found. Only probable cases of unspecified psychosis 
and drug abuse were found. 

Although major depression was the most common 
disorder, the cases involved primarily unipolar depres- 
sions. Data not presented here showed that 1.2% of 

K the subjects had a lifetime diagnosis of bipolar I or II 
depression. These figures were divided evenly: .6% of 
the subjects were bipolar with mania (bipolar I) and 
.6% were bipolar with hypomania (bipolar II). 


Rates of Specific Personality Disorders 


Of the personality disorders, definite depressive per- 
sonality was the most frequent (4.5%) (table 1). 


DISCUSSION 


b This survey of a U.S. urban community in 1975- 
1976 found that about 15% of an interviewed sample 
had a current psychiatric diagnosis and that major de- 
pression was by far the most frequent diagnosis. Con- 
trary to common belief, this study showed that psychi- 
atric diagnoses can be made in the community. Non- 
psychiatric raters can be trained to administer 
structured interviews and to obtain the systematic in- 
formation necessary for making a diagnosis. Subject 
compliance was good. The completion rate was ex- 
cellent: only 11% of the subjects refused to cooperate. 
Interrater reliability was excellent. 

Although psychiatric disorders were common, they 
were not ubiquitcus. Over 80% of the subjects had no 
current diagnosis, either probable or definite, includ- 
ing any type of personality disorder, anxiety reaction, 
or minor depression. Major depression was the most 
frequent diagnosis, accounting for 4.396 of the sample 
when both probable and definite cases were included. 
These figures are still much lower than those found in 
community studies that measured depressive symp- 
toms independent of diagnosis. A recent review of the 
six studies that measured depressive symptoms in the 
community (15) found a consistent report of between 
16% and 4896 current prevalence. Recognizing that 
there are diagnostic differences among studies, it is 

e Still interesting to note that the current rate of 3.7% for 
definite cases of major depressive disorders is close to 

° the 4.4% reported by Sorenson and Stromgren i in Sam- 

89s Denmark, in 1960 (16). 

-` The current rates of definite alcoholism (1.4%) and 





























zation patterns. We may learn if the patients diagnosed 
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definite schizophrenia (.4%) are slightly lowdr thairte " 
pected. The alcoholism rate may have been affected by ; 
reporting, and both of these rates may have been af- 
fected by the higher mortality of these psychiatric pop- 
ulations (17, 18) and by the fact that a higher portion 
of nonwhite subjects and those from the lower social 
classes were not available from the reinterviewed 
sample. The .4% rate for Briquet’s disorder is of inter- 
est because this community rate is somewhat lower 
than the 196—296 reported among treated samples (19). 
The higher rates based on samples from treatment fa- 
cilities may reflect the tendency for these subjects to 
overuse treatment. 

The rates presented here are preliminary, and there 
are limitations in the design of this study that will be 
described in further publications. However, they illus- 
trate the usefulness of the diagnostic approach in a 
community survey. These data will provide baseline 
rates of psychiatric disorders that can be used in fam- 
ily-genetic studies. When the morbid risk of psychiat- 
ric illness in first-degree relatives of probands is ex- 
amined there will be data available on the rates of ill- 
ness in the general population. 

These rates can also be useful ia understanding utili- 


as depressed who are coming for treatment are repre- 

sentative in terms of age, sex, and social class of de- | 

pressed subjects in the community, or if the high rates 7 | 

of depressed women seeking treatment are an artif N 

of help-seeking or a real phenomenon (20). : 
Finally, we believe such information will be neces-  ' 

sary for planning national health programs and for cal- 

culating the costs and allocations of health resources 

in the future. Over the next year this information wil!  * 

become available as we examine the current and life- 

time rates of psychiatric disorders in this community 

and their variations with the sociodemographic char- 

acteristics and treatment of this population. 
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APPENDIX 1 


Interview for Depressive Syndrome 


l. 





Did you ever have a period that lasted x 
week when you were bothered by feeling depfessed, 
sad, blue, hopeless, down in the dumps, that you just 
didn't care anymore, or worried about a lot of things 
that could happen? 


What about feeling irritable or easily annoyed? 
During the most severe period were you bothered by 
any of the following: 


Poor appetite or weight loss, or increased appetite or 
weight gain? 


Trouble sleeping or sleeping too much? 
Loss of energy, being easily fatigued, or feeling tired? 


Loss of interest or pleasure in your usual activities ot 
in sex? 


Feeling guilty, worthless, or down on yourself? 
Trouble concentrating, thinking, or making decisions? 
Thinking about death or suicide? 


Unable to sit still and have to keep moving or the op- 
posite—feeling slowed down and having trouble mov- 
ing? 

Did you seek help from anyone, like a doctor or minis- 

ter or even a friend? i 


Did it affect your functioning in any way— socially; 
your family, your work? 
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‘Adoptees 





BY REMI J. CADORET, M.D. 


Offspring of psychiatrically disturbed and normal 
biologic parents, adopted away at birth, were followed 
up as adults. The psychiatric status of the adoptees 
was determined by adoptive parent and adoptee 
interviews. The incidence of depression was 
l significantly higher in the affective-parented adoptees 

F (3 depressed of 8 adoptees) than in the remaining 
adoptees whose biologic parents had other psychiatric 
conditions or were apparently psychiatrically well (8 
depressed of 118). The results suggest a genetic factor 
in affective disorders. 


Two KINDS OF primary affective disorder, bipolar 
(manic-depressive) and unipolar (depressive) illness, 
| are known to run in families (1). How much of the fa- 
| e milial transmission can be attributed to genetic factors 
K and how much to the environment is an important but 
*as yet unsolved question. Twin studies, which show a 
higher concordence rate for affective disorder in 
monozygotic pairs than in dizygotic pairs, support the 
genetic theory of transmission. There is even sugges- 
tive evidence frem twin studies that type of affective 
disorder (i.e., unipolar or bipolar) is genetically inher- 
ited (2). Direct evidence for a genetic factor has been 
reported: a number of studies have shown genetic link- 
age of bipolar illness with several genes known to lie 
on the X chromosome (3), and one study of unipolar 
depressive families has reported genetic linkage with 
several blood proteins (4). Other types of evidence for 
genetic inheritance, such as adoptee studies, have 
been important in demonstrating a genetic factor in al- 
coholism, antisocial, personality, and schizophrenia 
(5). There has been one recent adoption study of bipo- 

lar affective disorder that supports a genetic factor (6). 
The most direct way to demonstrate evidence com- 
patible with a genetic factor has been to study 
adoptees separated at birth from their biologic parents 
and raised by nonrelatives. For the past 5 years I have 
been engaged in following up such adoptees, selected 
from prjvate adoption agencies on the basis of the re- 
corded presence of psychopathology in one or more 
biologic parents. Some of this material has already 

e been published (7-9). During the course of these stud- 
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ies it became apparent that the number of biologic par- 
ents with affective disorder was small compared to the 
number with other kinds of psychopathology (such as 
mental retardation, antisocial personality, or alcohol- 
ism). This relatively small number of depressive bio- 
logic parents (about 10% of those biologic parents with 
diagnosable psychopathology) may have possibly ac- 
counted for the fact that investigators have studied 
other psychiatric conditions using adoptees but have 
not studied affective disorder. However, by combining 
our previous data with new material obtained from a 
large adoption agency, we have been able to obtain a 
sufficiently large sample to investigate the evidence for 
genetic factors in adoptees separated at birth from 
their biologic parents. 

My purpose in this paper is to present the findings of 
a follow-up studv of adoptees whose biologic parents 7 
had primary affective disorder. Nx 


METHOD 
Selection of Adoptee Sample 


From the pool of adoptions from three private 
agencies (Iowa Family and Children's Service, Des 
Moines, Iowa; Catholic Charities, St. Louis, Mo.; and 
Lutheran Family and Children's Service, St. Louis, 
Mo.), records were searched to provide a sample of 
adoptees who ranged in age from 10 to 38 years old ‘at 
the time of follow-up. For this study we interviewed 
only those adoptees who were 18 years of age or older 
at the time of the follow-up, since this is about the be- 
ginning of the period of risk for affective disorder. All 
records of such adoptions were searched for evidence 
of psychopatholagy in the biologic parents. An experi- 
mental adoptee sample was selected based on the fol- 
lowing criteria: 1) evidence of any psychopathology in 
biologic parent, 2) child separated at birth from biolog- 
ic mother, 3) no further contact of child with biologic 
parents or other biologic relatives, and 4) child 
adopted. Whenever possible, a control adoptee who 
met all of these criteria except the first was selected for 
each experimental adoptee. In two of the agencies 
(Catholic Charities and Lutheran Family and Chil- 
dren's Service), control adoptees were matched on the 
basis of age, sex, and age of biologic mother at time of 
the adoptee's birth. In the sample from the remaining 
agency, controls were matched on all of these vari- 
ables in addition to the time the adoptee spent in foster 
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Core. In this paper, I will describe the findings in 
«adoptees 4ged 18 years and over whose parents con- 
sented to participate in the study. This consisted of 42 
from the St. Louis sample and 84 from the Des Moines 
sample—a total of 126. Of these, 83 were experimental 
and 43 were control. Only 43 matched controls aged 18 
and over were available; it proved impossible to obtain 
reasonable matches on all variables because of the 
very low number of potential control adoptees in the 
higher age range. 


Follow-up of Adoptees 


Adoptive parents of all control and experimental 
adoptees were contacted and asked to participate in 
the study. In both the St. Louis and Des Moines 
sample, the rate of refusal was approximately 25% in 
both groups. An additional 5%--10% in both samples 
could not be located. One adoptive parent of each of 
126 adoptees was given a structured interview that in- 
quired into health and behavior problems of the 
adoptee from infancy through childhood, adolescence, 
and adult life. The interviews were conducted over the 
telephone by a research assistant who was blind to the 
mental status of the biologic parents. In the Des 
Moines sample, telephone interviews were also con- 
ducted with 45 of the 84 adoptees after permission for 
the interview had been obtained from both the adop- 

ue parent and the adoptee. The adoptee was given a 


«*" different structured psychiatric interview designed to 


elicit symptoms of major psychiatric conditions in 
enough detail to apply Feighner's diagnostic criteria 
(10). We were primarily interested in ascertaining the 
presence of unipolar and bipolar affective disorders, 
alcoholism, antisocial personality, hysteric anxiety, 
obsessional neuroses, and schizophrenia. 


Analysis of Data 


Clinical diagnoses were made by a psychiatrist 
(R.J.C.) on each adoptee and biologic parent on the 
basis of all available information. The diagnosis on the 
adoptee was made without knowledge of the biologic 
background, and the diagnosis of the biologic parent 
was made blind to the findings of the adoptee. Criteria 
for diagnosis in the biologic parent were not as strict as 
those for the adoptee because of the smaller amount 
and more uneven quality of information on the former. 
Wherever possible I applied the criteria of Feighner 
and associates (10) to diagnose the biologic parents 
and the noninterviewed adoptees; where this was no- 
possible I used the diagnostic criteria of Cunningham 
and associates (7). Briefly, the depressive criteria for 
these cases required an episodic illness with at leasi 
three recorded symptoms of depression (low mood, 
sleep disturbance, suicide attempt) or a diagnosis of 
depression by a psychiatrist. Criteria for diagnosis of 
affective disorder in interviewed adoptees were those 
of Feighner and associates (10). 

Analysis of the data involved primarily comparisons 
of the incidence of affective disorder in various 
groups. Because of small sample sizes, most of th= 
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tables; a computer program available through\he Uni 
versity of Iowa College of Medicine, Departilven 
Biostatistics, was used. 


comparisons were made by Fisher's exact se 2x2 


RESULTS 


In the experimental group (N=83), 8 of the adoptees ` 
had 1 parent (always the mother) with primary af 
fective disorder. The remaining 75 experimental par- 
ents had other conditions: mental retardation (N —38), 
antisocial personality (N=17), and personality dis- 
orders (N=11) were the most frequent diagnoses. 
Table 1 shows the diagnostic findings in the 16 biologic 
parent pairs in which the parent and/or the adoptee 
was diagnosed as having affective disorder. Of the 
adoptees from the 8 primary affective-disordered bio- 
logic parent pairs, 3 had affective disorder (unipolar 
depression). Of the remaining 75 experimental 
adoptees (from parents with **other psychiatric condi- 
tion"), 4 had unipolar depression; 4 of the 43 control 
adoptees had unipolar depression. There were no diag- 
noses of mania or bipolar illness in the adoptees. The 
comparison between depression incidence in the af 
fective-parented group (3 of 8) and in the ‘‘other psy- 
chiatric condition" group (4 of 75) is significant 
(p=.017; the comparison between the affective and the 
control group (4 of 43) falls short of significance 
(p=.067). There is no difference in incidence of de. 
pression between the remaining experimental group 
(**other psychiatric condition") and the control group; 
hence both are combined into one comparison group 
of 118 with 8 diagnoses of depression in the adoptees. 
The difference in incidence of depression between the 
affective-parented adoptees (3 of 8) and the com- 
parison group (8 of 118) is significant (p.002). 

Of the 8 adoptees whose biologic mother had prima- 
ry affective disorder, 3 are from unipolar and 5 are 
from bipolar parentage. Two of the 3 unipolar-parent- 
ed adoptees had unipolar depression. The incidence of 
depression in adoptees from the unipolar parent group 
(2 of 3) compared with that in adoptees from the ‘‘oth- 
er psychiatric condition” parent group (4 of 75) and 
from the control group (4 of 43) is significant (p=.014 
and p=.041, respectively). Of the 5 bipolar-parented - 
adoptees, 1 had unipolar depression, an incidence not 
different from that of adoptees from the ‘‘other psychi- 
atric condition" parent group or the control group. 
Thus most of the significance in the overall analysis is 
due to the high incidence of depression in the adoptees 
from unipolar parentage. 


DISCUSSION 


The major finding in this study is the significantly 
increased incidence of depression in the adoptees who 
had affective-disordered biologic parents (3 of 8). No 
other parental diagnostic group shows. as high an in- 
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TABLE 1 . . 
TN Biologie Pdrent and Adoptee Diagnoses ~~ 
^. . : 
Mother Adoptee 
Feighner Feighner 
Diagnósis How Diagnosed Criteria Diagnosis How Diagnosed Criteria Sex Age 
Unipolar-depressed MMPI Not met* None Interview F 18 
Bipolar-manic Hospital records Met None Interview F 18 
Bipolar-manic Hospital records Met Unipolar-depressed Interview Met F 23 
Bipolar-manic Hospital records Met Deviating personal- Interview Not met F 22 
: ity traits (suspect- 
ed hysteric) 
Bipolar-manic Hospital records -Met Mood swings of un- Interview Not met F 32 
known cause | 
Unipolar-depressed . Hospital records Met Unipolar-depressed Interview Met M 37 
Bipolar-manic; slow Hospital records Met Mental retardation History of special Met M 24 
learner (retarded) education; low IQ 
Unipolar-depressed Hospital records Not met* Unipolar-depressed History from parents** Not met M 19 
Mental retardation Agency records Met Unipolar-depressed Interview Met M 23 
» Mental retardation Agency records Met Unipolar-depressed . Interview Met F 34 
A Antisocial personality Agency records Not met* Unipolar-depressed Interview Met M 19 
Personality disorder Agency records Not met* Unipolar-depressed Interview Met F 33 
None  - Agency records Unipolar-depressed History from parents Met F 18 
None Agency records Unipolar-depressed Interview Met F 25 
None Agency records Unipolar-depressed Interview Met M FAR 
None Agency records Unipolar-depressed Interview Met M 24 
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*These cases met other diagnostic criteria (7). 





** Antidepressant therepy and psychiatric treatment for several months; symptoms of irritability and social withdrawal were followed by suicide of adoptee at age 


19. 


TABLE 2 
Age Distribution of Adoptees 


Age of Adoptee (years) 
18-20 21-23 24-27; 28-30 31+ 
Diagnosis of ——— 9 — ——— 
Biologic Parent N 2% N dN 9? 65 .N ?6 N P 


Affective disorder 








(N=8) $ 35 —— 20 -F 145 0 2.29.0 
Other psychiatric 

condition 

(N=75) 28 37.3 14 187 9 12.0 5 6.7 19 253 
None (N=43) 23 53.5 6 13.9 8 186 3 70 3 7.0 


cidence of affective disorder in adopted away children. 
Of the 4 depressions in the adoptees from parents with 
other psychiatric diagnoses, 2 are offspring of the 38 
mental retardates, 1 of the 11 personality disordered 


. parents, and-1 of the 17 antisocial parents. None of 


these incidences is higher than the control group (4 of 
43). 

Before the higher incidence of depression in af- 
fective-parented adoptees is attributed to genetic fac- 
tors, it would be useful to examine some other con- 
founding factors that could produce a higher in- 
cidence. One of these is age of the adoptee, since the 
probability of having an affective episode increases 
with age. J'o control for age, we compared the age dis- 
tributions of the adoptees in the affective biologic par- 


ent group with the other comparison groups. Table 2 


Shows the relevant age distributions. The major dif- 
ference in distributions is between the ages of adoptees 
‘froth “other psychiatric condition" and ‘‘no diagno- 
sis" parents: Adoptees from ‘‘other psychiatric condi- 


tion" parents appear to be a bit older, although this 
apparent difference is not significant (x?—6.33, 


© 0S x p«.10) and is explainable in part because older 


adoptees who could not be matched on all of the vari- 
ables were included in the experimental group from 
the St. Louis and Des Moines samples. Furthermore, 
in the Des Moines sample a number of control cases 
were recategorized as experimental because independ- 
ent review of the adoption agency's records revealed 
some evidence of biologic parent psychopathology. 
These factors account for the smaller number of con- 
trols in this studv but also tended to shift the age distri- 
bution, since 1t was usuallv in older records (hence, 
older adoptees) that parental psychopathology had 
been overlooked. However, the actual finding of de- 
pression in adoptees from ‘‘other psychiatric condi- 
tion’’ parents wes 4 of 75, which is lower than 4 of 43 
in adoptees from ‘‘no diagnosis’ parents; therefore, 
the age difference, given that depression incidence in- 
creases with age, should work against finding a higher 
incidence of depression in the affective-parented 
group. Hence age does not appear to be an important 
confounding variable. 

Other possible confounding factors are sex and so- 
cioeconomic class, but the distribution of these vari- 
ables is the same in all the.comparison groups. We did 
find that 3 of the 8 adoptees from the affective-parent- 
ed group had adoptive family members who had psy- 
chiatric problems. This incidence is higher than that 
found in the combined comparison group (p=.018). 
However, only 1 of these 3 adoptees was depressed; 
therefore, the ccrrelation between adoptee affective 
disorder and adoptive family problems is not close. A 
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would be necessary to determine the ulti- 
“mate importance of this factor. 

The history given by one adoptee, who had a psychi- 
atric diagnosis of unknown or uncertain nature, includ- 
ed obsessive thinking about death, marital problems. 
undue sensitivity about being noticed in public places, 
oécasional ideas of reference, and episodes ''every 
spring" of racing thoughts and diminished need for 
sleep for a 2- to 4-week period. No diagnosis was pos- 
sible with the Feighner criteria, but the hypomanic fla- 
vor of some of her symptoms is of interest in view of 
her bipolar parentage (table 1, Sth case). The finding of 
a depressive offspring of a bipolar mother is compat- 
ible with the fact that depressive episodes are far more 
common than manic episodes in individuals with bipo- 
lar illness. 


CONCLUSIONS 


The overall results appear to support the hypothesis 
of a genetic factor in primary affective disorder and, 
although the sample is small, primarily in the subgroup 
of unipolar depressive illness. The identification of a 
genetic factor in unipolar depressive illness is support- 
ed by recently published evidence (4) for genetic link- 
age in early onset unipolar depression (before age 40), 
a group similar to the unipolar illnesses in this study, 
which all began before age 40. Obviously, more data 
are needed to confirm this preliminary finding and also 
to understand other important genetic issues in af- 
fective disorder, one of which is the interaction of dif- 
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dwd the Effectiveness of Phenelzine in Depression 


AS 
BY JONATHAN DAVIDSON, M.D., MALCOLM N. MCLEOD, M.D., AND M. ROBERT BLUM, PH.D. 


The authors treated 16 depressed patients with up to 
90 mg/day. of phenelzine. After acetylation phenotype 
was determined and platelet monoamine oxidase 
(MAO) activity measured, no significant relationship 
was observed between clinical improvement and 
acetylation phenotype or between MAO inhibition and 
acetylation. Discrepant findings regarding acetylation 
phenotype and the effects of phenelzine are discussed. 
The authors do not recommend a sulfamethazine 
phenotype test as a predictor of outcome for 
phenelzine. 


PHENELZINE, A MONOAMINE OXIDASE INHIBITOR anti- 
depressant, is believed to undergo inactivation by 
means of acetylation (1), a process under polymor- 
phous control, with the gene for slow acetylation being 
autosomally recessive (2). It is possible to categorize 
individuals as being either fast or slaw acetylators by 
means of sulfamethazine (SMZ), which is also acetyl- 
ated (3). It is possible to give a test dose of SMZ and 
then measure at a later time the percent that is acetyl- 
ated. In an attempt to examine the relationship be- 
tween acetylation and response to phenelzine in de- 
pressed patients, Evans and associates (1) conciuded 
that the antidepressant effects of the drug were the 
same in slow and fast acetylators, although slow ace- 
tylators had more serious side effects. Their sample 
consisted of neurotic and psychotic depressives, and 
phenelzine was effective in both groups at a dose of 45 
mg/day. Johnstone and Marsh (4), in a later report, 
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Wellcome Co., 3030 Cornwallis Rd., Research Triangle Park, N.C. 
27709. Dr. McLeod is Clinical Assistant Professor of Psychiatry, 
Duke University, Durham, N.C., and Director of Eastern Admis- 
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of Pharmaceutics, School of Pharmacy, University of North Caroli- 
na, Chapel Hill, where Dr. Davidson was Clinical Assistant Profes- 
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M.D., Director of John Umstead Hospital, Dennis Chapron, who 
assisted with acetylation testing, and Helen White, Ph.D., who per- 
formed the assays of monoamine oxidase at Wellcome Research 
Laboratories, Research Triangle Park, N.C. 


treated neurotic depressive outpatients with 90 mg/day 
of phenelzine and demonstrated that slow acetylators 
had a lower final depression score, although the total 
change was the same in both acetylator groups. They 
concluded that in fast acetylators phenelzine was no 
better than placebo and suggested that the SMZ test 
could usefully predict response to phenelzine. How- 
ever, their findings and conclusions have been chal- 
lenged by Carr (5). In view of these discrepant results, 
we decided to include a phenotype test for acetylation 
as part of a study to compare phenelzine and imipra- 
mine in depressed inpatients. We were interested in 
clarifying two relationships—one between phenotype 
and response to phenelzine and the other between ace- 
tylation and MAO inhibition. 


METHOD 


This report is based on 16 selected inpatients who 
had primary unipolar depression or depression secon- 
dary to anxiety state. Three other patients who re- 
ceived phenelzine could not be included because they 
were allergic to sulfonamides and could not be given 
the SMZ test. After informed consent was obtained, a 
placebo was administered for approximately 1 week, 
during which time acetylation phenotyping and plate- 
let MAO activity were measured. Patients who im- 
proved only minimally with placebo were assigned to 
receive one of the antidepressznts in accordance with 
a prearranged randomized code; medication was given 
double-blind. The 16 patients who received phenelzine 
are the subject of this report. 

Testing for acetylation phenotype was as follows. 
Patients fasted overnight. SMZ powder, 20 mg per 
kilogram of body weight, was given as a suspension. 
Five hours later subjects were asked to pass urine, and 
this specimen was discarded. They then consumed 8 
ounces of water, and all urine passed until the end of 
the eighth hour was collected ard frozen until analysis. 
Certain drugs that interfere with the assay were not 
permitted at the time of testing; these included other 
sulfa drugs, aminosalicylic acid, isoniazid, hydrala- 
zine, phenobarbital, and acetaminophen. The quantity 
of acetylated SMZ was determined by the method of 
Bratton and Marshall (6). Free and total SMZ were as- 
sayed separately; the difference between them is equal 
to the acetylated fraction, which is expressed as a per- 
centage of total SMZ in urine. The clinical investiga- 
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.^ tors were dnaware of gach individual's phenotype until 
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that subjedt had completed treatment. The investigator 
responsible for SMZ assays did not know which anti- 
depressant had been given to the subjects until com- 
pletion of the study. 

Platelet MAO activity was determined as follows. 
Bfood samples (10 ml) were drawn into plastic syringes 
containing 0.2 ml at 10% EDTA at pH 7.4. Samples 
were obtained at the same time of day and kept at am- 
bient temperature for no longer than 2 hours before 
separation and washing of platelets by the method of 
Robinson and associates (7) at 8-10°C. Platelet sus- 
pensions were frozen at —20°C immediately after sepa- 
ration. MAO in lysed platelets was assayed with !*C- 
tryptamine (1074M, 8.3 mCi/mmol) as substrate (8). All 
assays were done in duplicate. Blank assays for each 
platelet preparation were performed with a concentra- 
tion of 2 mM pargyline. Enzyme activity is expressed 
as nanomoles per hour per milliliter of whole blood. 

Expression of MAO activity as nanomoles of prod- 
uct per hour per milliliter of whole blood is uncon- 
ventional, thus making it difficult to compare our re- 
sults with those of other workers who express activity 
in terms of platelet protein. Our group has discussed 
some of the experimental variables that affect the as- 


. say for MAO activity (9). For example, a slight change 


in centrifugation procedure can result in a twofold in- 
crpase in MAO activity when expressed as nanomoles 
per hour per milliliter of whole blood, because of an 
increased platelet yield; however, MAO activity is 5 
times lower if expressed as nanomoles per hour per 
milligram of protein, because of a much greater protein 
concentration in the extract. Since assay techniques 
vary, we feel that at the present time there is no uni- 
formly satisfactory way to express MAO activity, 

Phenelzine was given for a total of 3 weeks, as toler- 
ated, up to a maximum dose of 30 mg t.i.d. Instruc- 
tions were provided regarding which foods, drinks, 
and medications patients should avoid. Clinical ratings 
were made with the Hamilton Depression Rating 
Scale (10) and the Beck Depression Inventory (11) at 
weeks 0 and 3. 


RESULTS 


Before we began this study, we had phenotyped 70 
subjects, including the 16 reported here. A bimodal 
distribution of acetylation was observed, with a cutoff 
point at 65% discriminating most accurately between 
fast (N=25) and slow (N=45) acetylators (figure 1). 
The ratio of fast to slow acetylators varies among dif- 
ferent population groups (12). 

Of the 16 patients in this report, 11 were slow and 5 
were fast acetylators. All patients, except for 1 who 
was a slow acetylator, were nondelusional. Ther2 
were 14 women and 2 men; their mean ages were 45.) 
and 40.2 years for slow and fast acetylators, respec- 
tively. Table 1 shows initial depression scores, im- 
provement in scores after 3 weeks and percent cf 
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FIGURE 1 : 
Distribution of Acetylation Rate Using Sulfmethazine Lodding Test 7 = 
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TABLE 1 
Depression Scores, MAO Inhibition, and Acetylation Phenotype : 


Acetylators 


Slow (N11) Fast (N=5) © 
Item Mean SD Mean SD 
Before treatment 
Hamilton score 27.7 4.7 29.4 7.8 
Beck score 29.8 10.0 27.4 “A2 
Improvement at 3 weeks 2 
Hamilton score 16.4 8.0 24.0 8.4 
Beck score 16.2 11.5 24.2 10.3 
Platelet MAO 
inhibition at 3 weeks 65.3 24.6 ' 81.9 11.9 


platelet MAO activity inhibition at 3 weeks. No signifi. 
cant differences are observed between groups with re- 
spect to improvement or inhibition of MAO. 

If the one delusional depressive is removed from 
data analysis, differences in outcome between the 
groups are still nonsignificant (t 1.4, Hamilton scale, 
and t=1.09, Beck scale, two-tailed t test, df=13). 

Although all 16 patients were initially given 30 mg 
t.i.d. of phenelzine, side effects from phenelzine led to 
a dose reduction in 5 patients, 4 of whom were slow 
acetylators; thus, the mean daily drug doses were 77 
and 87 mg for slow and fast acetylators, respectively. 


DISCUSSION 


Our data suggest that acetylation phenotyping is not 
helpful in predicting the clinical response to phenel- 
zine and that there is no relationship between acetyl- 
ation phenotype and platelet MAO inhibition after 3 
weeks of therapy with phenelzine. Apart from the 
presence of 2 men and 1 delusional depressive in the 
slow acetylator group, there were no important inter- 
group diagnostic differences. 

When our inpatient data are combined with similar 
findings from 13 depressed outpatients to produce a 
larger sample of 29, our findings remain the same. (A 
population of depressed outpatients was treated with 
up to 90 mg/day of phenelzine as part of a drug tom- 
parison, but no measures of MAO activity were avail- 
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TABLE 2 


Clinical Improvement for Combined Inpatient and Outpatient Popu- 
tions Treated with Phenelzine 


Improvement 
4 “ 
Acelvtator Mean Dose of Hamilton Scale Beck Scale 
Status Phenelzine (mg) Mean SD Mean SD 
Slow (N=19) VEZ 14.6 7.4 13.3 9.9 
Fast (N=10) 75.0 19.5 7.6 18.3 10.0 


able.) In table z it can be seen that there is no signifi- 
cant difference in outcome on the Hamilton or Beck 
scales, nor is there any significant difference in the 
dose of phenelzine between the groups. Dose reduc- 
tion due to treatment-emergent side effects was re- 
quired in 13 patients, 8 of whom were slow acetyl- 


“ators. 


The absence of a relationship between improvement 
and acetylation phenotype is not surprising when one 
remembers that phenelzine, as an irreversible hydra- 
zine inhibitor of MAO, produces effects that last for a 
considerable period of time beyond the presence of 
drug in tissue. There is also evidence that another 
hydrazine compound, iproniazid, is rapidly metabo- 


lized in rats, yet its effects on MAO last for several 


days (13). The discrepancy between rate of elimina- 


tion and duration of MAO inhibition makes it unlikely - 


that acetylation can be used to predict the degree to 
which phenelzine inhibits MAO. A report (14) on the 


*intramuscular administration of nialamide (a hydrazine 


MAOI) concluded that no relationship existed be- 
tween outcome and rate of metabolism. 

The differences between our findings and those of 
Evans and associates (1), Johnstone and Marsh (4), 
and Johnstone (15) may be explained in part by the 
fact that there are two genotypes for fast acetyl- 
ation (16), which are not identifiable by the SMZ test. 
The SMZ test, by permitting a measure of the percent- 
age of acetylsulfamethazine, can only separate two 
phenotypes. If another elimination factor, the meta- 
bolic clearance of sulfamethazine, is measured, then a 
trimodal distribution is suggested, which may corre- 
spond to homozygous slow, homozygous fast, and het- 
erozygous fast acetylator genotypes (17). In the same 
study it was shown that plasma levels of acetyl- 
sulfamethazine were 50% higher in the homozygous 
fast acetylator compared with the heterozygous fast 
acetylator. If the same findings apply to phenelzine, it 
must be acknowledged that this and other stud- 
ies (1, 4, 15) have failed to distinguish the two dif- 
ferent fast acetylator genotypes. A significant dif- 
ference in the ratio of heterozygous to homozygous 
fast acetylators in a particular study population could 
affect the outcome. Metabolic clearance determination 
is probably a more satisfactory reflection of acetyl- 
ation capacity, and we hope that such a study will be 
undertaken with phenelzine. 

The lack of relationship between MAO inhibition 
and acetylation phenotype in our study confirms a sim- 
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ilar finding by Johnstone (15), who used urinhry trypta- - 


mine as an index of MAO inhibition and found no dif- 
ference between acetylator groups at 3 weeks. In 
Johnstone’s study fast acetylators took longer to 
achieve the same level of enzyme inhibition than slow 
acetylators, but inspection of our unpublished data on 
MAO activity at the end of weeks 1 and 2 does rfot 
support this observation. Since MAO inhibition is af- 
fected by drug dose, the use of a flexible dose in- 
troduces another variable that must be considered a 
limitation to the validity of our conclusions on the rela- 
tionship between acetylation status and MAO inhibi- 
tion. 

These findings, together with other variables such as 
age, sex, type of depression, and drug dosage, make 
prediction of response to phenelzine a complicated 
matter that is unlikely to be resolved by the determina- 
tion of acetylator phenotype. It remains to be seen 
whether the identification of acetylator genotype by 
means of metabolic clearance studies would be more 
useful. 
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“Inhibition of Platelet Monoamine Oxidase in Depressed Subjec S 


Treated with Phenelzine 


BY JONATHAN DAVIDSON, M.D., 


The authors treated 19 depressive inpatients double- 
blind with a mean dose of 78 mg/day of phenelzine for 
3 weeks to determine the possible relationship between 
monoamine oxidase (MAO) inhibition and the 
effectiveness of phenelzine. Clinical ratings made on 
the Hamilton Depression Rating Scale, the Beck 
Depression Inventory, and the SCL-90 indicated a 
minimum of 60% MAO inhibition had to be achieved 
for the drug to be consistently beneficial. 


THE BIOGENIC AMINE theory, which holds that depres- 
sive illness is associated with a functional deficit of the 
neurotransmitters norepinephrine (1) and/or sero- 
tonin (2), has been widely accepted as useful in the 
understanding of depression. Symptoms of depression 
are amenable to antidepressant drugs, the ef- 
fectiveness of which is believed to depend on their 
ability to correct this deficiency by increasing neuro- 
transmitter activity. 

The monoamine oxidase inhibitors (MAOIs) dimin- 
ish the effect of MAO, an enzyme important in deter- 
mining the rate at which norepinephrine and serotonin 
are metabolized. Earlier attempts to demonstrate a 
relationship between enzyme inhibition and the effects 
of MAOIs have been inconclusive (3~5), but recent 
work by Robinson and associates (6) and Ravaris and 
associates (7) has indicated the importance of achiev- 
ing 80% MAO inhibition if phenelzine (an MAOD is to 
be consistently superior to placebo. 

Recent studies on the activity of MAO in psychosis 
have produced widely different conclusions. Some of 
the reasons for these differences (e.g., choice of sub- 
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strate, assay, and diagnostic criteria) have been dis- 
cussed by our group (8). In this paper, we report ob- 
servations on the relationship between platelet MAO 
inhibition and response to phenelzine in a group of 
nondelusional depressed patients who were included 
in a comparative evaluation of two antidepressants. — 
We will examine the possibility of a relationship be- 
tween the antidepressant effect of phenelzine and the 
inhibition of MAO in platelets and seek to identify a 
minimum level of enzyme inhibition. 


METHOD 


The study from which our observations are derived 
was a comparison of phenelzine and imipramine in de- 
pressed inpatients who received treatment on a dou- 
ble-blind basis with one of the active drugs after ap- 
proximately 1 week ori placebo. Depression was diag- . 
nosed according to the criteria of Feighner and associ- " 
ates (9); bipolar patients, schizophrenics, and individ- 
uals with organic brain disease were excluded. All pa- 
tients gave informed consent. Phenelzine was adminis- 
tered for 3 weeks up to a maximum dose of 30 mg t.i.d. 
(mean dose, 78 mg/day). Clinical ratings were made 
with the Hamilton Depression Rating Scale (10), the 
Beck Depression Inventory (11), and the SCL-90 (12). 

Assay of platelet MAO activity was conducted prior 
to treatment (after subjects had taken placebo for 1 
week) and was repeated after 3 weeks on phenelzine. 
Platelets were extracted by the method of Robinson 
and associates (13), and MAO activity was measured 
by a standard method (14); 20 ml of blood yielded 1 ml 
of platelet preparation containing 2 mg of protein. 
Platelets were disrupted by freeze-thawing rather than 
sonication, since the latter procedure may lead to 
some loss of enzyme activity. Enzyme activity was de- 
termined with 14C-tryptamine as substrate and is ex- 
pressed as nanomoles of substrate per hour per millili- 
ter of platelet preparation. This rather unconventional 
way of expressing MAO activity is discussed in the 
preceding article in this issue (15). 


RESULTS 
Overall, the phenelzine proved effective for the 19 


patients (16 women, 3 men; mean age, 42.0 14.5 years) 
in our sample population. Their mean pretreatment 
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and posttfeatment values for platelet MAO activity 

ere 13.8=12.7 and 3.47£3.9 nmol/hour per milliliter, 
re tively. Their mean initial scores on the Hamil- 
ton and Beck scales were 28.4+5.4 and 30.1+5.7, re- 
spectively, which dropped 19.0+7.7 and 19.5+11.2 
points, respectively, after treatment. 

After 3 weeks of phenelzine therapy, three groups 
were identified. Group 1 comprised those subjects in 
whom MAO inhibition was above 80% (N=7), group 2 
was those subjects whose MAO inhibition was be- 
tween 60% and 79% (N=6), and group 3 included 
those whose MAO inhibition was under 60% (N=6). 
On the Hamilton and Beck scales, respectively, scores 
for group 1 dropped 24.6+4.6 and 21.7+3.0 points, 
group 2 dropped 19.8+6.2 and 27.1+7.8, and group 3 
dropped 9.6+7.5 and 11.0x8.9. Jonckheere's test (16) 
was used to demonstrate whether there was a step- 
wise relationship between enzyme inhibition and im- 
provement, i.e., group 1 doing better than group 2, and 
group 2 better than group 3. This relationship was 
found with the Hamilton rating scale (z=2.88, p=.002) 
but not with the Beck scale (z—1.01, p.156). 

Two-tailed Student's t tests revealed that on both 
scales phenelzine was consistently more effective above 
60% inhibition. Comparison of group 1 with group 3 


showed differences on both scales, reaching signifi- . 


cance with the Hamilton rating (t=4.00, p<.01, and 
t=2.1, p«.1, df=11, Hamilton and Beck scales, re- 
spectively). A comparison of group 2 with group 3 also 
showed significantly greater improvement for group 2 
on both scales (t=2.33, p<.05, and t=3.02, p<.02, 
df=10, respectively). No differences were observed 
between groups 1 and 2. 

The SCL-90 was used in the study to identify symp- 
tom complexes that may respond preferentially to phe- 
nelzine. We determined the sum of rank orders for 
change of score in groups 1, 2, and 3 on various items 
on the SCL-90. A significant difference was found on 
measures of somatization (Kruskal-Wallis H-5.65, 
p«.025) and on depression (H 27.9, p<.005), for 
which groups 1 and 2 combined showed greater im- 
provement than group 3. No.significant differences 
were found between the three groups on the following 
items: obsessive-compulsive, interpersonal sensitivi- 
ty, anger, phobia, paranoia, and psychoticism; how- 
ever, on the psychic anxiety item the difference ap- 
proached significance (H=3.4, p«.1). 

Mean doses of phenelzine did not differ among the 
groups—79, 75, and 82 mg/day for groups 1, 2, and 3, 
respectively. 


COMMENT 


e 
Our data indicate that a minimum 60% reduction of 
MAO activity is necessary for phenelzine to be uni- 
formly effective in nondelusional depression. Other 
workers (6, 7) demonstrated a superiority of phenel- 
zine'over placebo at levels of MAO inhibition greater 
than 80%, using benzylamine as substrate and ex- 
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presens activity-of MAO as nanomoles of: substrate 

per hour per milligram of platelet protein’ The dit- 
fent substrate and expression of activity may ac- 
count for this difference, but even in our smaller se- 
ries, subjects who achieved 80% enzyme inhibition did 
better than those who achieved 60% as measured on 
the Hamilton scale. Further work with a larger seriés 
and using multiple substrates is indicated in order to 
clarify whether a distinct threshold exists. 

Failure to use a fixed dose of phenelzine is a limiting 
factor in our results. The full dose of 90 mg/day was 
attained in all cases but had to be reduced in a few 
because of side effects. Had maximum dose been 
maintained throughout, it is likely that persistence of 
side effects would have detracted from the drug’s ben- 
efit. Whether or not this is correct, the introduction of 
this artifact may be seen as a methodological weakness 
of the study. 

In some patients who received 90 mg/day of phenel- 
zine, enzyme inhibition was often insufficient and clin- 
ical response unsatisfactory, suggesting that on occa- 
sion it may be necessary to exceed this dose. 

Use of the SCL-90 confirms the effectiveness of phe- 
nelzine as an antidepressant and indicates a marked 
advantage of the drug on symptoms of somatic anx- 
iety. The value of MAO inhibitors in general, and 
phenelzine in particular, in controlling the somatic 
manifestations of anxiety has been stressed else- 
where (6, 17, 18). 

A consensus seems to be emerging that the antide- 
pressant effect of phenelzine is related to degree of en- 
zyme inhibition, with platelet MAO as an index even 
though platelet MAO (type B) may not accurately re- 
flect brain MAO. Platelet MAO measurement presents 
technical problems that make it difficult for such an 
assay to become routine, but we hope that eventually 
the measurement of MAO activity will become estab- 
lished as a routine test in patients receiving MAO in- 
hibitors, just as plasma drug levels are being measured 
in patients receiving tricyclic antidepressants. 
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The Effect of High Doses of Vitamin B, on n Autistic Children: A 


Double-Blind Crossover Study 


BY BERNARD RIMLAND, PH.D., ENOCH CALLAWAY, M.D., AND PIERRE DREYFUS, M.D. $ 


The authors used data from an earlier nonblind study 
to identify 16 autistic-type child outpatients who had 
apparently improved when given vitamin B, 
(pyridoxine). In a double-blind study each child's Bg 
supplement was replaced during two separate 
experimental trial periods with either a Bg supplement 
or a matched placebo. Behavior was rated as 
deteriorating significantly during the B, withdrawal. 


IN A PREVIOUS STUDY of 200 children with autistic 
symptoms treated with an experimental vitamin regi- 
men (C, B,, niacinamide, and pantothenic acid), Rim- 
land (1, 2) noted that B, (pyridoxine) appeared to be 
the key factor in some of the observed behavioral 
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changes. He also reviewed the literature on vitamin 
treatment in autism and found additional support for 
the idea that B, may be beneficial in certain cases. 
Subsequently, some of the parents participating in the 
study reported to Rimland that their children had re- 
lapsed on withdrawal of B, and improved when the vi- 
tamin was again given. 

Having identified B, as the vitamin most likely to be 
effective and having a group of children who appeared 
to be responsive to Bs, we undertook evaluation of the 
effectiveness of megavitamin amounts of B, by con- 


ducting a double-blind withdrawal of B, from autistic- 


type children who were believed to be behaviorally re- 
sponsive to it. Specifically, we predicted that during B, 
withdrawal behavior would deteriorate. 


METHOD 
Subjects 


From the files of the Endesa who had participated 
in Rimland's original megavitamin/cluster , analysis 


study (1, 2) we located 20 children who had apparently. 


improved on Bg, relapsed on withdrawal of B,, and im- 
proved again when B, was instituted. None of the chil- 
dren was taking B, alone. All were taking other vita- 
mins and minerals, and some were also taking drugs. 
Although all of these children were considered im- 
proved by their megavitamin regimes, none was con- 
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sidered c&red. In some cases the informal withdrawal- 

lapse experiences reported by the parents had in- 
và the withdrawal of other vitamins, minerals, and 
drugs in addition to the withdrawal of B,. Letters of 
inquiry to the 20 families brought responses from 16 
who agreed to participate. | | 

One parent declined to participate because of the 
observation that after each restart it took the child 
longer than before to achieve maximum behavioral im- 
provement. Rees (3) also observed that some children 
respond less well to the megavitamin treatment when 
it is reinstated than they did on its initiation. 


Procedure 


Each of the 16 children who participated in the study 
was put through a five-phase procedure as follows: 
phase one—baseline 1; phase two—test period A, B, 
or placebo; phase three—-baseline 2; phase four—test 
period B, B, or placebo; and phase five—baseline 3. 
Thus, all subjects took B, through four out of five 
phases. | 

Although all of the children were uniformly assigned 
to the five phases described above, the experimental 
procedure was individually tailored to fit each child as 
follows: 

]. Each child was continued on the same vitamins, 
minerals, or drugs he or she had been taking routinely 
before the study. 

2. The B, and placebo given in phases two and four 
were specially prepared as a tablet, capsule, or vitamin 
mix powder so as to be indistinguishable from each 
other and to be in the form that the child was accus- 
tomed to. 

3. The duration of the five experimental phases was 
based on the parents' experience of the time it took 
their child to respond to the initiation or withdrawal of 
the megavitamin regime. 

4. The child's behavior was recorded by parents and 
teachers using both narrative notes and individually 
developed target symptom checklists (TSCLs) (4). 
The TSCLs were prepared after several telephone and 
mail contacts with the child's parents and teachers. In 
most instances the families, which were widely spaced 
geographically (California to Florida), were also per- 
sonally visited by a project research assistant who 
went over the details of the study design and the TSCL 
with the parents and teachers. Sometimes the same 
TSCL could be used both at home and at school. In 
other cases different checklists were needed. Once the 
content of the TSCL was satisfactory to the parents 
and teachers, a supply of each was printed and sent to 
the families and schools for completion and return to 
us on a prearranged schedule, either daily or biweekly 
depending «n the duration of the child's participation 
in the study. Enclosed in the packets addressed to the 
families was a schedule telling them the length of each 
of the five phases and instructions for conducting the 
experiment, as well as self-addressed envelopes for re- 
turning the completed TSCLs. Teachers also received 
this packet. `. | 
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The parents were asked to adhere closely to the in- , 
structions. However, they were told they could termi- : 


nate phase two or four if there was severe deteriora- 
tion in their child's behavior. In such cases they could 
go on to the next phase (that is, to phase three or phase 
five). Thus, the parents could reinstate the usual B, 
dose themselves if their child seemed to respond badly 
to the unknown supplement. 

At the conclusion of phases two and four a morning 
urine sample was collected from each child and frozen. 
The remaining contents of the B, and placebo bottles 
from phases two and four were also saved for laborato- 
ry analysis as a inal check on the identity of the mate- 
rials and the bicavailability of the Bg (5). 


RESULTS 


The results are summarized in table 1. After all data 
were collected on all subjects, Callaway, Rimland, and 
a research assistant studied the TSCL ratings and the 
narrative material. Each then rated test periods A and 
B for each child to indicate the child's behavior during 
the rated period compared with behavior during the 
baseline periods. Callaway and Rimland then jointly 
assigned a single overall behavior rating based on an 
]I-point scale on which +5 indicated that the child's 
behavior during test period A (phase two) was marked- 
ly better than during test period B (phase four); a score 
of —5 meant that the child had done markedly better 
during test period B than during test period A. After 
Callaway and Rimland had assigned ratings to all 16 
cases, Dreyfus disclosed the contents of the bottles, 
i.e., which had contained B, and which had contained 
placebo. As can be seen in table 1, the raters, using the 
hypothesis that behavior would deteriorate on with- 
drawal of B,, correctly classified the placebo periods 
for 11 of 15 children. 

In the case of the 16th child, the raters were unable 
to discern a behavioral difference between the A and B 
test periods. According to the code, bottle B should 
have contained the B,. On analyzing the contents of 
the remaining capsules in the A and B bottles for child 
16, it was discovered that both bottles contained B,. 
Furthermore, the urine samples taken from this child 
at the end of test periods A and B both showed high 
loadings of pyridoxic acid in the urine. The source of 
this error is unknown, but the data for child 16 were 
removed from subsequent analysis. 

Another discrepancy appezred in the case of child 
14. This is 1 of the 4 whom the raters had misclassified 
as being on placebo when, according to the code, he 
was actually on B4. Laboratory analysis of the tablets 
in bottle A indicated that they were, in fact, B, as ex- 
pected. However, the pyridoxic acid level in the urine 
sample collected at the end of test period A was only 
5.85 ug/ml, compared with 18.11,g/ml in the urine côl- 
lected after test period B. Despite this discrepancy, it 
was decided to leave the data for child 14 in the data 
analysis because leaving them in militated ‘against 
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US . Data for 16 Subjects in a Double-Blind S Ro Study of Vitamin B. 
$ Number of Days u 


to Relapse Pyridoxic Acid 
Autism Behavior -Dose 0L By Day Previous Current Devel nue teem) 

Child Age Sex Score* Ratings** mg mg/kg Study Study Test Period A Test Period B 
1 14 Male. +18 —5§ 400 7.3 7 I 0.7 2.5 
2 11 Male +16 -1 75 2.4 42 — 1.0 2.0 
3 13 Male —32 —4 450 8.6 28 16 2.4 73.5 
4 13 Female +24 —3 200 3.5 10 6 1.4 130.7 
5 18 Female 0 t$ 300 6.6 14 — 4.8 37.7 
6 14 Female — 4 +3 500 6.3 14 — 1.4 361.7 
7 11 Male +42 —4 800 25.1 3 3 1.0 47.9 
8 10 Male +33 —3 150 5.4 7 5 1.0 22 
9 17 Male —25 +I 450 9.4 28 — 58.8 1.9 
10 19 Male =.3 +3 450 9.4 28 10 17.1 2.0 
11 8 Female +29 —2 300 9.4 6 — 25.7 5.1 
12 4 Male 4-24 +5 100 5.5 7 I 44.8 1.4 

13 12 Male + 9 +5 100 3.7 7 9 13.4 65 ° 
14 10 Male +26 -] 150 4.9 2 — 5.9 18.1 
I5 14 Male +16 +} 450 5.8 28 — 61.7 1.9 
16 11 Male 0 0 3,000 94.3 14 — 181.5 272.3 


*A score of +20 indicates definite presence of infantile autism (6, 7). 
**For patients 1-8, placebo was administered during test period A and B, during test period B; the mean behavior rating for this group was —1.50+3.63. For 
patients 9-16, B, was administered during test period A and placebo during t2st period B; the mean behavior rating for patients 9-15 was + 1.714£2.75. Student's 


one-tailed t test for the difference between means was 1.79 (p«.95). 


rather than supported our hypothesis and because it is 
possible that the laboratory or parents had mislabeled 
tife urine sample. 

The mean of all behavior ratings was 0, indicating no 
consistent difference between first and second test pe- 
riods. However, when the mean for the group that re- 
ceived placebo first was compared with the mean for 
the group that received placebo second, the two mea- 
sures differed significantly by one-tailed t test in the 
predicted direction (t=1.91, p«.05, df=13). 


Comment 


The results show the predicted change in the chil- 
dren's behavior at an acceptable level of statistical sig- 
nificance. This is true even with the inclusion of a case 
in which analysis of the child's urine raised questions 
as to whether the parents gave the materials to the 
child in the proper order. It is also interesting to note 
that although there were only 4 girls in the study, 3 of 
the 4 patients whose reactions were contrary to predic- 
tion were girls. 

Certain problems with this study need to be kept in 
mind. This was a heterogeneous group of children. 
Their ages ranged from 4 to 19 years, and only half of 
the cases showed scores above the level Rimland uses 
to separate out the classical cases of Kanner's syn- 
drome from other childhood psychoses (6, 7). The B, 
doses varied widely, as did the amount of time taken 
for relapses on previous occasions when B, had been 
withdrawn. A withdrawal study such as this does not 
rule out the possibility that something like pyridoxine 
addiction exists and that worsening on withdrawal 
might occur even though no improvement had oc- 
curred iniially. This alternative seems unlikely. The 
largest effects of withdrawal in our study were seen in 
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children receiving only 100 mg of B, a day. Never- 
theless, this possibility does need to be ruled out ex- 
perimentally. 

All of the children were receiving a variety of other 
agents, including usual doses of vitamins, minerals, 
and drugs as well as megadoses of ascorbic acid and 
niacin. The roles of these other agents remain com- 
pletely uninvestigated. 

Finally, a study carried out in such widely scattered 
locations leaves many variables uncontrolled. The rat- 
ings made by parents and teachers were of unspecified 
reliability. Indeed, the clinical judges found the narra- 
tive summaries generally more useful than the TSCLs 
for evaluating the children's clinical changes. Children 
living in a home environment are also subject to many 
uncontrolled factors that might influence their behav- 
ior. These include visitors in the home, changes in 
school routine, and intercurrent illness. 

Therapeutic responses to B, in children with autism 
and related disorders should not be surprising. Boullin 
and associates (8, 9) reported a marked increase in 
serotonin efflux from the platelets of children with 
classical infantile autism as compared with those of 
both nonautistic psychotic and normal control groups. 
Large doses of B will elevate serotonin lev- 
els (10, 11). These findings as well as the work of 
Heeley and Roberts (12) a decade ago make it plau- 
sible that supplemental B, may correct, or- partially 
correct, a tryptophan-related metabolic error. 

More recently, Goldstein and associates'(13) found 
and Lake (14) confirmed that the level of dopamine £- 
hydroxylase is low in children with some subtypes of 
autism. These and other investigators (15) also re- 
ported low plasma serotonin levels in other subgroups 
of autistic children. Theoretically, both ‘of these meta- 
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bolic erfors might be helped by supplementation with 


«additional B,. Rosenberg (16) also noted that vitamin 


is required in large amounts in about half of the doz- 
en or so disorders known to be due to genetic vitamin 
dependencies. 

As far as we have been able to determine, there is no 
evidence that massive doses of B, have been or can be 
harmful. Wilcken and Turner (17) reported a decrease 
in the level of blood folate in homocystinuric children 
receiving megadoses of B, for an extended time but 
reported no anemia, morphological changes in blood 
cells, or other problems. They recommended accom- 
panying the B; with a small supplement of folate in 
order to avoid any problems that might be associated 
with a folate deficiency. Rimland (2) noted that some 
children experienced increased irritability, sound sen- 


. sitivity, and enuresis when Bẹ was given in large 


amounts, but these problems promptly disappeared 
when increased amounts of magnesium were added to 
these children's dietary intake. 

In short, B, seems a safe agent of potential value in 
the management of autistic-type children. In view of 
accumulating evidence for metabolic disorders in such 
cases, further investigations seem merited. 
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‘Phantom Bite Syndrome 


BY JOSEPH J. MARBACH, D.D.S. 


Despite repeated treatment failures, some individuals 
seek bite correction from a succession of dentists. 
Their pathological narcissism focuses on their bite, in 
a manner reminiscent of phantom limb phenomena. 
The dentist's diagnosis and treatment are manipulated 
until the patient claims them a failure and consults 
another dentist. The author suggests that this 
behavior represents a defense against paranoia and 
severe personality disorders. 


SOME MENTALLY ILL PATIENTS escape the psychia- 
trist's scrutiny because their presenting symptoms are 
perceived as primarily organic by patients and doctors 
alike. One such group of patients suffers from a belief 
that compels them to consult one dentist after another, 
ostensibly seeking “‘bite correction.” Unlike the more 
familiar atypical facial pain patient, these patients gen- 
erally do not complain of pain. The few who do pre- 
sent with pain are unconvincing; they lack signs of 
autonomic arousal. 

These consultations mav start at any age but often 
begin in adolescence following completion of initial or- 
thodontic treatment or during young adulthood after a 
significant dental treatment. The history typically be- 
gins with the patient describing the first treating dentist 
in positive terms. He is remembered as kind and com- 
petent. The results of treatment are described as al- 
most perfect but usually contain a minor flaw making 
further treatment necessary, always with another den- 
tist. The patient's image of the original dentist remains 
separated from that of subsequent dentists, who are 
seen as incompetent or even evil. The patient often 
describes the dental apparatus used in treatment in 
terms reminiscent of Tausk's ''influencing ma- 
chine"' (1). The dentist is seen as the persecutor, and 
his drugs and equipment the means by which he car- 
ries out the persecution. 

At the initial visit the patient displays assorted relics 
of past treatment. Besides scores of radiographs of the 
teeth and photographs of the patient purportedly 
showing the teeth, he or she usually presents neatly 
packed molds of the jaws. Gold caps and wire and 
plastic dental appliances, rejected by the patient as un- 
suitable, complete the evidence. The history reveals a 
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succession of treatment attempts, the more successful 
failing at the critical moment when perfection of the 
bite was almost achieved. The patient perceives the 
less successful encounters with dentists as doomed 
from the start and quickly abandons them. 

The patients described herein display many behav- 
ioral characteristics associated with the phantom limb 
patient (2-4). However, instead of a limb it is their bite 
that they perceive as amputated yet recoverable 
through dental treatment; ‘“‘bite’’ is used here to mean 
the sensation derived by placing the maxillary and 
mandibular teeth in contact. Individual papers de- 
scribe other limb phantoms such as breast (5), eye (6), 
penis (7), etc.; however, there are few references to 
teeth and none to the bite. The reports of teeth deal 
solely with extracted teeth, and their focus is on pains 
which is generally absent in this group. Riddach states, 
‘But, so far as I know, pain is not a feature of these 
non-limb phantoms, except in regard to teeth, which 
persist in this guise only when painful’’ (8). Evidence 
exists that peripheral and central nervous system» 
mechanisms may contribute to phantom phenome- 
na (9). 

The following case histories of phantom bite pa- 
tients present persons with a characterological organi- 
zation that is neither traditionally neurotic nor psy- 
chotic. While maintaining a reasonable capacity for 
reality testing in most areas, these patients have in fact 
withdrawn from family and associates in order to con- 
centrate on their symptoms. The bite symptom is often 
elaborate and bizarre. The more chronic the symptom, 
the less it resembles a conversion symptom and the 
more it appears to be a somatic hallucination. 

The patients view their spouses, children, associ- 
ates, and doctors only as objects to gratify themselves. 
Their pathological narcissism often takes the form of 
tedious verbal and written monologues about the de- 
tails of their dental problems and treatments, which 
further alienate them from the individuals around 
them. 


CASE REPORTS 


Case 1. Ms. A, 55 years old, married and Childless, re- 
quested a consultation regarding her bite problem. Her im- 
mediate complaint was discomfort attributed to two new 
gold fillings. The patient, neatly attired, brought with her nu- 
merous jaw molds packed in small sturdy plastic boxes and 
tissue paper. Speaking rapidly, she demonstrated an exten- 
sive knowledge of technica! dental terms. She frequently in- 
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terjected iftellectual concepts borrowed from classical liter- 
ature, history, philosophy, and science. Many of these di- 

'essions were difficult to follow and seemed inappropriate 
to fitesubject under consideration. 

The patient started her dental history at age 11 or 12 in 
Germany, when her mother took her to an orthodontist for 
correction of a ''class 1 overbite.’’ She underwent orthodon- 
tic treatment, during which she became exceedingly fond of 
the orthodontist, a ‘‘stern but loving" man. The treatment 
was completed at about age 17, and the patient was provided 
with a retainer, which she cherished and wore until it was 
lost in an air raid during World War II. After the war the 
patient came to the United States with her husband and has 
spent much of her time and money seeking a bite correction 
from orthodontic and prosthetic dental treatment. At the end 
of her first visit she handed me a typed resume of her obser- 
vations on past dental treatments. She gave me written state- 
ments at almost all subsequent visits. During the entire time 
the patient was in treatment with me she consulted and was 
treated by numerous dentists. My role was one of consultant 
and intermediary. 

The following quotation from one of these written state- 
ments illustrates the patient's concentration on her bite, the 
quality of her intellectual involvement, and her involvement 
In diagnosis and treatment: 


Maybe my theory is cockeyed, but what if the occlusion 
* throws the alignment of the teeth ou? of order? After all 
our body is a chemical and electrical compound with input 
and output of signals by neurons. Do the ''experts'' really 
understand all of it yet? Our teeth are not separate from 
our body, after all. Dizziness and nausea [while having a 
tooth crowned] can have many causes. The dentist had 
mentioned when he handed me the mirror to admire the 
finished crown that he had brought the side of the tooth 
down a little more for aesthetic reasons, because my tooth 
had been already somewhat worn. Maybe that was the se- 
cret which kept the bite in place. In biting straight down, 
like tapping the teeth, everything is fine. Only in trying to 
bite off food the eyeteeth on the left, which I seem to have 
been using for that purpose, didn't close any more like on 
the right side. The tip of the crown (on the outside) pre- 
vented it by hitting on the lower first pre-molar when slid- 
ing the jaw in that position. 


Case 2. Ms. B, a 36-year-old separated mother of one, re- 
lated the following history. Since early adolescence she had 
undergone repeated orthodontic treatment for ‘‘bite correc- 
tion.” This story was corroborated by the many study casts 
and radiographs she arranged neatly on the desk and her 
commanding knowledge of orthodontic terms. Two years 
prior, her husband had been offered a job transfer to a distant 
city. Whereas he was anxious to go primarily to get his wife 
away from the local orthodontists that she knew so well, she, 
unknown to him, was equally eager to move because several 
orthodontists she consulted had spoken favorably about a 
certain orthodontist who practiced in the new city. She was 
determined to have this orthodontist treat her. The family 
moved there. The husband discovered the ruse and asked for 
and readily Teceived a separation from his wife. She pursued 
treatment with the much praised orthodontist and in the fol- 
lowing conversation described her actions after becoming 
disenchanted with his treatment. ‘‘I must say for him, he put 
on the best appliances [braces] of any of them. My lips never 
got cut... . When he wouldn't see me anymore I decided I 
was going to run him over.” The patient paused, and I asked 
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why she did not carry out her threat. “‘Because he never - 
came out of the house. I waited end waited. Some children: 
came out, and I would have run them over but I didn’t know 7” 
if they were his." 


DISCUSSION 
The Phantom Bite 


Phantom limb is a common phenomenon. Kolb (2) 
reports it in as many as 98% of amputation cases. 
Szasz (10) explains postamputation phantom in terms 
of ego defense. First by denial of the loss, and then by 
gradual modification of body image, the phantom 
shrinks and disappears, and ‘‘a new ego-body in- 
tegration evolves’’ (p. 153). The same process prob- 
ably occurs after dental treatment. The gradual char- 
acter of orthodontic movement allows ample time for 
adaptation. However, for the borderline or schizo- 
phrenic patient this process may be distorted. Feni- 
chel (11) comments that many schizophrenics begin 
with characteristic hypochondriacal sensations. Tim- 
ing plays a critical role because the onset of orthodon- 
tic treatment and early hypochondriacal symptoms be- 
gin at about the same age. Thus the treatment may act 
to focus attention on the bite rather than some other 
organ system in the predisposed individual. 

These predisposed individuals may consider the 
ideal bite to be symbolic of an ideal state, presumably 
the symbiotic phase of development when the omni- 
potent mother provided complete security. Their abso- ° 
lute and grandiose belief in achieving the ideal bite 
leads one to believe that they are indeed speaking from 
memory. They remember the phantom bite, which  : 
may represent secure childhood, and desperately wish 
it reinstated. The crisis usually occurs at the second 
individuation when they attempt to work through the 
mobilization of sexual and aggressive strivings. 
Thwarted, they regress to an oral stage characterized 
by rage and the compelling need to control the situa- 
tion. 

These patients become intensely involved in the de- 
tails of dental treatment. Thev perceive the lengthy 
treatment with its inevitable proprioceptive changes as 
designed to carry them away from their original, and 
therefore correct, bite. While submitting to treatment, 
the patients frequently keep secret notes, ask for and 
receive from the dentist jaw molds, outworn appli- 
ances, etc. They save these objects and believe that 
they remember every detail of the treatment. Thus, 
when eventually they are in control, they will be able 
to direct a dentist in transforming the phantom of the 
correct bite into a reconstructed reality. In time the 
phantom in their minds becomes increasingly distorted 
and unrealistic. Repeated dental treatments result in 
further introjections and identifications that contribute 
to this distortion of reality. Facts and delusions merge 
in the patients’ memories. They read technical dental 
literature and acquire familiarity with dental terms 
during conversations with the dentists. Initially den- 
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* tists encourage this display of knowledge. However, 


"careful listening reveals the shallowness of the pa- 
tients' dental knowledge. They use technical terms id- 
iosyncratically and demand caps with fantastic shapes 
for reconstructive procedures. They require the den- 
tist to make endless, minute corrections in the anato- 
my of teeth or caps. The patients and dentists are un- 
able to see each other's long-term goals. The patients 
perceive treatment as a struggle to recreate the phan- 
tom—the perfect bite symbolic of the ideal state. The 
dentists who attempt to comply with the patients' in- 
structions must fail in this attempt to convert delusion 
into reality. 


The Quest for the Perfect Bite 


Often after several rounds of orthodontic treatment 
the patient reaches young adulthood and starts pur- 
suing other forms of dental treatment, usually pros- 
thetic in nature. He or she seeks eminent dentists. 
Shortly after consultation begins it is the patient, not 
the dentist, who conducts the interview. The patient 
poses numerous technical questions, some merely to 
demonstrate erudition regarding dental science, others 
designed to establish control. This need to control the 
dentist in order to prevent him from attacking the pa- 
tient is an example of projected aggressive impulses. 
This projection is all the more intense because the pa- 
tient views the dentist as the one person he or she 
needs. A dentist cannot be kept at a distance to be 
used like others, for narcissistic purposes only. This 
attitude quickly results in a transference characterized 
by fear and distrust of the dentist. If treatment is 
agreed on and begins, countertransference is quickly 
manifested by sadistic, defensive feelings, which rein- 
force paranoid trends in the patient. 

At the time of the initial consultation, attempts by 
the dentist to conduct an oral examination before the 
patient desires it are foiled in favor of continued dis- 
cussion and reiteration of past dental history. Usually 
the patient then pays the consultation fee and is never 
heard from again. A mere word, look, or gesture is 
enough to send a patient fleeing. Fenichel (11) ob- 
serves, ‘‘Patients with persecutory ideas are extreme- 
ly sensitive to criticism and use the awareness of ac- 
tual insignificant criticisms as the reality basis for their 
delusion'' (p. 428). 

The patients, afraid of the very treatment they are 
driven to seek, retreat into the relative safety of end- 
less discussion. These long monologues in which the 
patients attempt to engage the dentist emphasize delay 
rather than action. The patients increase preparation 
for the act in order to avoid it. The dentist, who is not 
trained as a listener, rapidly becomes uncomfortable 
when placed in this situation. These initial meetings 
with the patient are exceedingly complex rituals and 
take on the form of contests for control. 


Repeated Treatment Failures 


What happens on those occasions when the patient 
actually undertakes dental treatment? 
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The relationship with the dentist always be in an 


optimistic atmosphere. The dentist attempts to pro; - 


vide a ‘‘correct bite," while the patient maneuvers tO 
block the dentist’s goal. The patient’s initial dp n 
and optimism give way to stubbornness and hostility 
It is the patient who has the last word and pronounces, 
*"The bite is wrong." The dentist becomes frustrated 
or angry and may react with hostility or become less 
available. The patient is then able to feel unfairly 
treated, morally superior, justified in feeling per- 
secuted, and breaks off the treatment. 

These patients' inability to learn from repeated 
treatment failures contributes to the psychiatric diag- 
nosis. Their impulse controls cease to function mainly 
in the areas needed to gratify their pathological narcis- 
sism. The dental treatment is a form of acting out. The 
evidence leads one to hypothesize that during child-, 
hood these patients experienced severe disappoint- 
ment at the oral stage. The cycle of high expectation 
followed by failure in dental treatment parallels the 
original ideal state that was somehow spoiled. In this 
drama the dentist plays the role of the pregenital fa- 
ther. He is all good and can restore to right all that is 
wrong with the patient. Inevitably he fails and is deval- 
ued in order to set the stage for the next treatment 
round. 

With the passing of time the patient's struggle to 
lead a ‘‘normal’’ life by encapsulating the feelings en- 
gendered by the phantom bite requires an increasing 
investment of time, money, and energy. Various nar-. 
cissistic character defenses allow the patient to go on 
year after year from one dentist to another (12, 13). 


CONCLUSIONS 


The phantom bite phenomenon is a psychiatric dis- 
order rarely brought to the attention of the psychia- 
trist. Patients with this disorder are treated virtually 
exclusively by dentists. The dentist usually is unaware 
of the patient's underlying illness and inevitably fails 
in treatment. The patient repeats this cycle endlessly 
and denies the need for psychiatric care. If the patient 
is forced to consult a psychiatrist, his or her com- 
pulsive talk of teeth makes treatment difficult. 

Hope for these unfortunate patients lies in part in 
the ability to make psychiatric research available to 
dentists. This in turn is dependent on dentists making 
psychiatrists aware of their clinical problems. 


REFERENCES 


1. Tausk V: Über den beeinflussungsapparat in der sehizophrenie. 
Internationale Zeitschrift für Psychoanalyse 5:1—33: 1919 

2. Kolb LC: The Painful Phantom. Springfield, Ill, Charles C 
Thomas, 1954 

3. Gallinek A: The phantom limb: Its origin and its relationship to 
the hallucinations of psychotic states. Am J Psychiatry 96:413- 
422, 1939 

4. Bromage PR, Melzack R: Phantom limb and the body schema. 


p 
1 


Am J Psychiatry 135:4, April 1978 


i 

Can Anaesth Soc J 21:261—272, 1974 

5. Ackerly W, Lhamon W, Fitts W: Phantom breast. J Nerv Ment 
Dis 121:177-178, 1955 

6. Hofman J: Facial phantom phenomenon. J Nerv Ment Dis 
122:143-151, 1955 

7. Hemphill RE: A case of genital self-mutilation. Br J Med Psy- 
cho! 24:291~295, 1951 

8. Riddach G: Phantom limbs and body shape. Brain 64:197-222, 
1941 


BRIEF COMMUNICATIONS 


9. Melzack R: Phantom limb pain: implications for treatment of . 


pathologic pain. Anesthesiology 35:409-419, 1971 

10. Szasz T: Pain and Pleasure. New York, Basic Books, 1957 

11. Fenichel O: The Psychoanalytic Theory of Neurosis. New 
York, WW Norton & Co, 1945 

12. Kernberg O: Borderline Conditions and Pathological Narcis- 
sism. New York, Jason Aronson, 1975 

13. Kohut H: The Analysis of the Self. New York, International 
Universities Press, 1971 


ECT in Metropolitan New York Hospitals: A Survey of Practice, 


1975-1976 


GREGORY M. ASNIS, M.D., 


Of New York psychiatric facilities surveyed, 83% used 
ECT. Five percent of patients in university and private 
nonprofit hospitals, less than 1% in public hospitals, 
and 21% in private for-profit hospitals received ECT. 
Practices and procedures were remarkably uniform, 
except that less than 17% of units used unilateral ECT. 
Training programs were minimal and unplanned. 
Differences in incidence of use resuit from staff 
training, public antipathy, and economic factors. 


AS PART OF the reassessment of electroconvulsive 
therapy (ECT), we undertook a survey of clinical prac- 
tice involving patients hospitalized in psychiatric institu- 
tions in the New York metropolitan area in 1975-1976. 


METHOD 


Sixty-nine hospitals with inpatient psychiatric units 
were identified in New York City and the surrounding 
counties of Westchester, Nassau, and Suffolk. The 
sample of 36 hospitals selected for the study included 
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11 psychiatric facilities of the 8 medical schools in the 
area and a random sample of 5 each from private for- 
profit, private nonprofit, municipal, state, and Veter- 
ans Administration hospitals. 

The research team interviewed the physician re- 
sponsible for ECT and the head nurse or nursing ad- 
ministrator in each institution to assess the uses and 
techniques of ECT. The survey was undertaken in the 
summer of 1976, and all inquiries were directed to 
practice during the period of July 1, 1975, to June 30, 
1976, except for questions about complications during 
the previous 5 vears. 


RESULTS 
Institutional Use of ECT 


ECT was in use in 30 of 36 hospitals (83.3%) during 
the year. In 1 municipal hospital, ECT was discontin- 
ued iii 1975 because budget restraints precluded hiring 
an anesthesiologist. 

ECT was not used in 6 hospitals (16.7%)—3 munici- 
pal, 2 veterans, and 1 private nonprofit. One of these 
facilities was umiversity-related and 2 were newly 
opened hospitals; in both of the latter, the administra- 
tors expressed the intention to establish an ECT unit. 


Percentage Use of ECT 


In 6 of the 30 institutions, ECT was used with less 
than 1% of inpatients, while in 4 ECT was given to 
1626-4095 of their patients. Rates of 196-596 and 6%- 
15% were reported by 13 and 7 facilities, respectively. 
Of 45,063 new admissions in one year, 1,765 patients 
received ECT-—an overall average of 3.9% i admis- 
sions. A 
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- ` Incity, state, and veterans facilities, ECT was given 
to an average of 1% of inpatients (range, 0.7%-1.2%), 


while in private nonprofit and university hospitals, 
5.2%-5.4% of inpatients received ECT. ECT was giv- 
en in a greater percentage of inpatients in private for- 
profit facilities (21.3%). 

When university hospitals are included in categories 
reflecting the management of institutions rather than 
being treated as a separate category, the distributions 
remain the same. 


ECT and Psychiatric Diagnosis 


Many physicians used ECT as a treatment of choice 
for endogenous depression, whereas ECT was infre- 
quently cited as the choice for nonaffective disorders 
(see table 1). 

As a secondary choice, ECT was used with patients 
who failed to respond to psychotropic drugs and those 
with special medical conditions. In these circum- 
stances, physicians used ECT in endogenous depres- 
sion and catatonia, acute schizophrenia, and mania, 
and less often for patients with other illnesses (table 1). 


Contraindications to ECT 


Brain tumor and recent myocardial infarction were 
the principal contraindications to ECT, although two 
pHysicians believed that ECT was not contraindicated 
in these situations. The decision to use ECT in patients 
with other medical problems was deferred to the con- 
sulting internist. 


Patient s Age and ECT 


ECT was not considered to be contraindicated in the 
elderly, but in some facilities the number of treatments 
each week was decreased for older patients. All physi- 


" clans occasionally treated adolescent patients; only 


one reported giving ECT to children under the age of 
13. 


Pre-ECT Examinations 


A medical history, physical examination, chest X 


—. ray, ECG, and blood and urine tests were part of the 


pretreatment examination in all units. EEGs were 
done in 10 of the 30 units, skull X rays in 8, and spine 
X rays in 21. In 3 hospitals, spine X rays were repeated 
after the course of ECT. 

Two physicians obtained a pseudocholinesterase as- 
say; two physicians gave a test dose of succinylcho- 
line; and two others gave a test dose of barbiturate be- 
fore the first treatment. 


Consent Procedures 


Written consent for ECT was obtained from each 
voluntary patient, but procedures for patients who re- 
fused to consent differed and were poorly defined. Pro- 
cedures varied from consent of a close relative to au- 
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TABLE 1 f 
Psychiatric Diagnosis and ECT in 30 Facilities : RN 
ECT Any j 
As Treatment Indication for 
of Choice ECT* — 
Diagnosis N % N % 
Neurotic depression 4 13 il 37 
Psychotic depression 14 47 30 100 
Postpartum depression 15 50 22 73 
Involutional depression 17 57 30 100 
Schizo-affective depression, 11 37 . 25 83 
Manic-depression, depressed type 15 50 30 100 
Manic-depression, manic type l 3 18 60 
Catatonia 8 27 30 100 
Acute schizophrenia 
(excluding catatonia) 1 3 26 87 
Childhood schizophrenia 0 0 I 3 
Anorexia nervosa H 3 li 37 | 
Drug psychosis (psychedelics . | 
and psychostimulants) i 3 6 20 AG 
Personality disorders | 
(including neurosis) 0 9 5 17 


*Includes ‘‘treatment of choice.” 


thorization of the treating phvsician and to strict re- 
quirement of a court order. 


Anesthesia 


Anesthesia, which was used for all treatments, was 
administered by a nurse in 9 institutions, an anes- 
thesiologist in 16, and either a nurse or an anesthesiol- 
ogist in 3. In two institutions, the physician givinge 
ECT also administered the anesthesia. Succinylcho- 
line (Anectine) was used by all, with 26 using a fixed 
dose (bolus) method and 4 a variable dose (drip), a dis- 
tribution that reflected their administration of anes- 
thesia. 

All used 10096 oxygen by mask inhalation in the 
ECT procedure. In 25 facilities oxygen inhalation was 
started after succinylcholine and continued through the 
convulsion and postconvulsion period, and 5 physi- 
cians gave oxygen only during the postconvulsive re- 
covery period. Almost all physicians (N=27) used 
atropine routinely. 


Electrode Placement and Frequency of ECT 


Bilateral electrode placement was used exclusively 
by 25 of the physicians, 2 used unilateral placement 
exclusively, and 3 used both unilateral and bilateral 
placement on occasion. Two physicians started with 
bilateral electrode placement and changed to unilateral 
placement either after 3 treatments or whenever clini- 
cal amnesia or confusion became apparent. Another 
physician used unilateral placement only for patients 
with pretreatment evidence of an organic mental syn- 
drome. oot 

ECT was usually prescribed 3 times a week (27 of 30 , 
facilities). One physician gave 4 treatments a week, re- 
gardless of diagnosis, and 2 others gave 5 treatments a 
week for schizophrenic disorders and 3 for ñon- 


schizophrenic disorders. r 
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Psychotropic Medication 


` Fhe management of psychoactive medications (anti- 
psychotic drugs, tricyclic antidepressants, and MAO 
inhibitors) in ECT varied greatly. Approximately one- 
third of the physicians maintained drug dosages, one- 
third decreased dosages, and one-third discontinued 
such medications before and during ECT. 


Complications 


Two physicians recalled the occurrence of vertebral 
fractures in 3 patients during the preceding 5 years. 
Cardiac arrhythmias during the postseizure recovery 
period were reported by 4 physicians in 6 patients, all 
of whom had a history of cardiac disease. 

Three deaths were reported, and in each cardiac fail- 
‘ure was considered the cause. Death occurred during 
the immediate recovery period in 2 cases and during 
hospitalization a few days after ECT in the third. 

Post-ECT seizures were recalled in 5 patients—1 in 
status epilepticus, 3 with grand mal seizures, and 1 
with a temporal lobe seizure. Seizures occurred during 
recovery in 3 of these patients and grand mal seizures 
occurred 2 days and 8 months after ECT, respectively, 
in 2 patients. Four of the patients had a history of epi- 
lepsy. 

Eleven physicians noted that ECT improved the 
neurological symptoms of parkinsonian patients, while 
1 recalled that Parkinson's disease had worsened after 

«ECT in I patient. Tardive dyskinesia was not observed 
after ECT. 


Variations of ECT Techniques 


Multiple ECT (up to 3 seizures) was occasionally 
used by 13 physicians in a single ECT session for life- 
threatening situations. None used multiple monitored 
ECT, a procedure that involves EEG monitoring (1). 
Four physicians used the petit mal-grand mal tech- 
nique for cardiac or pulmonary risks (2). Two used 
pentylenetetrazol (Metrazol) to induce a convulsion in 
cases of missed or abortive seizures. 


Training 


Eighteen units had established guidelines for the ad- 
ministration of ECT. In some instances, diagnostic in- 
dications and the number and frequency of treatments 
for each diagnosis were specified. 

Of the 30 units where ECT was used, 25 were part of 
psychiatric residency training programs. In 22 units, 
the residents administered ECT under supervision. In 
3 units, resident psychiatrists were not permitted to 
administer,ECT but observed the treatments. Lectures 
on ECT were limited to 1 or 2 hours during the 3-year 
residency. One unit had a required seminar on con- 
vulsive therapy. The experience of the physicians re- 
sponsible for ECT varied from 2 to 37 years, with a 
meafi of 15 years. Twenty-three of these physicians 
were Board-ogstified in psychiatry. 
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DISCUSSION ; 7 


Of 36 hospitals surveyed in the New York metropol- 


itan area, ECT was used in 83.3%, a figure somewhat 
lower than the 91% reported by Beresford (3) and 90% 
reported by Oppegard (unpublished report, 1976). We 
found that 3.9% of all hospitalized psychiatric patients 
in the surveyed facilities received ECT, a figure similar 
to that reported by Oppegard (4.2%). 

ECT use varied among the institutions. Private hos- 
pitals, particularly private for-profit hospitals, used 
ECT more often than did public hospitals, a finding 
similar to that reported by Grosser and associates (4). 
When university hospitals were examined separately, 
this relationship did not change. Thus ECT is given to 
a higher proportion of middle and upper class patients 
who can afford the cost of private hospital care, while 
it is used less often (1%) in public mental hospitals, 
where patients tend to be of lower social class. 

What might contribute to this disparity in the use of 
ECT? Hospitals may have different populations: af 
fective disorder is the main indication for ECT, and 
private hospitals may have a greater percentage of pa- 
tients with affective disorders than public hospitals. 
Although data are lacking in this area, it is unlikely 


‘that the disparity in ECT use could be explained so 


simply. Four of the public mental hospitals had each 
admitted more than 2,000 patients during the study 
year, and fewer than 2 patients in each institution re- 
ceived ECT during that year. Many of these patients 
had a diagnosis of depression, and on diagnosis alone 
one would expect that more than 2 patients a year 
should have been treated with ECT. 

The cost of financing ECT is an important factor. 
ECT requires a trained staff. In private mental hospi- 
tals, the cost is usually reimbursable by third-party 
payers, whereas public haspitals receive no additional 
reimbursement for ECT. One municipal hospital elimi- 
nated the funds for an anesthesiologist because of bud- 
getary restraints and stopped giving ECT. " 

The training and experience of the psychiatric staff 
affects the choice of treatment. Where nonmedical 
mental health workers hold responsible clinical and 
administrative positions—which is often the case in 
public mental hospitals—a lack of sympathy and inex- 
perience with medical aspects of psychiatric illnesses 
may tilt their treatment choices toward social ap- 
proaches rather than somatic medical therapies. 

The physicians generally agreed on the practice and 
procedures of ECT, using it principally in affective dis- 
orders. In other mental conditions, ECT is reserved 
for patients who do not respond to other therapies or 
in whom other therapies are medically con- 
traindicated. These attitudes reflect the data for the ef- 
ficacy of ECT (5). 

ECT was modified by anesthesia, muscle paralysis, 
and oxygenation by all physicians. Most (83%) used 
bilateral electrode placements exclusively—a finding 
which contrasts sharply with that of the Danish survey 
by Heshe and Roeder (6), who reported that unilateral 
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placement was the most common choice. In a presen- 
‘tation at the VI World Congress of Psychiatry, 
Strómgren (7) reported that the use of ECT varied 
widely in Scandinavia. She noted that ECT was used 
in more than 90% of psychiatric departments in Ice- 
land, Sweden, and Denmark and in 49% in Finland. 
Unilateral ECT was the dominant treatment in Sweden 
(70%) and Denmark (52%) but was rarely used in Nor- 
way (2%), Finland (4%), or Iceland (0%). This dif- 
ference in practice may reflect divergent opinions on 
the antidepressant efficacy of unilateral ECT and inex- 
perience with its use or indications (8). 

The use of concurrent psychoactive drugs with ECT 
varied widely, reflecting the controversial nature of 
the psychiatric literature on this subject. The available 
data fail to define whether drug use potentiates or in- 
hibits the effects of ECT (5), and the problem deserves 
further investigation. 

There was general agreement among these physi- 
cians responsible for ECT treatments in institutional 
settings on the indications and procedures for the use 
of ECT. The limited availability of procedure manuals, 
variations in consent procedures, infrequent use of re- 
cent recommended modifications of ECT procedures, 
minimal record-keeping, and paucity of training 
courses in ECT suggest the need for improved mon- 
itoring of the ECT process. To standardize ECT pro- 
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cedures, there is a need for published guidelines and 

for the implementation of peer review procedures to, 
provide more adequate self-assessments. The maldis- 
tribution of ECT use must be explained and corrective 

measures—educational and financial—should be insti- 

tuted to guarantee the availability of ECT to those pa- 

tients for whom it may be useful. 
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the author will receive a postcard informing him/her of the disposition of the submission. Reports will be edited 


for clarity and conformance with Journal style. 


BY R. WYMAN SANDERS, M.D. 


Child abuse is a relatively common phenomenon 
that occurs in all socioeconomic classes and in all parts 
of the world (1, 2). Most papers on the treatment of 
child abuse have focused on group therapy, self-help 
programs, and individual case work. This report deals 
with the use of systematic desensitization. 


*Case Report 


Mr. A was a neatly dressed 27-year-old married graduate 
student. He related in an appropriate fashion but was very 
controlled in his behavior. He talked quietly and described 
having difficulty eating and sleeping. His profile on the Min- 
nesota Multiphasic Personality Inventory was ''typical for a 
chronic endogenous depression." 

When Mr. A was growing up his family moved frequently 
and there was little stability in his home life. His father was a 
domineering man who ‘‘used a stick” to enforce his rules, 
his mother was quiet, passive, and a “loner.” Mr. A married 
a woman who was quiet and had few friends. His father-in- 
law prided himself on being ‘‘the biggest S.O.B. in town” 
and his mother-in-law spent most of her time alone at home. 

The first incidence of abuse occurred when Billy, a fussy 
and colicky baby, was just 2 weeks old. One day when the 
baby was crying loudly, Mr. A felt “he was out to destroy 
me” and fractured several of his ribs. The second incident 
occurred when Billy was 3 months old. On this occasion Mr. 
A became overwhelmed with anxiety; he felt the baby was 

"screaming on purpose" and broke Billy's arm. 

After the second incident of abuse, Mr. A was placed in a 

psychiatric hospital, which only added to his distress be- 
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-Systematic Desensitization in the Treatment of Child Abuse 


cause he felt that even the doctors were angry with him and 
believed he had been hospitalized ''for punishment.” At this 
point he was referred to me. During the initial visit, Mr. A 
said that he was glad I had asked him what would happen if 
he was with his baby again because he felt he would be. all 
right if they were together for only short periods of time and 
if he did not have to be responsible for the baby's care. 
Therefore, Mr. A went to live with his grandmother while 
Billy stayed at home with his mother. Mr. A could then re- 
turn home for gradually increasing periods of time, but he 
was never to be left alone with the baby. 

Behavioral analysis. Mr. A described feeling comfortable 
when he was alone with his son if the baby was playing hap- 
pily or if he could do something to get him to stop crying. 
However, if the crying persisted he would become anxious 
and frustrated and develop a pounding heart, sexual arousal, 
jealousy of the babv, and a desire to kill him. 

Other anxiety-provoking situations included visits with his 
father or father-in-law, which made him feel "anxious and 
inferior." When he talked to the doctors in the hospital he 
felt “overwhelmed and like slitting my throat,’’ and when he 
was approached by his social worker he felt “‘guilty, light- 
headed, and nauseous.” He also remembered feeling ‘‘terri- 
fied" the one time that he appeared in court for a simple 
parking ticket. 

The first 4 months of treatment involved techniques other 
than desensitization, including assertion training, behavioral 
rehearsal, training in personal effectiveness (3), and the use 
of imipramine. On one occasion Mr. A described having ‘‘a 
scar on my brain’’ but became hopeful when told that child 
abuse was a learned behavior and not a fixed part of his char- 
acter. On another occasion he described being surprised at 
the lack of discomfort during his meeting with the court in- 
vestigative officer and he felt ''positive" that rehearsing it 
had helped. 

Systematic desensitization. Mr. A first had 4 sessions 
learning how to relax the muscles of his body, which he prac- 
ticed daily at home. He then made up a list of anxiety-pro- 
ducing situations and rated them in terms of his subjective 
feelings of anxiety on a scale of 0 to 100 (see table.1). Then 
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TABLE 1 


Hierarchy of Anxiety-Provoking Situations 
SS c DR Hc m CST NNNM ion RN LUE Ne ae EE RR PR RTT RE 


Situation _ Rating* 
Baby playing on floor laughing 10 
Driving with wife and baby in car 20 
Baby lying on floor kicking 30 
Baby crying while another baby is quiet 40 
Baby fussy, over-tired, and cries when Mr. A has him lie 
down in his crib 50 
Baby fussy and crying and will not play 60 
-Baby sick and crying 70 
Baby fussy and screaming loudly in crib 30 
Baby crying and will not sleep even though very tired . 90 
Mr. A has done all he can to get baby to stop crying 
and picks him up, but he continues to scream loudly 100 


*On a scale of 1-100, where 100 indicates greatest anxiety. 


for 12 sessions he was instructed to become totally relaxed, 
and while he was in this state each item was presented as 
many times as necessary until he was able to maintain his 
relaxed state for 3 consecutive presentations (4, 5). Mr. A 
made an audiotape of his son crying and this was played dur- 
ing the final session. 

On one occasion shortly after the desensitization was 
completed, Mr. A became angry at his son for crying while 
he was studying. However, he was able to express this anger 
verbally without any physical action; he felt that he had got- 
ten used to the crying. On another occasion about 4 months 
later, he was angry at Billy and spanked him, but he was in 
control of himself and felt *'this was quite different from the 
way I used to be.” At other times, Mr. A was able to relate 
his son's crying to frightening experiences he had in his own 


childhood. He was no longer afraid of Billy's crying and felt 


more relaxed and in control of the situation. 


Haloperidol and Thyroid Storm 
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Following the desensitization, Mr. A was seen for an addi- 
tional 9 months for general supportive therapy, during which 


time the imipramine was discontinued. Follow-up 5 months ' 


after termination of therapy indicated there had been no fur- 
ther child abuse incidents. 

Throughout the entire period of Mr. A's treatment he 
showed much impulsive behavior and periods of depression. 
However, there was a marked decrease in the amount of 
anxiety he experienced when his son was crying, and there 
were no further episodes of child abuse. 


Discussion 


It is not known to what degree the imipramine may 
have contributed to Mr. A's improvement. However, I 
would suggest that the desensitization process was the 
major factor in the resolution of the abusive behavior. 
There are very few specific treatments available for 
child abuse, and other workers might be interested in 
trying this type of therapy. ` 
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BY WILLIAM H. HOFFMAN, M.D., GARY CHODOROFF, AND LEONARD R. PIGGOTT, M.D. 


Thyroid storm, which is relatively uncommon in 
children, is characterized by exaggerations of thyro- 
toxicosis: marked tachycardia, hyperthermia, and dys- 
function of the gastrointestinal and central nervous 
systems. Although frequently attributed to ''stress,"' 
such as an infectious process, the relationship be- 
tween these precipitating events and the pathogenesis 
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of thyroid storm remains obscure. A recent pub- 


lication showed low correlations between the clinical 


picture of thyroid storm and levels of triiodothyronine 
(T4) and thyroxine (T4) (1). The thyroid storm experi- 
enced by the adolescent girl in this report was appar- 
ently precipitated by haloperidol. 


Case Report 


The patient, age 1344, was the product of a breech birth. 
At age 3 she was diagnosed as having spastic quadriplegia, 
cerebral palsy, and moderate mental retardation. There was 
a history of hyperthyroidism in her mother and a maternal 
uncle. She received medication for insomnia at age 152. Over 
the next 9-10 years she demonstrated a variety of disturbed 
behaviors, including easy excitability, hypersensitivity to 
noises, temper tantrums, destructiveness, and hitting and 


biting herself and her peers. Tranquilizers, stimulantss and . 


sedatives provided no lasting meen yA! age 11 she 
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was given methylphenidate, and her behavior improved. 
However, the drug was discontinued after 6 months because 
she experienced decreased appetite and increased insomnia. 
For the next 2 years she seemed to do well without medica- 
tions. However, when she was 13, her previous behavioral 
symptoms returned and she also began to masturbate and 
undress in public and refused to participate in group activi- 
ties. She also developed amenorrhea after two years of regu- 
lar menses. Thioridazine gave only transient improvement, 
so psychiatric hospitalization was recommended. No medi- 
cations were administered during the month before her ad- 
mission. After admission the patient physically attacked her- 
self and peers, openly masturbated, and attempted to throw 
the ward television set on the floor. On the second hospital 
day she was given haloperidol, 4 mg/day. The dosage was 
increased to 6 mg/day the third day, and some behavioral 
improvement was noted. This dose was continued from the 
third through the sixth day. During this 4-day period she be- 
game increasingly agitated and developed intermittent pro- 
fuse sweating, visual hallucinations, and a marked stare. On 
the sixth day she became incoherent, developed a low-grade 
fever (101° F), and her pulse rose to 140/minute. Haloperidol 
was discontinued, and she was transferred to Children’s 
Hospital for investigation of possible thyrotoxicosis. 

Physical examination on her admission to Children’s Hos- 
pital revealed an acutely agitated adolescent whose temper- 
ature was 101.4° F; pulse, 160/minute; blood pressure, 150/ 
90; and respirations, 50/minute. Height and weight were 155 
cm and 50 kg, and head circumference was 48 cm. She had a 
stare, flushed facies, salivation, diaphoresis, dysphasia, in- 
continence, marked hyperactivity, and spasticity of all ex- 
tremities. The thyroid lobes measured 6.5 and 4.0 cm; they 
were firm, smooth, and nontender. Pertinent laboratory val- 
‘ues on admission, were serum T, (radioimmunoassay), 16.9 
2/100 ml (normal 4-11); free T,, 10.2 ng/100 ml (normal, 
1.0-2.3); and T, 560 ng/100 ml (normal, 80-180). Serum thy- 
roid antibody titers were antithyroglobulin 1:1,280 and anti- 
microsomal 1:40. Serum thyroid stimulating hormone (TSH) 
was 1.5 „U/ml (normal, 0-10), and prolactin was 8 ng/ml 
(normal, 10-25). A urinalysis was normal, and throat, stool, 
and urine cultures were negative. The hematocrit was 40% 
and the white cell count was 11,600/mn? with a normal dif- 
ferential. Blood urea nitrogen, glucose, and serum elec- 
trolytes were normal. SGOT and SGPT were 524 and 236 
respectively. A toxicology screen was negative. Chest X ray 
was normal, and an EEG showed a grade 1 dysrhythmia. 

Upon admission the patient was given I.V. fluids and her 
temperature was stabilized, although she remained febrile 
and developed diarrhea during the first 12 hours. In the sec- 
ond 12 hours, the dysphasia disappeared, agitation and 
diaphoresis decreased, and her coherence improved. These 
improvements took place prior to administration of propyl- 
thiouracil and a saturated solution of potassium iodide, 
which were started 36 hours after admission. Seventy-two 
hours after admission all signs of thyroid storm had resolved 
and the patient was able to walk. The only sign of hyper- 
thyroidism was a pulse of 100—120 per minute. Free T, 10 
days after admission was 70 ng/100 ml and repeat liver en- 
zymes were normal. Since discharge the patient has been 
euthyroid on propylthiouracil, and her hyperactive behavior 
has ceased. 


Discussion 


Hyperthyroidism increases the receptivity of dopa- 
mine receptors in guinea pigs (2), an observation that 
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is supported clinically by cases of choreoathetosis iñ * | 


the hyperthyroid state (3), as well as reports citing: 
amelioration of chorea in thyrotoxic patients treated 
only with the antagonists propranolol or haloperi- 
dol (4). However, the exact relationship between the 
catecholamines and thyroid function is not clear, since 
recent reports have called attention to the neurotoxic 
effects of haloperidol in both thyrotoxic (5, 6) and 
nonthyrotoxic patients (7). It is probable that the signs 
and symptoms of thyroid storm in this patient were 
precipitated by the 5-day course of haloperidol, since 
there was marked deterioration after the drug was 
started and spontaneous improvement when it was dis- 
continued. A direct stimulatory effect of haloperidol 
on the thyroid is unlikely in view of the 7-day half-life 
of T, and the patient's improvement within 24 hours 
after the haloperidol was discontinued. That her acute 
deterioration was the sole result of haloperidol is also 
unlikely, since diarrhea, flushing, diaphoresis, and fe- 
ver (some feel the latter is the sine qua non for the 
diagnosis of thyroid storm) are not known to be side 
effects of haloperidol (8). 

The observation most in keeping with our case is a 
report by Selye and Szabo (9), who have shown a sen- 
sitizing effect on the central nervous system of rats 
treated with thyroxine to the toxic effects of haloperi- 
dol. The synergism between this adolescent's hyper- 
thyroid state and the toxic effects of haloperidol pre- 
sumably resulted in a clinical picture of thyroid storm. 

Based on the history and presence of thyroid anti- 
bodies, this patient could have been hyperthyroid for 
as long as 8 months before the thyroid storm. It would 
seem that thyrotoxicosis played a part in her bizzare 
aggressivity and destructiveness, which began after 
the 2-year period of relatively improved adjustment, 
although those symptoms appeared to be a recurrence 
of her former behavioral disturbance. As Money and 
Drash (10) pointed out, thyrotoxicosis should be con- 
sidered in the differential diagnosis of a person who 
shows behavioral change involving hyperactivity, pár- 
ticularly if there is no obvious reason for the change 
and it is not responsive to usual management. In such 
cases one would be well-advised to rule out hyper- 
thyroidism before introducing haloperidol into the 
treatment program. 
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Tardive Dyskinesia as a Life-Threatening Illness 


BY DANIEL E. CASEY, M.D.. AND PETER RABINS, M.D. 


The involuntary movements associated with tardive 
dyskinesia can be a source of social and functional im- 
pairment but rarely lead to serious medical complica- 
tions. This case report suggests that in addition to the 
typical orofacial and truncal dyskinesias, potentially 
life-threatening ventilatorv and gastrointestinal distur- 
bances may develop that require the reinstitution of 
neuroleptic therapy. 


Case History 


Ms. A, a 68-year-old woman, was placed on 300 mg/day of 
chlorpromazine in 1958 for depression and anxiety after her 
husband's death. She continued on this dosage in sub- 
sequent years because several attempts to decrease the drug 
resulted in the return of anxiety. In February 1975 the chlor- 
promazine dosage was decreased by 50 mg every several 
months. Nine months later, at a dosage of 150 mg/day, an 
irregular breathing pattern became evident. The chlorproma- 
zine dosage was decreased further, and in February 1976, on 
50 mg/day, Ms. A developed orofacial dyskinesias in addi- 
tion to the irregular respirations. When chlorpromazine was 
discontinued a month later, the respiratory distress and oro- 
facial dyskinesias increased, and she developed new symp- 
toms of aerophagia, dysphagia, vomiting after meals, and 
episodes of retching every 2 to 3 hours. Tardive dyskinesia 
was diagnosed, and treatment with deanol, 200 mg/day was 
initiated. The dosage of deanol was increased to 1200 mg/ 
day, but the symptoms progressed and the patient was hos- 
pitalized. She was discharged 30 days later taking 2000 mg/ 
day of deanol, with modest improvement in all symptoms. 
However, as an outpatient, she had an increase in svmp- 
toms. Papaverine, 450 mg/day, was added for 1 month with- 
out benefit. 

In June 1976 the patient made several visits to the emer- 


When this work was done, Dr. Rabins was Resident in Psychiatry, 
Department of Psychiatry, University of Oregon Health Sciences 
Center, Portland, Ore., where Dr. Casey is Assistant Professor of 
Psychiatry. Dr. Rabins is now Fellow, Department of Psychiatry, 
Johns Hopkins University, Baltimore, Md. Dr. Casey is also Associ- 
ate Investigator, Departments of Medical Research and Psychiatry, 
Veterans Administration Hospital, Portland, Ore. 97207. Address 
reprint requests to Dr. Casey. 


This work was supported in part by Portland Veterans Administra- 
tion Hospital Research Committee grant MRIS 1314-01, and the 
Grass Foundation. 


The authors would like to thank Marian Karr for assistance in pre- 
paring the manuscript and Duane Denney, M.D., and John O. Lip- 
kin, M.D., for editorial efforts. 


gency room complaining of increasing shortness of breath 
and persistent vomiting. She was admitted when hypoxia 
and a 13.6-kg weight loss during the previous 10 weeks were 
documented. Evaluation revealed .orofacial dyskinesias, 
aerophagia, truncal rocking, choreoathetosis in the toes, 
grunting sounds and irregular respiration synchronous with 
paroxysmal contraction and distention of the abdominal 
wall, vomiting after meals, and episodic retching. Her symp- 
toms increased with anxiety but stopped during sleep. All 
medications were discontinued. Chest X ray, ECG, com- 
plete blood count, urinalysis, routine serum chemistries, and 
electrolytes were within normal limits. Ten attempts at pul* 
monary function tests were unsuccessful because of an irreg- 
ular ventilatory movement pattern. Administration of nasal 
oxygen, 3 liters/minute, improved blood gas values and gave 
subjective relief, but the abnormal breathing pattern contin- 
ued. Vomiting after meals and episodes of retching per, 
sisted, as did weight loss, and parenteral fluids were re- 
quired. Gastroscopy was normal. Barium swallow and fluo- 
roscopy demonstrated asynchronous contraction of the 
lower esophagus with no reflux and a full range of movement 
of both diaphragms. The final diagnosis was tardive dyski- 
nesia with ventilatory and gastrointestinal complications. 

. Initially, haloperidol, 35 mg/dav, was necessary to control 
the symptoms, but this dosage produced parkinsonian trem- 
or and rigidity. On 20 mg/day of haloperidol, Ms. A had min- 
imal orofacial dyskinesias, no limb or truncal symptoms, a 
regular breathing pattern, normal blood gases, no vomiting, 
normal weight, and a slight parkinsonian tremor in the jaw. 
Two attempts to reduce the haloperidol below 20 mg/day met 
with exacerbation of the irregular breathing and subjective 
shortness of breath. At I-year follow-up, on 20 mg/day of 
haloperidol, arterial blood gases remained within normal 
limits. 


Discussion 


Tardive dyskinesia is usually characterized by in- 
voluntary, repetitive orofacial movements that may be 
accompanied by limb and truncal dyskinesias and res- 
piratory grunting. However, respiratory distress and 
persistent vomiting are seldom associated with tardive 
dyskinesia and raise the question of propeyg diagnosis. 
We believe that the ventilatory and gastrointestinal 
disturbances in this case were either complications or 
manifestations of tardive dyskinesia, particularly in 
view of the inverse relationship between decreasing 
drug dosage and increasing symptoms. The gradual 
onset and increase of an irregular breathing pattern as- 
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sociated with abdominal dyskinesias, characteristic 
orofacial, limb, and truncal dyskinesia, aerophagia, 
and persistent vomiting concomitant with a steady de- 
crease in neuroleptic dosage were temporally consis- 
tent with the clinical emergence of tardive dyskinesia. 
Further support comes from the fact that no other eti- 
ologies could be substantiated to explain the blood gas 


abnormalities or vomiting and from the improvement- 


in orofacial, limb, and truncal dyskinesias and ventila- 
tory and gastrointestinal functions with haloperidol, a 
potent dopamine receptor blocker capable of sup- 
pressing tardive dyskinesia symptoms (1), and the re- 
currence of these symptoms when haloperidol was de- 
creased. Thus tardive dyskinesia can present as res- 
piratory distress and persistent vomiting and should be 
added to the differential diagnosis of these symptoms if 
the patient has been taking neuroleptics. When these 
‘symptoms are severe, accompanying dyskinesias 
might be overlooked, but their importance in leading 
to an accurate diagnosis should be emphasized. 

The relationship between the specific functional pa- 
thology in ventilatory and gastrointestinal activity and 
typical orofacial and limb signs of tardive dyskinesia is 
unclear. The patient had irregular movements of the 
abdominal musculature that correlated with her irregu- 
far breathing pattern and were thought to be caused by 
a diaphragmatic dyskinesia that sufficiently impaired 
normal breathing to compromise pulmonary gas ex- 
change. This was not unequivocally substantiated be- 
cause pulmonary function tests could not be per- 
formed. However, a return from hypoxia to normal 
blood gas values after control of the dyskinesias sup- 
ports the contention that the respiratory distress de- 
veloped from a disturbance in the breathing pattern 
rather than in the pulmonary parenchyma. Although 
the diaphragms were briefly observed to function nor- 
mally during a barium swallow, a paroxysmal dia- 
phragmatic dyskinesia may have been quiescent or 
temporarilv suppressed during swallowing as other 
dyskinesias can be reduced during voluntary move- 
ments of the affected muscle groups. It was concluded 
that the patient's vomiting and episodic retching re- 
sulted from a combination of asynchronous esophage- 
al movements and gastric distention that occurred 
from aerophagia associated with involuntary mouth 
movements. It is doubtful that the gastrointestinal 
symptoms originated from the alimentary tract below 
the level of the diaphragm since this is primarily 
smooth muscle, and tardive dyskinesia involves 
striated muscle. Therefore, the ventilatory and gastro- 
intestinal symptems were probably complications of 
the tardive dyskinesia, but the pathophysiology re- 
mains to be defined. 

Although guidelines can be proposed for the general 
management of tardive dyskinesia, this case illustrates 
the need to individualize treatment strategies. A logi- 
cal approach would be to counteract the striatal influ- 
ences of hypersensitive dopamine receptors (2) by 
augmenting the proposed counter-balancing choliner- 
gic system (34 Deanol, which may increase available 
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acetylcholine (4), has been variably beneficial in tar- 


dive dyskinesia (5) but was not effective in controlling. 


this patient's symptoms. Papaverine, an opiate alka- 
loid of unknown mechanism of action, was similarly 
ineffective, although it has been previously reported to 
ameliorate tardive dyskinesia symptoms (6). Thus, 
this 68-year-old patient presented the clinical dilemma 
of balancing the risks and benefits of no treatment ver- 
sus palliative treatment with neuroleptics. The symp- 
toms had gradually progressed over 6 months, dis- 
rupting the physiological equilibria of ventilatory and 
gastrointestinal functions to the point of requiring na- 
sal oxygen and intravenous feedings, so rapid sponta- 
neous improvement was unlikely and symptom control 
was imperative. Haloperidol was started to reverse the 
patient's deteriorating condition, acknowledging the 
likelihood that it would suppress symptoms in the 
short run but possibly lead to increased dyskinesias in 
the future. Although 35 mg/day of haloperidol was ini- 
tially required to suppress symptoms, a maintenance 
dose of 20 mg/day successfully controlled the dyski- 
nesias. Attempts to decrease this maintenance dose re- 
sulted in the return of irregular respirations and 
marked orofacia! movements, but there has been no 
symptomatic breakthrough. as has been previously re- 
ported (1). 

The coexistence of the presumed pharmacologically 
opposite neuroleptic-induced tardive dyskinesia and 
parkinsonism is both clinically and theoretically chal- 
lenging. Decreasing the haloperidol dosage to reduce 
parkinsonian tremor led to an increase in tardive dys- 
kinesia, while iacreasing it to reduce tardive dyski- 
nesia led to an increase in parkinsonism. A similar sit- 
uation has been described in an attempt to modulate 
the two coexisting syndromes with anticholinergic 
agents (7). Although an asymptomatic midpoint could 
not be achieved, a maintenance dose of neuroleptic 
gave a tolerable balance of minimum tardive dyski- 
nesia and parkinsonism. The failure to find a point at 
which neither tardive dyskinesia nor parkinsonism oc- 
curred suggests that the concept of a single nigro- 
striatal dopaminergic system controlling bradykinesia 
and hyperkinesia should be expanded. Physiological 
data suggest there are inhibitory and excitatory do- 
paminergic receptors in the striatum (8), and 1t has 
been postulated that these receptors may be dif- 
ferentially affected by neuroleptics to yield pharmaco- 
logical subtypes of tardive dyskinesia (9). It may also 
be that both receptor types are involved in causing the 
simultaneous occurrence of acute and long-term 
neuroleptic-induced extrapyramidal disorders. 

This case also adds to the report (10) of tardive dys- 
kinesia in nonpsychotic patients and speaks against 
neuroleptic use in illnesses where other non- 
neuroleptic therapies are available. Chronic use of 
neuroleptics is necessary in some instances for the 
continued control of psychotic conditions, but the de- 
velopment of potentially fatal dvskinesias emphasizes 
the need to withdraw the neuroleptic whenever pos- 
sible. s 
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Addition of Reserpine to Antipsychotic Medication in Refractory Chronic 


Schizophrenic Outpatients 


BY NORMAN M. BACHER, M.D., AND HARVEY A. LEWIS, M.D. 


We have followed many treatment-refractory chron- 
ic,schizophrenic patients over several years in a Veter- 
ans Administration outpatient clinic. These patients 
have failed to improve after prolonged or repeated hos- 
pitalization, respond poorly to large doses of antipsy- 
chotics, are withdrawn, socially isolated, and have flat 
affect. They demonstrate overt thought disorder, hal- 
lucinations, somatization, and dependency, with 
marked anxiety about their lack of functioning and im- 
pulse control. Increasing the dosage, changing or com- 
bining antispychotics, despite negative reports on mul- 
tiple drug use (1), and adding antidepressants or minor 
psychotropics have not produced significant results in 
this group of patients. 


Clinical Study and Results 


Reserpine, 0.75-6 mg/day, was added to the antipsy- 
chotic medication of 13 refractory patients. The anti- 


- psychotics they had previously received included 


chlorpromazine, thioridazine, trifluoperazine, per- 
phenazine, loxapine, and thiothixene. For some pa- 
tients these antipsychotics were reduced or changed 
after reserpine was added. Patients were seen at 1- to 
4-week intervals. Reserpine was started at a low dose, 
which was increased but discontinued or reduced at 
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the first appearance of unusual discomfort or side ef- 
fects. We have a baseline of many years' observation of 
these patients, so we believe we can detect significant 
change or lack of change. Seven of the 13 refractory 
patients continued on the combined medication for af 
least 4 months and showed slight to marked improve- 
ment in mood, affect, and social interaction and a de- 
crease in somatic concern, hallucinations, and with- 
drawal. Reality orientation and ability to cope with life 
situations improved. After 8 months there was no evi- 
dence of increased depression in this group of patients. 
In some, a decrease in depression was noted on com- 
bined medication. The other 6 refractory patients; who 
were receiving relatively small doses of reserpine, re- 
jected the combination after a few days to 2 weeks be- 
cause of tiredness, sluggishness, depression, or other 
uncomfortable somatic feelings. These patients tended 
to be younger, less compliant, and more aggressive 
about discontinuing the medication (see table 1). 


Discussion 


Reserpine has a complicated molecular structure 
that is markedly different than that of other antipsy- 
chotics. Reserpine is the earliest modern antipsychot- 
ic. Three stages of reserpine's action in psychotic pa- 
tients have been described in the literature: sedation, 
turbulence, and integration (2). Several articles on 
combined use of reserpine and chlorpromazine were 
published in the 1950s when chlorpromazine was new. 
Small doses of chlorpromazine added to large doses of 
reserpine were said to induce a smoother antipsychot- 
ic action, especially in patients who were resistant to 
reserpine (3). Reports soon appeared indicating that 
the newer phenothiazines were more rapid in action 
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TABLE 1 


Summary of Treatment Results in 13 Male Refractory Schizophrenic Outpatients 


Patient Response 
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Duration of 


and Age (Years) Final Doses of Neuroleptic Medication 
None 

28 Loxapine, 75 mg; reserpine, 3 mg 1 week _ 

28 Loxapine, 30 mg; reserpine, 3 mg 2 days 

28 Thiothixene, 15 mg; reserpine, 0.75 mg 2 weeks 

53 Chlorpromazine, 500 mg; reserpine, 0.75 mg 1 day 

36 Loxapine, 75 mg; reserpine, 0.75 mg 2 days 

29 Chlorpromazine, 200 mg; reserpine, 2 mg 2 days 
Slight 

47 Loxapine, 50 mg; reserpine, 2 mg 5 months 

41 Perphenazine, 24 mg; reserpine, 3 mg 5 months 

32 Trifluoperazine, 30 mg; chlorpromazine, 200 mg; reserpine, 4 mg 4 months 
Moderate 

44 Loxapine, 150 mg; reserpine, 6 mg 8 months 

5i Loxapine, 75 mg; reserpine, 3 mg 4 months 

54 Thioridazine, 300 mg; reserpine, 3 mg 6 months 
Marked 

38 Loxapine, 100 mg; reserpine, 4 mg 8 months 


and more effective as antipsychotics. However, reser- 
pine seemed to have a role in treating catatonic, 
schizo-affective, and manic patients, and chronic 
schizophrenics refractory to other treatment (4, 5). 
Reserpine had numerous side effects, many of which 
were related to its cholinergic actions (6). Several pa- 
pers described and discussed the management of these 
and other side effects (7, 8). The use of reserpine in 
psychiatry diminished after 1960. A major concern is 
its role in causing serious depression. which is said to 
be neither dose- nor time-related (6). Reserpine in 
small doses continues to be widely used in the manage- 
ment of hypertension. 


Rationale 


Antipsychotics in combination with reserpine may 
be synergistic in refractory schizophrenics: most anti- 
psychotics are said to interfere with CNS dopamine, 
whereas reserpine effectively depletes CNS serotonin 
and other brain amines (6). A possibility is that sero- 
tonin is especially important in chronic schizophrenia. 
Further, reserpine in combination with other antipsy- 
chotics or lithium may be effective in refractory hypo- 
manic schizo-affective or manic states because of its 
tendency to produce or release depression. Finally, 
many of the chronic schizophrenics in our clinic are 
hypertensive and are treated in the medical section 
with small amounts of reserpine or other adrenergic 
blockers including propranolol. Most of these schizo- 
phrenic hypertensive patients are also on standard an- 
tipsychotic medication. This combination of medica- 
tions has not been harmful and conceivably has been 
beneficial im both conditions. Thus, combined medica- 
tion offers:an alternative treatment for refractory pa- 
tients and appears a rational type of multiple antipsy- 
chotic drug use. There is also the possibility that with 
adjustment of dosages, the side effects of both medica- 
tions,’ including tardive dyskinesia (9), may be less- 
ened. Objective controlled studies are indicated. 
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ADDENDUM 


Since this paper was submitted, we have used combined 
reserpine-neuroleptic medication in 14 additional refractory 
schizophrenic outpatients, 5 of whom have shown slight to 
moderate improvement. No particular combination seems 
more effective. Several treatment failures remain refractory 
on retrial with reserpine and different neuroleptics; a few ex- 
perience depression and suicidal rumination that responds to 
discontinuation of reserpine and the addition of antidepres- 
sants to the neuroleptic. 

We are following 2 refractory manic outpatients and have 
noted slight to moderate improvement when reserpine in 
small amounts was added to the neuroleptic in one case and 
to lithium in the other. The patient taking reserpine and lith- 
ium noted fewer side effects, and we were able to reduce his 
lithium dosage. We are also doing trials with neuroleptic, 
antidepressant, and reserpine in combination. ° 
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- "Catecholamine Metabolites in Nonhyperactive Boys with Arithmetic Learning 


Disability: A Pilot Study 


BY W. O. SHEKIM, M.D., AND H. DEKIRMENJIAN, M.D. 


It is thought that the syndrome of minimal brain dys- 
function (MBD) bears a close relationship to and may 
perhaps include the syndrome of learning disabili- 
ties (1). It is generally agreed that learning difficulties 
constitute the most pervasive problem facing children 
today (2) and affect 5%-20% of nonretarded school 
children, depending o1 how they are defined and what 
population is studied (2). The various approaches to 
and definitions of learning disabilities have led to the 
suggestion of highly specific terms. Authors talk about 
attentional deficits, arousal deficits, memory deficits, 
cognitive strategy deficiency syndrome, and hypo- and 
hyperactive syndromes (3). The U.S. Office of Educa- 
tion has provided a definition of Learning Disabilities: 
"Children with special learning disabilities exhibit a 
disorder in one or more of the basic psychological 
processes involved in understanding or in using spo- 
ken or written language. These may be manifested in 
disorders of listening, thinking, talking, reading, writ- 
ing, spelling or arithmetic. They include such condi- 
tions which have been referred to as perceptual handi- 
caps, brain injuries, minimal brain dysfunction, dys- 
lexia, developmental aphasia, etc. They do not include 
learning problems due primarily to visual, hearing or 
motor handicaps, to mental retardation, emotional dis- 
turbance, or to environmental disadvantages” (4, p 
157). 

Learning capacity in a well-specified learning task 
may be related to individual neurochemical factors, 
such as synaptic transmitter levels and metabolism, in 
well-specified brain areas (5). Central nervous system 
catecholamine neurotransmitters, especially norepi- 
nephrine (NE), have been implicated in arousal, learn- 
ing, and memory (6). 

The main metabolite of CNS NE is 3-methoxy-4-hy- 
droxyphenylglycol (MHPG), and it is thought that uo 
to 60% of urinary MHPG may derive from the metabc- 
lism of NE in the CNS (7). In contrast, urinary metz- 
nephrine, a metabolite of epinephrine, and normete- 
nephrine (NM), a metabolite of NE, are thought to 
originate from the metabolism of peripheral pools of 
epinephrine and NE. Researchers have suggested that 
simultaneous assay of MHPG, normetanephrine, and 
metanephrine may help us make inferences as to tke 
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metabolism of CNS NE versus the metabolism of pe- 
ripheral NE (7). 
The purpose of this paper is to report the results of a 


- pilot study of catecholamine metabolites in a group of 


boys with mathematic learning problems who are not 
hyperactive and do not exhibit behavior problems as 
determined by their scores on the Conner's Teachers' 
Questionnaires. The results for this group will be com- 
pared with those of healthy controls matched for age 
and sex. 


Method 


The subjects were 9 boys aged 7-12 with normal IQs 
who had been referred to the summer educational pro- 
gram of the Children and Youth Center at the Univer- 
sity of Missouri Medical Center, Columbia, Mo. The 
program is for children with learning disabilities whọ 
are referred by public school teachers, primarily for 
reading and mathematics learning difficulties, not for 
psychiatric problems. None of these children is seen 
or referred for psychiatric evaluation and treatment 
and they are not considered patients of the Children 
and Youth Center. The children all attend a one-hour 
special mathematics remediation class each day. They 
are all physically healthy and do not exhibit behav- 
ior problems. The project was explained to the parents 
and children and consent was obtained. The Conner's 
Teachers' Questionnaire was administered to each 
child to assess behavioral symptoms in the classroom 
setting. Any child with scores over 1.5 on both factor 1 
and factor 4 was to be excluded but no child scored 
that high. Mean scores (+SD) were 15+9 for the global 
rating, 0.35+0.17 for factor 1, and 0.85+0.39 for factor 4, 
which were all considered within the normal range for 
that age group. Twenty-four-hour urine samples were 
sent to the lab immediately after collection, where ali- 
quots were frozen and sent to the second author's lab 
for analysis of metabolites by methods previously de- 
scribed (7). Completeness of urine collection was 
monitored by consistency of urine volume across days 
and by measuring creatinine levels. Urine samples 
with suspiciously low volumes and creatinine levels 
below the normal range for this age group were ex- 
cluded. Seven samples from learning-disabled children 
and eight samples from controls were discarded. 

The children were not given any special diet because 
the value of monoamine exclusion diets in'studies of 
catecholamine metabolites in children has been ques- 
tioned (7). They were instructed to engage in their rou- 
tine daily activities with no restrictions. 

Controls were healthy boys matched for age; with 
comparable socioeconomic status, who had no learn- 
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TABLE 1 
Urinary Catecholamine in Learning-Disabled and Control Children 
Group 
Learning 
Disabled Controls 
(N=9) (N= 13) 

Item Mean SD Mean SD Significance* 
Age (months) 119 17 125 14 n.s. 
Weight(kg) 32.3 5.5 341 73 n.s. 
Height (cm) 138 13 138 10 n.s. 
Creatinine (mg/24 hours) 759 150 653 122 n.s. 
Urine volume (mi/24 hours) 702 156 23 234 n.s. 
MHPG 

n£/24 hours 819 229 1078 256 p<.05 

18/24 hours per mê 724 132 934 171  p«.02 

ug/mg creatinine 1.08 0.18 1.69 0.33 p<.02 
NM 

18/24 hours 131 39 94 24  pc«.05 
* 8/24 hours per m? 118 38 84 20  pz«.05 

ng/mg creatinine 176 81 150 38 n.s. 
Metanephrine 

pg/24 hours 75 16 74 | 19 n.s. 

pg/24 hours per m? 67 14 661 16 n.s. 

ng/mg creatinine 102 31 117 | 31 n.s. 
MHPG/NM ratio 67 14 11.5 3  p«.002 


*Two-tailed Student's t test. 


ing problems and who were not attending any special 
classes. Four 24-hour urine samples were collected 
from each subject and each control. 


Results 


The learning-disabled children did not differ signifi- 
cantly from controls in age, weight, height, urine 
creatinine, or urine volume (see table 1). 

The learning disabled children excreted significantly 
lower levels of MHPG than controls but significantly 
higher levels of normetanephrine. Metanephrine levels 
did not differ. 


Discussion 


The relationship between learning disabilities, mini- 
mal brain dysfunction, and brain damage at birth or in 
early infancy is well recognized. However, the long- 
standing suggested relationship between central cate- 
cholamine metabolism and MBD has only recently 
been demonstrated experimentally (7). Studies of cat- 
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echolamine metabolism in learning disabilities in chil- 
dren are lacking. However, one study of dyslexic chil- 
dren demonstrated an overactivity of MAO enzyme 
compared with a group of matched controls (8). Our 
findings of decreased excretion of MHPG and in- 
creased excretion of normetanephrine in this study 
suggest decreased MAO activity or decreased central 
NE activity, perhaps due to interruption of NE fibers 
or decreased synthesis of NE (7, 9, 10). These find- 
ings are similar to our previous findings of decreased 
MHPG excretion and increased normetanephrine ex- 
cretion in a group of hyperactive boys who were stud- 
ied in a clinical research ward. This study suggests a 
biochemical relationship between MBD with hyper- 
activity and learning disability without hyperactivity. 
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'. Chlorpromazine-Induced PIE Syndrome 


BY M. KATHERINE SHEAR, M.D. 


Chlorpromazine continues to be one of the most 
popular and effective psychotropic drugs. However, a 
number of adverse reactions to the drug have been de- 
scribed, including a varietv of hematologic, allergic, 
and pulmonary complications (1). The purpose of this 
communication is to report still another hyper- 
sensitivity reaction to chlorpromazine. Pulmonary in- 
filtrations with eosinophilia (PIE syndrome) developed 
in a 37-year-old man after 3 weeks of treatment and 
resolved when the drug was discontinued. 


Case Report 


A 37-year-old man was admitted to the Mount Sinai Hos- 
pital psychiatric inpatient service on October 5. His admis- 
sion physical examination was normal. Chest X ray was nor- 
mal and the white blood cell count (WBC) 9,200 with 4% 
eosinophils. 

During his first week in the hospital, the patient received 
chlordiazepoxide, 25 mg every four hours, and chloral hy- 
drate on three occasions for sleep. On October 17 chlor- 
promazine was started at 100 mg/day and gradually in- 
creased to 1400 mg/day. Trihexyphenidyl HCL was added. 
On November 8 he complained of headache, arthralgias, 
diarrhea, and malaise, and his temperature was 100? F. Phys- 
ical examination remained unremarkable. Blood tests 
showed an elevated WBC (12,700) with 1595 eosinophils. A. 
drug reaction was suspected and chlorpromazine was dis- 


* continued. Trihexyphenidyl was continued. Recurrence of 


severe psychiatric symptoms prompted the reinstitution of 
chlorpromazine, 1000 mg/day. 2 days later, on November 11. 
The eosinophil count continued to increase, and on Novem- 
ber 14 the patient developed a nonproductive cough and 
drenching sweats. Four days later the cough was worse, and 
a chest X ray showed streaky right lower lobe densities with 
a possible small pleural effusion. The WBC was 21,000 with 
5396 eosinophils. Chlorpromazine was discontinued again. 
and diazepam was started. On November 19, the tri- 
hexyphenidyl was stopped. Physical examination remainec 
normal. Results of the medical work-up, including Coombs' 
VDRL, monospot, hepatitis A antigen, stool ova and para- 
sites, and ANA, were negative. Histoplasmosis and coc- 
cidioidomycosis skin tests were negative and PPD was posi- 
tive with 12 mm induration at 24 hours. A review of the pa- 
tient'S numerous jobs revealed no history of exposure to 
toxic chemicals. 

Over the next 6 days serial chest X rays showed evolution 
of bibasilar infiltrates with atelectasis and then clearing of 
the lung fields. The eosinophil count gradually fell. During 
this period disturbing psychiatric symptoms reappeared. On 
November 28 a test dose of 100 mg of chlorpromazine was 
given with no untoward.reaction. On December 2 the white 
count was 9,500 with 426 eosinophils. On December 5 chlor- 
promazine was reinstituted at a dose of 1000 mg/day. Isoniz- 
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zid and pyridoxine were also begun. Trihexyphenidyl HCL 
was not given. Serial white blood counts showed persistent 
mild eosinophilia during the first week of treatment. On De- 
cember 20 the eosinophil count again began to rise and on 
January 2 the white count was 9,200 with 15% eosinophils. 
The patient remained asymptomatic, but chlorpromazine 
was discontinued and fluphenazine was started. Over the 
next 10 days the eosinophil count again fell and the patient 
was discharged from the hospital. At 3-month follow-up he 
was doing well psychiatrically on fluphenazine and was with- 
out medical complaints. No eosinophil count was done at 
that point. 


* 


Discussion 


Almost half a century ago Loeffler described a syn- 
drome of transient pulmonarv infiltrations with periph- 
eral blood eosinophilia. The cases he observed, like 
the one described here, showed mild symptomatology 
and a benign, self-limited course of less than a month. 
Since then, a number of infectious, chemical, and 
pharmacological agents have been implicated in the 
hypersensitivity phenomenon referred to as the PIE 
syndrome. Some of the more recent cases have had 
prolonged courses with more worrisome clinical mani- 
festations. These are thought to represent more seri- 
ous examples of the same illness (2) and usually re- 
spond well to treatment with corticosteroids. 

To my knowledge, there have been no previous re- 
ports of an association between chlorpromazine and 
PIE. Imipramine (3) has been implicated in a single re- 
port, as has mephenesin carbamate (4), another CNS- 
active drug. Other drugs thought to have caused the 
syndrome are penicillin, sulfonamides, p-amino- 
salicylic acid, clorpropamide, and aspirin (2). Hyper- 
sensitivity to nickel, reactions to ragweed, pollen, and 
poison ivy extracts, helminthic infestations, ame- 
biasis, brucellosis, and coccidioidomycosis have all 
been associated with the PIE syndrome. In order to 
diagnose a drug reaction, these infections and chem- 
ical exposures should be ruled out. 

Eosinophilia is not uncommon during treatment 
with chlorpromazine and may reach massive propor- 
tions (5). This complication is often asymptomatic and 
may disappear, even with continuation of the drug. 
Occasionally, however, eosinophilia has been seen to 
herald the onset of the more serious problem of chole- 
static jaundice. Discontinuation of the drug is then 
mandatory and treatment with OOE OE may be 
necessary. 

Pulmonary complications of dhiopromazme appear 
to be uncommon, with only a few case reports in the 
literature (6-8). None of these seems related to the 
syndrome seen in our patient. 

Fortunately the occurrence of the PIE syndróme in 
our patient was not serious and required no treatment. 
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More prolonged illness might have led us to consider 
the use of corticosteroids. I hope, by sharing the story 
of this patient to alert others to the possible complica- 
tion of the PIE syndrome during chlorpromazine ther- 
apy and to provide a reminder of other pulmonary, 
hematologic, and allergic complications of the drug. 
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Plasma 3-Methoxy-4-hydroxyphenylglycol in Manic Psychosis 


BY ANGELOS E. HALARIS, M.D. 


Research on biological factors related to affective 
disorders has focused on studies of biogenic amines 
and their metabolites in various body fluids, most of- 
ten urine and, to a lesser extent, cerebrospinal fluid. 
Spinal taps cannot be performed very frequently, and 
it is difficult to recruit control populations. Urine col- 
lections are tedious and potentially unreliable because 
of patient noncompliance, especially in psychotic pop- 
ulations. Blood analyses bypass these limitations and 
offer the advantage of frequent sampling among both 
inpatient and outpatient groups. We recently pub- 
lished a report of an improved gas chromatographic 
technique for the determination of plasma 3-methoxy- 
4-hydroxyphenylglycol (MHPG) (1). In this paper, I 
will describe a case that illustrates the usefulness of 
the method. 


Case Report 


A 48-year-old married woman with two sons in their 20s 
was admitted to the psychiatric unit with the diagnosis of 
manic-depressive illness, manic type. At the time of her ad- 
mission she was oriented to person, time, and place but not 
to the situation. She was unable to define any precipitating 
event that had led to her hospitalization. She was quite ver- 
bal, but her judgment was poor. She denied her illness, stat- 
ing that she had only come to the hospital to ''save her hus- 
band." She was hyperactive, pacing and gesturing, but sel- 
dom angry or belligerent. There was rapid, pressured 
speech, flight of ideas with tangential thinking, looseness of 
associations, and delusions of grandeur (‘‘I have the for- 
mulas and’ biochemical formulations of all drugs in my head 
at all times’ T Her mood fluctuated between euphoria and 
irritability. 
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She had been heaithy until she was 37, when she experi- 
enced mild depression with insomnia, appetite and weight 
loss, and feelings of low self-esteem. Her thyroid was slight- 
ly enlarged and thyroid function was in the upper normal 
range. With brief outpatient psychiatric intervention the deg- 
pression cleared after a few weeks. Three years later, the 
depressive symptoms recurred and the goiter was more pro- 
nounced. She was given methimazole; remission of the de- 
pression and the goiter followed. Over the next 5 years, 
complaints of mild depression and anxiety responded to pro- 
mazine or diazepam. In the fall of 1974 she became de- 
pressed and had concomitant thyroid enlargement; both thy- 
roid and mental status returned to normal when she was giv- 
en thyroid-suppressing medication. In the fall of 1976 she 
became thyrotoxic and was treated with methimazole. Be- 
tween October and December she became increasingly dis- 
organized, insomniac, unresponsive to social cues, extreme- 
ly irritable, and showed pressured speech, flight of ideas, 
and delusions of grandeur. By mid-December she was still 
clinically thyrotoxical, although tests of thyroid function were 
normal. Her condition necessitated admission to the psychi- 
atric unit in February of the following year. A maternal cous- 
in and a maternal aunt suffered from manic-depressive ill- 
ness. 

The patient was started on lithium carbonate, 900 mg/day. 
Initially, her lithium intake was inconsistent because she re- 
fused to be medicated. By the fifth day the manic behavior 
was somewhat less florid: speech rate and flight of ideas had 
decreased slightly, as had the hyperactivity. At times she 
could be engaged in conversation, but most of the time she 
was delusional. Results of thvroid function tests were sub- 
normal, so the dose of methimazole was initially decreased 
and sübsequently discontinued. The lithium dose was in- 
creased to 1200 mg/day. Ten days after her admission she 
appeared calmer and the agitation and hyperactivity sub- 
sided, although the speech rate remained high. The delusions 
of grandeur were diminishing and she was more attentive to 
her appearance. Five days later she reported that *'the 
speedy feeling was gone” and that she felt slow and tired. 
Her sleeping and eating patterns had returned to nornial and 


0002-953X/78/0004-0493$0.35 © 1978 American Psychiatric Association 493 


CLINICAL AND RESEARCH REPORTS 


* “the speech rate problem had resolved. However, the delu- 
. sional material and denial of her illness were still present. 


One week later all the manic symptoms had dissipated and 
.the underlying depression, which centered on long-standing 
marital conflict, emerged. Five weeks after her admission 
she was discharged fully recovered. She was maintained on 
lithium carbonate, 900 mg/day, and thyroid extract, 2 gr/day. 

Total plasma levels of MHPG were estimated by gas chro- 
matography using pulsed electron capture detection (1). 
Samples were analyzed three times while the patient was in 
the hospital and twice after her discharge. Blood was drawn 
before the morning dose of lithium and before breakfast 
while the patient was maintained on a VMA diet (excluding 
banana, chocolate, coffee, tea, cola beverages, nuts, and va- 
nilla). At the time of her admission, the plasma MHPG level 
was more than 10 times normal (89.5 ng/ml). A repeat deter- 
mination one week later gave a value of 85.3. On the pa- 
tient's discharge, the levels had decreased 2546 from base- 
line but were still very high (68.6 ng/ml). It is noteworthy 
that at that time the manic behavior had completely subsided 
and the underlying depression was emerging. One month af- 
ter her discharge, the MHPG level had dropped 37% from 
baseline but was still more than 3 times normal (33.3 ng/ml). 
It was not until 4 months after the identified onset of manic 
behavior that the MHPG level returned to a normal range 
(2.8 ng/ml). 


Discussion 


This is, to my knowledge, the first demonstration oz 
increased MHPG levels in the plasma of a manic pa- 
tient and the return of levels to normal with lithium 
treatment. High levels of plasma norepinephrine and 
urinary MHPG in mania have been reported before (2- 
4), as has been the effect of lithium in decreasing nor- 


* epinephrine metabolism in manic patients (2, 3). In ac- 


cord with the noradrenergic hypothesis of manic-de- 
pressive illness, an excess of norepinephrine has beea 
linked with mania. The case I have reported supports 
this hypothesis because extremely high blood levels cf 
MHPG were found at the peak of this patient's maniz 
psychosis and levels returned to normal with lithium 
treatment. Although no causal relationship between 
mania and norepinephrine is advocated, this report 
clearly demonstrates that determination of plasma 
MHPG is a useful and convenient measure in the study 
of biological variables in affective disorders. 
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There was a considerable time lag—3 months—be- 
tween the disappearance of manic symptoms and the 
return to normal plasma MHPG levels. Several mecha- 
nisms have been proposed to explain the clinical ef- 
fectiveness of lithium in controlling manic behavior. 
Of relevance is the suppression of noradrenergic trans- 
mission by lithium (5). Although the biochemical ac- 
tion of lithium could explain the eventual return to nor- 
mal plasma MHPG levels, it does not account for the 
time lag between behavioral response and the bio- 
chemical effect. We might speculate that lithium brings 
about the rapid behavioral change by a mechanism re- 
motely or indirectly related to norepinephrine metabo- 
lism. Perhaps hyperactivity might play a role, although 
forced exercise in normals had no significant effect ei- 
ther on urinary or plasma MHPG (6). An alternate as- 
sumption could be that normalization of norepineph- 
rine metabolism is a consequence of behavior stabili- 
zation brought about by lithium acting by a different 
mechanism, perhaps involving the thyroid. That be- 
havioral and biochemical changes do not always coin- 
cide in time is known from the treatment of depres- 
sion. Investigation of temporal factors in the relation- 
ship between pharmacological action and behavioral 
response is a promising research endeavor. d 
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Which Medical Model for Psychiatry? 


Sin: In "The Medical Basis of Psychiatry’? (October 1977 
issue), Arnold M. Ludwig, M.D., and Ekkehard Othmer, 
M.D., presented interesting and often thought-provoking 
views as to the role of the psychiatrist. 

It strikes me that their opinion, which, if I interpret cor- 
rectly, boils down to the assertion that psychiatrists should 
deal only with problems associated with ''sustained biologi- 
dal dysfunction," presents some interesting problems and 
implications. 

The main problem seems to be that the biological causes 
and effects of mental problems cannot be separated from the 
psychological causes and effects in many, probably most, of 
the individuals who interact with psychiatrists on a day-to- 
day basis as their patients. The psychiatrist has to be able to 
deal skillfully with both biological factors and psychological 
factors in attempting to take responsibility for managing a 
case. Of course, human limitations often require ‘‘fragmen- 
tation” of diagnostic and treatment aspects in both biological 
and psychological realms. I concur with the authors that di- 
viding care into many fragments, depending on the specific 
skills of the different providers, surely has disadvantages; 
yet there seems to be no practical alternative. 

There is appeal in the idea of the biological disorders being 
handled by individuals who have gone through medical 
school training and the psychological disorders being han- 
dled by those with special psychological training. Both types 
of training then might not have to be so long, which would 
reduce health care costs. However, it is probable that at 
some point there would have to be a ''superspecialist" who 
would determine which type(s) of disorder patients have. 
Such a specialist would assign the patient to the appropriate- 
ly trained caretakers. Thus, I am not sure costs would really 
go down that much. 

In some ways, the authors’ viewpoint also buttresses the 
position that psychologists should have privileges to hospi- 
talize patients under their own primary care auspices and 
that they should testify as experts in criminal trials. ‘‘Prob- 
lems of living," if severe enough, can surely lead to suicide, 
homicide, etg., and often require management in mental hos- 
pitals. The jssue of psychologists testifying in court has been 
raised many times. I am not sure all psychiatrists would 
agree with those implications of the views expounded. 

I have one final point. The authors, in speaking of the phy- 
sician's ‘‘awesome responsibility," state that "the physician 
makes life and death decisions about patients.” Although 
that may be true on a few occasions, it is not generally so. 


Decisions about life and death are made by the patient, not 
the doctor. If a physician does not inform a patient about the 
true benefits and risks of a procedure, and if the patient does 
not consent to tne procedure on the basis of that informa- 
tion, the doctor has, with rare exceptions, performed mal- 
practice. I agree that physicians have great responsibility, 
but I am thankful it is not as awesome as the article implied. 


NATHAN T. SIDLEY, M.D. 
Woburn, Mass. 


Sir: Drs. Ludwig and Othmer plead for the adoption of the 
medical model—their type of medical model. 

The medical model is not up for adoption; it was derived 
from the theory and practice of medicine and the psychia- 
trist-physician has always adhered to it. Recently, however, 
there has been a great deal of ‘‘model muddlement,”’ as the 
authors noted. This is due in part to the claims of various 
paramedical professions and in part to discordant streams of 
consciousness arising from within psychiatry. 

The authors’ discussion of disease and diagnosis omitted 
the fact that the physician is concerned not only with dis- 
eases but also with conditions and disorders and with pre- 
vention no less than with treatment. This omission limits the 
usefulness of their table on selected types of disease theo- 
ries. On the other hand, they pointed out very cogently that 
the imprecision and poor reliability associated with many 
psychiatric diagnoses do not militate against their basic med- 
ical nature. 

The authors presented three tables which, unfortunately, 
deal with selected generalities, a deficiency of which they 
themselves are aware. I am especially distressed by table 1. 
In their specious differentiation between ''disorders with bi- 
ological dysfunction" (which are said to be the concern of 
neuropsychiatry, "'functional psychiatry," and ‘‘medi- 
copsychiatry") and "'disorders with social-psychological 
dysfunction” (which are said to be the province of social 
work, social psychology, and clinical psychology) they suc- 
ceed in splitting the unitary medical model (interaction of 
psyche and soma) right down the middle. The term **psycho- 
physiological" is not even mentioned. 

The trend in psychiatry toward apportioning patients to 
various specialists, both medical and nonmedical, on a varie- 
ty of specious grounds is a disservice both to the patient and 
to the various specialists involved. One thing is certain: it is 
not based on any scientific considerations. It would be better 
if the feuding parties were to return to the practice of earlier 
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a 3 „years when each contributed his best efferts in accordance 
with clinical indications. 
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KURT NUSSBAUM, M.D. 
Baltimore, Md. 


SIR: For many advocates of a '*medical model” in psychi- 
atry and of closer integration of psychiatry in medicine, the 
paper by Drs. Ludwig and Othmer should be more dis- 

' tressing than heartening. The authors extol the virtues of the 
traditional **biomedical model’ for psychiatry at a time 
when it is being pronounced inadequate as a conceptual 
framework for medicine (1-3). Ironically, the very model 
they commend as a clinical paradigm for psychiatry has been 
said by its critics to require input from psychiatry to broaden 
it and to make it more responsive to the psychosocial con- 
comitants of medical disorders, which heretofore it has ei- 
ther ignored or inadequately formulated. The authors would 
win for psychiatry a Pyrrhic victory. The real task for advo- 
cates of a medical model in psychiatry, once they have rec- 
ognized the inadequacies of the biomedical model, is to help 
construct a '*new medical model" for psychiatry and medi- 
cine, one that builds on the recognition in primary care and 
public health that clinical science has a tripartite foundation: 
behavioral, social, and biological. 

The intractable difficulties with the biomedical model were 
not discussed by the authors. First, it is reductionistic. It 
legitimates only a **mechanistic"' biological language for ar- 

! ticulating clinical problems and interventions. It does not le- 
gitimate either a language of behavior or a language of expe- 
rience, which are crucial for understanding and managing 
sickness. Second, it reifies the mind-body dichotomy and 

* therefore fails to provide a framework for analyzing psycho- 

somatic interrelationships or synthesizing findings from re- 

| * cent research on stress and life event changes. These aspects 

|. Of the biomedical model also demonstrate its culture-specific 
ties to the Western intellectual tradition that created it. 

Third, notwithstanding the authors’ statement to the con- 
trary, the biomedical model does not enable the researcher 
or clinician to go ''beyond disease’’ to encompass illness, 
the largest category of management problems in health care, 
as a major therapeutic focus. It is the ethnomedical model, 
not the biomedical model, that makes the distinction be- 
tween disease and illness its central analytic concern and 
provides a framework for identifying and treating illness 
problems (2). Finally, the biomedical model, at least as pres- 
ently construed, is an inadequate clinical paradigm because 
it does not conceive of sickness as an inherently semantic 
subject that is inseparable from the conceptualizations of it 
held by patients, families, communities, and practitioners. In 
other words, the biomedical model construes sickness as a 
"thing" separate from the context of meaning and social in- 
stitutions in which it is apprehended. Hence it fails to ana- 
lyze how beliefs and values affect the ways sickness is dif 
ferentially construed and experienced, and, consequently, it 
.does not disclose how sickness is socially constructed in dif- 
ferent social structural and cultural settings (including the 
institutionalized health professions). l 

The problems I have listed do not result from inappro- 
priate. or unskilled use of the biomedical model, as the 
authors seem to suggest, but are inherent in the model itself. 
The practical consequence for medical and psychiatric prac- 
tice is that the conceptual and value orientations of the bio- 
medical framework hamper the clinician’s performance of 
core clinical tasks, including recognition and treatment of ill- 
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ness problems (the psychosocial concomitants of disease), 
elicitation of and negotiation with the patient's perspective, 
effective clinical communication across social class and eth- 
nic boundaries, and patient education regarding health main- 
tenance and self-help (4). These structural limitations of the 
biomedical model in clinical practice, it is claimed, make a 
major contribution to patient noncompliance and dissatis- 
faction with the quality of care (5). Certainly, psychiat- 
ric consultation in the specialized medical setting of the 
teaching hospital suggests that were it not for the current 
orientation of clinical psychiatry and psychology and social 
work to illness problems, inpatient medical practice would 
approximate veterinary care. 

Because of these marked deficiencies of the biomedical 
model, it seems inconceivable to me that it will receive seri- 
ous consideration from psychiatrists. To give it such atten- 
tion would not help resolve psychiatry's identity crisis—al- 
though a retreat to the safe confines of biomedicine may look 
like a quick answer—any more than it has helped resolve the. 
crisis in primary care. However, rejection of the biomedical 
model as a clinical paradigm for psychiatrv most definitely 
should not mean total rejection of a medical mode per se. 
Indeed, a major future task for psychiatry should be to join 
the other medical disciplines in the construction of a ''new 
medical model,” one based on translating behavioral and so- 
cial science concepts and findings into clinical formulations 
and practical strategies for patient care. 
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ARTHUR KLEINMAN, M.D. 
Seattle, Wash. 


Sir: The article by Drs. Ludwig and Othmer is an impor- 
tant exposition of medical psychiatry. Mental illnesses occur 
as a subset of medical illnesses and may be understood and 
treated according to the same principles as physical illness- 
es. Using the methods of history taking, examination, and 
comparison with known syndromes, a diagnosis is made. 
Prognosis and treatment are based more on the diagnosis 
than on the patient's psychosocial background (1). Signifi- 
cant advances in psychiatry, such as the new knowledge of 
the genetics of schizophrenia and affective disorders and the 
use of chlorpromazine and lithium, have resulted from 
studying patients in this manner. By comparison, specula- 
tions on unconscious motivation have been helpful only in 
some individual cases. 

The authors effectively deal with the widespread criticism 
that medical psychiatry is antipsychotherapy and antihu- 
manist. Much of psychotherapy is a formalized version of 
the art of medicine, the use of psychological methods in pa- 
tient care. While psychiatrists receive extensive training in 
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psychotherapy, it is not our exclusive province. All good 
physicians practice it: a good surgeon or family practitioner 
takes account of the patient's personality and life situation. 
A psychiatrist who concentrates on these factors while ig- 
noring the symptoms, signs, and natural history of the illness 
would not be doing as good a job. The single-minded pursuit 
of psychosocial etiologies of mental illness, with its atten- 
dant blaming of family and society, is neither useful nor hu- 
mane (2). The authors note the value of psychosocial thera- 
pies and add that they are fully compatible with medical psy- 
chiatry. We may employ a psychological treatment while 
remaining skeptical about a psychological cause. There is no 
contradiction. 

Drs. Ludwig and Othmer rightly state that many life prob- 
lems are handled as well or better by our nonmedical col- 
leagues. A medical degree does not give us special prepara- 
tion to deal with marital difficulties, poverty, adjustment re- 
actions, family troubles, and existential unhappiness. When 
these are not secondary to mental illness, they can be treated 
as well by professionals trained in other disciplines. 

Psychiatry has come a long way in returning to medicine. 
The vigorous increase in psychobiologic research, reinstitu- 
tion of an internship-like experience for residents, and new 
interest in liaison psychiatry are obvious examples. This pa- 
per is a signal statement of that return to medicine. 
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MICHAEL J. SILVERGLAT, M.D. 
Kansas City, Kans. 


Sir: Drs. Ludwig and Othmer postulate that since ''the 
primary identity of the psychiatrist is as a physician, . . . the 
medical model represents the most useful and appropriate 
model available for the practice of psychiatry.” This argu- 
ment contains a logical inconsistency as well as areas that 
are open to question. Most significantly, if followed, it would 
lead psychiatry and medicine in a full circle back to nine- 
teenth century pragmatism. 

The statement regarding the primary identity of the psy- 
chiatrist may or may not be true. It is true that psychiatrists 
first become physicians, but it seems to me that we are free 
to choose our primary identity as best fits our needs and in- 
clinations. The statement that “‘the medical model repre- 
sents the most useful and appropriate model . . .” implies 
that the medical model is 1) clearly defined as a specific enti- 
ty, 2) appropriate for modern medicine, and 3) applicable to 
psychiatry. Blaney £1) clearly points to the four theoretical 
implications of the medical model, only one of which relates 
mental disorder to organic disease. The other three state- 
ments include such devastating implications as ‘‘ the individ- 
ual has no responsibility for his behavior.” Sarason and 
Ganzer (2) see the medical model as ‘ʻa social structure of 
authority and responsibility" and this may be only one as- 
pect of the classificatory and theoretical model to which Drs. 
Ludwig and Othmer relate. Thus the medical model has far 
more implications than the authors considered. 

The question of whether the medical model is even valid 
for modern medicine is one that has been raised repeatedly 
in the past few years. This model was useful to the growth 


. LETTERS TO THE EDITOR 


and development of late nineteenth century and early twenti- * 


eth century medicine but contributed significantly to the de- ' 
personalization and dehumanization that characterize much 
of current medical practice. While medicine itself is looking 
for more humanistic models, it would seem anachronistic for 
those of us in psychiatry to retreat to old and tired ideas. 

In regard to the applicability of the medical model to psy- 
chiatry, the authors limited their discussion to ''so-called 
problems of living." These ‘‘so-called problems” are an im- 
portant aspect of the human problem and are particularly 
relevant to psychosomatic medicine as well as to the biologi- 
cally determined mental disorders. a fact the authors seemed 
to have forgotten. 

Logically, even if both parts of the statement I cited in the 
opening sentence are correct, the relationship between the 
two must be proven before the justification presented by the 
authors can be accepted. 

There are several other concepts that seem important to 
me and have either not been stressed or have been dis- 
counted. Drs. Ludwig and Othmer give lip service to the hu- 
manistic model but then devalue the idea in a very subtle 
way. They subsume humanistic medicine under the *'art of 
medicine" as compared to the ‘‘science’’ of medicine, with 
distinct prejudice toward the science of medicine. They dem- 
onstrate directly how the dehumanizing process works when 
they point out, *'It is essential to emphasize that the manage- 
ment of such patients entails far more than the diagnosis and 
treatment of disease; the patient's illness must be addressed 
as well." They clearly separate the patient, his disease, and 
his illness. Nowhere do they address the idea of the whole 
patient. The authors seem to show their underlying thought 
process in the following statement: ‘‘If the physician 
chooses to work with some ‘chents,’ which must always re- 
main his or her prerogative, then he or she cannot claim any 
special expertise over his or her nonmedical colleagues, es- 


pecially since their training in this area may be superior.” * 


One initial thought is that it might be appropriate for psychi- 
atric physicians to acquire the training they need to work 
with their clients. J further suggest that the authors have pre- 
sented in their argument a thinly veiled justification for the 
existence of the specialty of psychiatry. If their reasoning 
prevails, then psychiatry will be relegated to the nineteenth 
century, and a promise of bridging the gap between medicine 
and the humanities, between our body and mind, mind and 
spirit, will remain unfulfilled. I hope that their article is just 
an example of the conservatism that is currently sweeping 
the country and is self-limited in nature. 
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LESLIE B. Kapis, M.D. 
Aptos, Calif. 


Drs. Ludwig and Othmer Reply 


SIR: Some respondents to our paper ''The Medical Basis 
of Psychiatry" share the concern that our proposed ‘‘medi- 
cal model'' is too narrow, too dualistic (Drs. Sidley, Nuss- 
baum, and Kadis), and too reductionistic; in short, too ‘‘bio- 
medical" to fit the requirements of modern psychidtry. Dr. 


~ 497 


| 
| 


LETTERS TO THE EDITOR 


+ 


- Kleinman maintains that a biopsychosocial model as pro- 


‘posed by Engel (1) is more appropriate for psychiatry be- 
cause it overcomes biological (and we may add psychologi- 
cal) reductionism and it neither reduces complex biopsy- 
chological phenomena to purely biological causes nor ex- 
cludes apparent psychological disturbances from the concept 
of disorder. Adherents of this approach suggest it is desirable 
for medicine to accept the more complex and expansive 
modern biopsychosocial model. The medical model we 
proposed would take psychiatry back to an obsolete and 
out-dated biomedical approach, according to Dr. Kadis. 

We do not share the enthusiasm for the biopsychosocial 
model, nor do we agree that our model can be equated with 
biomedicine as described by Engel. 

When compared to the biopsychosocial model, our 
"etiological medical model, which differentiates among 
symptomatic, syndromatic, pathological, and etiological 
diagnoses on the grounds of our present understanding or 


` ignorance about the underlying causes of specific diseases, 


seems to have two advantages. First, it is specific. It distin- 
guishes clinical syndromes (such as schizophrenia, manic- 
depressive disorder, depression, and obsessive-compulsive 
neurosis [2]) from interactional disturbances between 
people, such as marital discord. Second, it is agnostic. It 
forces us to admit our ignorance, if the nature of certain 
symptoms or syndromes is not known. We will provide brief 
illustrations of the advantages of the medical model. 

Medical school curricula prepare the student to recognize 
clinical disorders, their natural history and pathology or 
etiology, if known. Marital discord, if not a result of depres- 
sign, alcoholism, sociopathy, hysteria, etc., is only **diagno- 
sable" from the relationship between a couple, not from 
symptoms of each individual partner. No specific symptoms 
or syndromes for marital discord are known. It is not eco- 
nomical to expect a model of disease or illness to encompass 

* everything that could produce personal discomfort or social 
dysfunction. In answering Dr. Kadis, we advocate not call- 
ing all discomforting conditions due to interpersonal con- 
flicts ‘‘diseases.’’ Part of a definition of disease is the deter- 
mination of its limits. Problems of war and peace or poverty 
and wealth should not belong in the same category as mi- 
graine headache, schizophrenia, cancer, or smallpox. 

The personality of a patient and his psychosocial setting 
often seem to influence and modify patients' understanding 
of their disorder, their illness course, cooperation in treat- 
ment, and degree of disability. This social impact of the dis- 
ease on the patient transforms the disease into the patient's 
illness, as Dr. Kleinman notes. To achieve optimum cooper- 
ation and confidence between the patient and physician, 2 


sensitivity to these factors is, and always has been, neces- | 


sary. Our own study (3) demonstrated how psychosocia. 
management of psychiatric patients shortens rehospitaliza- 
tion time and increases treatment compliance from 30%- 
5096 up to 8095-9096. Nevertheless, these modifying. highly 
individual psychosocial factors should be carefully dis- 
tinguished from causative psychological factors. In theory, 
the medical model could provide a place for an etiological 
diagnosis based on necessary psychological factors. In prac- 
tice, however, we do not know the etiology of any psychia- 
tric disorder except syndromes associated with brain disease. 

This statement does not indicate, as Dr. Kleinman sug- 
gests, that the medical model is biologically reductionistic; it 
means simply that proof is lacking to support an etiology cf 
either a biochemical deficiency or an unconscious conflict, 
for instance, The statement further indicates that we consic- 
er the medical model to be agnostic and skeptical. 
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In answering Drs. Nussbaum and Kadis, we would point 
out that psychosomatic causation is acceptable as a concept. 
but is not proven as a fact. Quite the contrary is derhon- 
strable. During the last century, for example, before the 
spirochete and the tubercle bacilli were detected, psycho- 
logical factors were assumed to cause general paresis and 
tuberculosis. It was believed that the interaction between a 
weak disposition and nonspecific psychological factors 
would produce these disorders (4). Contrary to Kadis' be- 
lief, the nineteenth century was not all that biologically ori- 
ented. From such errors in the past, we should learn to de- 
mand proof of any causation, including a psychological one, 
prior to developing treatment plans that assume a causal 
relationship between the disorder and psychosocial events. 

So far, proof of any pathogenic process is lacking for 
every established syndrome in psychiatry except for those 
associated with organic brain syndrome (2). The inability or 
unwillingness to distinguish between proven and speculative 
causative factors has created a strange dichotomy between. 
"organic reductionistic’’ and ‘‘psychological holistic'' think- 
ing, with a positive value judgment attached to the latter. In 
our opinion, the problem in psychiatry is not the controversy 
between organic and psychological causes, but between 
what is known and not known. Too often, the gap between 
the little we know and the much we want to explain has been 
filled with vague psychological assumptions that currently 
defy experimental verification. In the abserice of proof, we 
should withhold judgment about psychosocial or biologicaf 
causes and clearly admit our ignorance. 

Finally, we would like to answer the question about pa- 
tients’ responsibility within the framework of the medical 


“model. Dr. Kadis quotes Blaney as saying that in the medical 


model, ‘‘the individual has no responsibility for his behav- 
or." This statement illustrates how abstractions can mislea 
us. The misleading abstraction in this context is the word 
"behavior." We would indeed hold that a patient with a 
streptococcal throat infection is not responsible for his pain 
and fever or for feeling weak; but he is responsible for his 
cooperation with therapy. The schizophrenic patient, ac- 
cording to our current knowledge, is not responsible for 
hearing voices, for being frightened, for being subject to de- 
lusions; but he may be responsible, as has to be determined 
from case to case, for his cooperation with treatment after he 
has gained insight into the morbid nature of his symptoms. 

We thank the respondents for their fruitful contributions. 
In spite of our differences, we share with them the desire for 
a clear and carefully designed model of psychiatric dis- 
orders. We also share with them the concern for optimum 
patient care. 
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Transfer of the Chronically IIl? 


* Sm: I would like to comment on the article ‘Planning for a 
Mental Hospital Phasedown'' by M. Powell Lawton, Ph.D., 
and associates (December 1977 issue). I have been working 
as a staff psychiatrist in a New York State psychiatric center 
for 7 years: for the last 5 years, I have been assigned to the 
treatment of the chronically ill patients. Some of my patients 
are now in their 90s and have been hospitalized for as long as 
50 years. 

Many of these patients will not meet the Donaldson cri- 
teria (1), for involuntary hospitalization as they are non- 
dangerous and could probably survive in a less restrictive 
alternative. However, to these patients the hospital is home, 
and even transfer to another building is a traumatic experi- 
ence with negative consequences that are sometimes as 
severe as the shcck of transfer into the community (2, 3). 

I agree that we *'simply cannot wish out of existence . . 
chronic patienthood," and I know that there is a short sup- 
ply of adequate community placement possibilities. There 
are also difficulties, as the article stated, in matching a pa- 
tient with an available space because of rigid acceptance cri- 
teria. 

Maybe a solution to this problem is not to transfer the pa- 
tients out but to provide them with the appropriate level of 
care within the existing physical facilities and to leave as a 
‘psychiatric hospital” only the admission and short-term in- 
tensive care services. 
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EpiTH HAR-EsH, M.D. 
Hyde Park, N.Y. 


On Guidelines for Maximum Dosages 


Sin: We are writing in reference to “‘The Prevention of 
Tardive Dyskinesia" by George E. Crane, M.D. (July 1977 
Issue), We certainly agree with and endorse Dr. Crane's ca- 
veat to use lower doses of antipsychotic drugs in conjunction 
with an effective monitoring system of adverse reactions in 
chronic patients. However, we are in sharp disagreement 
with the following paragraph from Dr. Crane's article: 


A maintenance dose of 400 mg of chlorpromazine a 
day or equivalent doses of other neuroleptics seems to 
be safe and probably quite effective for most patients. 
However, for persons over 55, doses should not exceed 
150 mg a day. For geriatric patients, doses should not be 
higher than 75 mg a day. (p. 757) 


We take issue with Dr. Crane's dosage recommendation of 
400 mg of chlorpromazine a day for *'most patients” as well 
as his maximum dosages of 150 mg and 75 mg for patients 
over 55 and geriatric patients, respectively. His recommend- 
ed dose (400 mg) is not substantiated by the literature. His 
maximum dose guidelines do not take into account the wide 
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interpatient variation of plasma levels of antipsychotic medi* 
cations and behavioral response; the literature is not exten- 
sive or consistent enough to support maximum dosages. 
Such dosage recommendations by an experienced clinician 
publishing in a journal with a distinguished editorial board 
may put the physizian who deviates from them into unneces- 
sary jeopardy from a medicolegal viewpoint. 

We feel the fcllowing points are inconsistent with Dr. 
Crane's approach of using recommended dosages in most 
patients and maximum dosages in patients older than 55: 

1. Inareview of outpatient drug withdrawal studies, Gar- 


- dos and Cole (1) pointed out that drug-placebo differences in 


relapse rates range from 12% to 3996, with a median of 40%. 
They conclude that as many as 50% of chronic schizophrenic 
patients may not need to be on antipsychotic medication at 
all. 

2. Mean dosages used in double-blind studies reporting 
the efficacy of maintenance antipsychotic drug treatment 
tend to be below 400 mg of chlorpromazine (CPZ) or equiva- 
lent per day. Leff and Wing (2) used a mean of 157.1 mg of 
CPZ or equivalent in their study of outpatients with illness of 
moderate severitv. Hogarty and Goldberg (3) used an aver- 
age of 280 mg of CPZ or equivalent in a 2-year study of 374 
schizophrenic patients discharged from the hospital. Tros- 
kinsky and associates (4) used no more than 300 mg/day of 
CPZ in outpatient schizophren:cs. Clark and associates (5) 
found 150 mg of CPZ an effective dose relative to placebo, 
although generaily less effective than 300 mg/day in a group 
of chronic schizophrenic inpatients in whom behavioral 
dose-response relationships were measured. Thus, as little 
as 150 mg of CPZ or equivalent per day has been effective 
relative to placebo in both chronic inpatients and out- 
patients. Lehmann (6) mentions that as little as 50 mg of CPZ 
three times a week may protect against recurrences of ill- 
ness. 

3. While age at onset of drug therapy may be positively 
correlated with increased prevalence of tardive dyskinesia 
(7), the fact remains that some patients over 55 may need 
more than 150 mg of CPZ and some geriatric patients may 
need more than 75 mg of CPZ per day. The cited basis for 
Dr. Crane's maximum dose recommendations is his own 
work (8, 9). Although it is beyond the scope of this letter to 
critique this work, we feel some of the conclusions he 
reached should be questioned. For example, the data (9) he 
cites to support the maximum dose of 75 mg of chlorproma- 
zine for geriatric patients indicate that moderate dyskinesias 
were found in 12 of 20 patienis who received more than 72 
mg of chlorpromazine or equivalent for longer than 6 months 
and did not drop out of the study. However, 4 of the 12 pa- 
tients with moderate dyskinesias improved in 2-12 weeks. 
Were these wi:hdrawal dyskinesias instead of tardive dyski- 
nesias? There are no other studies that clearly correlate max- 
imum daily dose with tardive dyskinesia. In addition, some 
studies (7) have not even found a correlation between total 
administered neuroleptic and prevalence of tardive dyski- 
nesia. While 12 of 20 patients is an alarming percentage to 
develop tardive dyskinesia, we wonder if one can really 
make a statement about maximum dosages in geriatric pa- 
tients based on such data. Stating maximum dosages also 
ignores the known large: interpatient differences in drug 
plasma levels (10, 11) (from variations in absorption and/or 
metabolism), behavioral response, and emergence of tardive 
dyskinesia. 

In summary, we feel that one can state that maintenance 
medication use encompasses a range of doses. It is not un- 
usual to be able to successfully maintain patients an 150-300 
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. "mg/day of CPZ or equivalents. One shquid find the lowest 

. * possible maintenance dose, keeping in mind that many pa- 
” tients do not need maintenance medications at all. Maximum 
doses cannot be stated arbitrarily, except to emphasize that 
dose fer any age group should be the lowest possible dose 
that can sustain the patient at an acceptable level of improve- 
ment. We are confident that this is the actual intent of Dr. 
Crane's recommendations. 
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RICHARD I. SHADER, M.D. 
ROBERT ELKINS, M.D. 
DOMENIC CIRAULO, M.D. 
CARL SALZMAN, M.D. 
Boston, Mass. 


Dr. Crane Replies 


.SiR: Drs. Shader, Elkins, Ciraulo, and Salzman seem to 
question the validity of some of my work on tardive dyski- 
nesia; they also have reservations about my claim that there 
is a positive correlation between total exposure to neurolep- 
tics and long-lasting neurologic disorder. My findings are 
based on four separate studies (1-4); two of these (1, 2) uti- 
lized random assignment of patients to high and low doses, 
two phenothiazines, and serial neurological evaluations. De- 
spite the differences in experimental design, and in the types 
of patients selected for all these experiments, my results 
have been consistent. There is a paper that contradicts my 
findings (5) and is mentioned in the letter; its authors did not 
attempt to replicate my studies by using the same or similar 
methodology. The recommended maximum doses for main- 
tenance therapy are derived from another project (6) that is 
based on observations of the effects of drug manipulation on 
the behavior of 160 schizophrenics for as long as 2V years. 
To be sure, this is not a controlled study and my inter- 
pretations may have been influenced by a personal bias. On 
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the other hand, I doubt that the average clinician has the 
time or inclination to follow his patients in an equally sys- 
tematic fashion. I have no quarrel with Dr. Shader and asso- 
ciates' assertion that there is great variability in patients’ re- 
sponses to drugs and in the plasma levels of neuroleptics or 
active metabolites. However, I would like to ask the Har- 
vard group how many psychiatrists are in a position to distin- 
guish the variations of drug effects from the fluctuations in 
the course of an unpredictable disease like schizophrenia? 
How many institutions have the capability of investigating 
the metabolism of neuroleptics in the tissues and body fluids 
of the patients? To my knowledge, these procedures a are too 
expensive to be used routinely. 

Finally, Dr. Shader and his colleagues express concern 
about the medicolegal consequences of the administration of 
doses in excess of those I recommend in my paper. Physi- 
cians have nothing to fear, if they can provide reasonable 
evidence that any attempt to lower doses is invariably fol- 
lowed by behavioral deterioration in the patient or by a re- 
duction of the concentration of the drug in the plasma to non- 
therapeutic levels. As for the clinicians who do not have the 
time or the laboratory facilities required for a satisfactory 
assessment of the therapeutic (and toxic) effects of chemo- 
therapy, my only advice is that they set a reasonable upper 
dose limit for all neuroleptics used in maintenance treat- 
ment. To find *'the lowest possible dose which can sustain 
the patient at an acceptable level of improvement'' seems to 
me an unrealistic goal. . 
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GEORGE E. CRANE, M.D. 
Solana Beach, Calif. 


Tricyclics Versus ECT 


Sır: In “Research Barriers in Psychopharmacology'' (Au- 
gust 1977 issue) Jonathan O. Cole, M.D., correctly noted 
that antidepressants ''take one to three weeks to act, have 
anticholinergic and cardiovascular side effects, and improve, 
at best, one-half of the patients treated." A few sentences 
later, however, he asserts that ‘‘current drugs Bre a vast im- 
provement over the electroconvulsive therapy, insulin coma 
therapy, and barbiturate sedation that were the only treat- 
ments available in 1950... ." I am sure Dr. Cole does not 
wish to imply that either tricyclic or monoamine oxidase in- 
hibitor antidepressants are a vast improvement over ECT in 
the treatment of endogenous depression; I know he is aware 
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of two major controlied studies (1, 2) that show exactly the 
opposite to be true. 
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RICHARD ABRAMS, M.D. 
North Chicago, Ill. 


Dr. Cole Replies 


Sir: In response to Dr. Abrams’ thoughtful letter, I would 
Jike to respond that he is of course quite correct. Elec- 
troconvulsive therapy is certainly more effective than antide- 
pressants as now used in moderate to severe depressive re- 
actions. I doubt that it is superior in neurotic depressions of 
the usual sort. I have recently reviewed the studies Dr. 
Abrams mentions myself and wonder whether phenelzine 
sulfate, for example, would not have been a good deal more 
effective if it had, in fact, been used in an effective dose. 
Both studies tended to use 45 mg/day, while doses of 60-90 
mg/day are a good deal more effective. Similarly, many of 
the patients treated with tricyclics in the Greenblatt and as- 
sociates study were probably under-treated by modern stan- 
dards with average doses of around 200 mg. 

On the whole, I think I fell into the philosophical trap of 
preferring not to use ECT whenever possible and judging 
‘any treatment that would avoid the use of ECT as a blessing. 
This position is easy to assume and is assumed by entirely 
too many people these days. Certainly the tricyclic antide- 
pressants sometimes cause mild thinking disorders and con- 
fusion and memory impairment, as does electroconvulsive 
therapy. Perhaps the risk of this kind of cognitive difficulty is 
more or less the same with the two treatments. Even if this 
were true, however, ] am afraid that many people would still 
prefer not to give ECT because of the psychic aura which 
somehow has come to surround this treatment. 

In short, I plead guilty as charged in Dr. Abrams' letter. 


JONATHAN O. Corre, M.D. 
Belmont, Mass. 


Anniversary Reaction or Affective Disorder? 


SIR: In "Anniversary Reactions Masquerading as Manic- 
Depressive Iliness" (November 1977 issue) Jesse O. Cav- 
enar, Jr., M.D., and associates commented on the impor- 
tance of recognizing anniversary reactions in depressed pa- 
tients. They suggested that many of these patients are mis- 
diagnosed as suffering from  manic-depressive illness, 
depressed type, and that this diagnostic error is partly re- 
sponsible for the apparent increase in the occurrence of 
manic-depressive illness. Although I consider the article 
informative and thought-provoking, I question its basic 
assumptions about the relationship between the diagnosis 
of affective disorders and anniversary reactions. 

Psychiatric diagnosis, as we all know, is undergoing exten- 
sive revision. It is true that the frequency of diagnosis of 
manic-depressive illness has been on the increase. The ex- 
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planation, however, probably lies in the rediagnosis of pa- * 


tients from schizophrenia to affective disorder. The effect of 
differing diagnostic criteria has been discussed else- 
where (1). 

Our current level of understanding is still insufficient to 
rule out a diagnosis of affective disorder on the basis of etiol- 
ogy. The recent work on DSM-IH still characterizes af- 
fective disorders as syndromes, not disease states (2). 
Therefore, if clinical history, signs, and symptoms fulfill the 
criteria for a diagnosis, whether the origin of the disorder 
seems to be a genetically transmitted biochemical dysfunc- 
tion or a psychodynamically understandable emotional re- 
sponse is not diagnostically relevant. In fact, there are prob- 
ably few cases of affective disorder in which some combina- 
tion of factors is not involved (3). From the case 
descriptions, it would appear that the first patient described 
by Cavenar and associates would probably fulfill DSM-1II 
criteria for recurrent affective disorder, depressed type, and 
the second patient would satisfy criteria for depressive epi- 
sode. 

Another question concerns treatment. Cases | and 2 were 
appropriately treated with a combination of antidepressant 
medication and psychotherapy. This would still be the treat- 
ment of choice for ‘‘manic depressive illness, depressed 
type." Understanding the nature of the psychological con- 
flicts, then, need not require a change of diagnosis. The issue 
of the safety of lithium raised by the authors probably only 
applies to their case 1. However, lithium has not been estab- 
lished as the treatment of choice for depressive disorder, 
even of a recurrent nature (4, 5). Whether or not the pa- 
tient's greater understanding of her grief will eliminate fur- 
ther episodes of depression remains to be seen. If not, lith- 
ium might be considered for prophylaxis. 
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EDWARD L. MERRIN, M.D. 
San Francisco, Calif. 


Sır: Dr. Cavenar and associates’ article is an instructive 
reminder not to jump to conclusions based on superficial evi- 
dence. However, oae wonders if the authors have not gone 
somewhat beyond the data presented. First, the case presen- 
tations do not state that the patients had actually been fol- 
lowed for a year or more to demonstrate the effectiveness of 
the psychotherapy given. In fact, the implication in case 3 is 
that this has not yet been done. Second, where tricyclic 
drugs were used, it would be useful to know when they were 
discontinued. The use of two therapies simultaneously al- 
ways makes it difficult to know which one is deing what. 
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Third, some impression of the frequency əf missed anniver- 
“sary reactions would be helpful. The authors correctly point 
out the dangers of treating anniversary reactions with lith- 
ium, but it is even more dangerous to treat endogenous de- 
pressions with psychotherapy. Therefore, some idea of the 
relative frequency of the two conditions would be useful. 

At a more basic level, the ''either-or"" approach to diagno- 
sis may not be for the best. There is nothing about being 
manic-depressive that protects one against the effects of ex- 
ternal trauma, and some patients illustrate that various com- 
binations of endogenous and exogenous events may combine 
to cause a given depressive episode. In such cases, both psy- 
chotherapeutic intervention and pharmacotherapeutic ad- 
justments are necessary. 


MORTON S. Rapp, M.D. 
Toronto, Ont., Canada 


Dr. Cavenar Replies 


Str: Dr. Merrin is correct in stating that lithium has not 
been established as the treatment of choice for depressive 
disorder, even of a recurrent nature. Many clinicians do, 
however, attempt a trial of lithium for such patients. Dr. 
Merrin appears to be suggesting that as well, if the depres- 
sion returns. 

Dr. Merrin is correct in stating that the biological signs 
would fulfill the diagnostic criteria for affective disorder, de- 
pressed type, and depressive episode. However, I cannot 
agr'ee that the same type of treatment and psychotherapy is 
indicated for a patient with manic-depressive illness, de- 
- pressed type, and the patients described in the paper. If one 

listens to the associations of the patients with anniversary 
reactions, it becomes clear that there 1s a nidus of unresolved 
*conflict. In my opinion, the patient needs insight-oriented 
psychotherapy in order to understand and, hopefully, re- 
solve the conflict. In patients I have seen with a family his- 
tory of psychosis and mood swings from manic to depressed 
the psychodynamics are usually not clear, and one can make 
little from the patient's associations. In my experience, in- 
sight-oriented psychotherapy is futile with such patients. 
Supportive psychotherapy seems indicated in such cases. 

Thus, whether or not a particular patient meets the criteria 
for a particular diagnosis is not the crucial point. I believe 
the treatment is different in that different types of psycho- 
therapy are needed. 

To respond to Dr. Rapp, I would note that following the 
patient for one year to demonstrate the effectiveness of the 
psychotherapy is not alwavs valid. There are many anniver- 
sary reactions in which there is no annual recurrence, e.g.. 
case 2 in our article. This woman was asymptomatic for four 
years, then experienced a depression. Whether she will ex- 
perience another depression next year is impossible to 
know. It appeared to require two circumstances, i.e., the 
death of the sibling plus the anniversary of her son's death, 
to contribute to her depression. Next year, only one of those 
factors may be present, as in the first four years, and shz 
may not become depressed. To attribute an absence of de- 
pression next year to the psychotherapy would be specula- 
tive in this case. 

The tricyclic drugs were discontinued in cases | and 2 
when the patients had a remission from sleep disturbance, 
mood improvement, and decreased crying. At this poinz, 
they were able to cathect the physician sufficiently to engage 
in a meáningful psychotherapy. 
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I believe anniversary reactions are common and frequent- 
ly missed. It is probable that one's basic orientation to psy-, 
chiatry determines the frequency with which anniversary re- 
actions are noted. As a psychoanalyst supervising residents 
in a short-term psychiatric hospital that admits all types of 
patients, I find anniversary reactions to be common and fre- 
quently missed. 

Certainly Dr. Rapp is correct when he states that various 
combinations of endogenous and exogenous events may 
combine to cause a depressive disorder. We do not intend an 
"either-or" approach; we are saying that these patients are 
without manic swings, have no family history of manic-de- 
pressive or schizophrenic illness, and have seemingly clear 
psychodynamics that can be understood and treated by psy- 
chotherapy. 


JESSE O. CAVENAR, JR., M.D. 
Durham, N.C. 


Confidentiality of Residency Records: Two Responses 


Sir: I am gravely concerned over the publication of ‘‘The 
Hearst Trial and the Confidentiality of Residency Records” 
by Lenore C. Terr, M.D. (November 1977 issue). Dr. Terr 
stated that Herrick Memorial Hospital gave Dr. Joel Fort's — 
residency files to F. Lee Bailey's team without a legal fight. 
This statement is totally contrary to the facts. The authos 
then hypothesized that Bailey had seen the record before its 
subpoena. Others had concern about the issues, communi- 
cated with the hospital, and received the facts. Had Dr. Terr 
afforded us a similar opportunity, this article could not have 
been written with its damaging inferences. 

Briefly, the facts are as follows. I was the first to receive* 
warning that Dr. Fort's residency files were sought in evi- 
dence in the form of a telephone call from one of Mr. Bai- 
ley's assistants at 7:35 a.m. on March 9, 1976. He told me 
that he had received information that I had written a dele- 
terious letter concerning Dr. Fort during the period of his 
residency. Since Dr. Fort's residency occurred 18 years pre- 
viously, I denied memory of such a letter. When asked 
whether the hospital still had files on Dr. Fort, I denied 
knowledge of whether we had such files. I immediately tele- 
phoned the Assistant Administrator of the hospital, and he in 
turn contacted the hospital's attorneys. A subpoena of the 
records was served on the hospital at about 9 a.m. Late that 
morning the Assistant Administrator, the hospital attorneys, 
and Dr. Fort's attorney, Mr. George Davis, appeared in 
court in response to the subpoena. They strenuously con- 
tested the subpoena and did, in fact, succeed in getting it 
quashed. The San Francisco Chronicle wrote, ‘‘To all in- 
tents and purposes the Fort file was dead and buried until it 
was exhumed by U.S. Attorney James Browning during his 
redirect examination of the behavioral specialist.” l 

However, Mr. Bailey had used the opportunity to make 
notes from the files during the arguments over their admis- 
sibility. When Mr. Browning examined Dr. Fort on his train- 
ing, Mr. Bailey promptly requested permission to ask Dr. 
Fort about the contents of the Herrick file and permission 
was granted. This occurred outside the hospital attorneys’ 
presence or knowledge. Mr. Bailey had the subpoena imme- 
diately renewed. By the time the Assistant Administrator 
and the hospital attorneys arrived with the records, Mr. Bai- 
ley had already questioned Dr. Fort about much of the mate- 
rial in the files by quoting from various comments in the file 
he had apparently copied the preceding day. 
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I can state categorically that no information whatsoever 
was given Mr. Bailey by the hospital or any responsible offi- 
cer of the staffand that in fact every possible effort was made 
to maintain the confidentiality of Dr. Fort’s residency files. 
Dr. Terr’s irresponsible inferences have cast a serious slur 
on Herrick Memorial Hospital, the residency training pro- 
gram, and the 150 members of the staff of the Department of 
Psychiatry. I would respectfully submit that an unequivocal 
retraction both by you and Dr. Terr would be in order at this 
time. 


WILLIAM R. SHEEHY, M.D. 
Director, Psychiatric Program 
Herrick Memorial Hospital 
Berkeley, Calif. 


Sin: This letter is in response to the article by Dr. Terr. 
Dr. Terr purports to review the facts attendant to a highly 
unusual incident involving a residency file maintained on 
Joel Fort, M.D., who became an expert witness in the cele- 
brated Hearst trial. Throughout the article Dr. Terr mentions 
both John Vlahos and myself by name, as attorneys for Her- 
rick Hospital, and makes critical and disparaging comments 
about the role of both our law firm and the hospital in failing, 
according to the article, to protect adequately the con- 
fidentiality of the residency file. 

e The author displays an ignorance of both the facts and le- 
gal implications surrounding the matter. The length to which 
the author goes in criticizing our firm raises disturbing ques- 
tions as to her real motive for many of the comments that 
appear in the article. If Dr. Terr had afforded us the basic 
courtesy of even a telephone call before submitting the ar- 
ticle for publication, I am certain that we could have clarified 
many of the misguided but highly critical statements in her 
article. Nevertheless, the damage to our reputation has been 
done by virtue of the article's publication. Although it is nev- 
er possible to completely negate damage of this type, we are 
requesting that our letter be printed in full in the Journal. 

In order to respond to the confused statements contained 
in Dr. Terr's article, it is necessary to review the facts. On 
the morning of March 9, 1976, a subpoena was issued to Her- 
rick Hospital for the residency file of Joel Fort, M.D. Dr. 
Fort was one of the principal expert witnesses for the prose- 
cution in the Hearst trial. The trial, of course, took place in 
San Francisco. Coincidentally, Dr. Fort had spent his resi- 
dence in psychiatry at Herrick Hospital, which was located 
in Berkeley, a community that neighbors San Francisco. The 
subpoena directed that the hospital administration immedi- 
ately deliver the file to the U.S. District Court. The adminis- 
tration, recognizing that this was an unusual subpoena, con- 
tacted our firm since we are general counsel for the hospital. 
We instructed that the file be delivered to our office where 
Mr. Vlahos, our senior litigation attorney, and myself, ac- 
companied the custodian of records to the Hearst trial. Dr. 
Fort was represented by separate legal counsel, Mr. Davis.. 
Mr. Vlahos and I discussed strategy with Mr. Davis and Mr. 
Browning, chief prosecution attorney. It was agreed that a 
motion to quash the subpoena should be made by Mr. Davis 
and that Mr. Browning and our firm would be available to 
offer arguments in support of the motion. We are criticized in 
Dr. Terr's article for not making our own motion to quash. 
Dr. Terr apparently failed to recognize that it was, after all, 
Dr. Fort's reputation as a psychiatrist that would be poten- 
tially damaged by virtue of disclosure of the file, and on this 
bass it was decided that Mr. Davis would be in the strongest 
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position to make tke motion. It should also be realized thaf 


Herrick Hospital was neither a party to the proceeding nor a ? 


witness and thus we were not tn a position to assess the rele- 
vancy or remoteness of the subpoena. It was agreed, how- 
ever, that we would be permitted to address the court on the 
question of the motion to quash as it might apply to issues of 
importance to the hospital. : 

The broad issue affecting the hospital was the preserva- 
tion, to the extent possible, of the confidentiality of the resi- 
dency files. We were acutely aware that the integrity of the 
program at the hospital required that we do our best in this 
regard. However, we were faced with the fact that there ap- 
peared no clearly applicable law which would protect the 
confidentiality of these files if they were found to be relevant 
to the proceeding. Dr. Terr criticizes our office for not at- 
tempting delaying tactics, for not arguing the possible appli- 
cability of the physician-patient privilege to a residency file, 
and similar criticisms. We did not raise before the court ar- 
guments that in our opinion would have been frivolous or 
fruitless and did not engage in what would have been obvi- 
ously considered pointless delaying tactics. We did, how- 
ever, bring to the court's attention California Evidence Code 
Section 1157. This is a special statute in California State law 
which, in many instances, will protect the records and pro- 
ceedings of medical staff committees against subpoena. In 
our view, this was the only section that had any possibility of 
affording these records some special protection or privilege 
against the subpoena, assuming they were otherwise rele- 
vant. There were two significant problems in arguing this 
section. First, for reasons subsequently discussed, federal 
criminal procedure does not, as a general rule, recognize 
state laws regarding privileged information. Second, the sec- 
tion afforded protection to the files of ‘‘medical staff com- 
mittees," and in our view, it did not appear that the resi- 
dency files had been maintained as medical staff committee 
records. Nevertheless, we felt that this section. which was 
designed to protect the integrity and confidentiality of the 
hospital’s peer review process, should be brought to the 
court's attention ard should be made a part of the motion to 
quash. In fact, at our urging, the court did rule on the appli- 
cability of Evidence Code Section 1157. 

Mr. Davis’ principal argument against the admissibility of 
the residency file was based on the remoteness of the infor- 
mation in the residencv file to any of the issues under consid- 
eration. In other words, even if the residency file might have 
some slight relevance to the cross-examination of Dr. Fort, it 
was felt that the information contained therein was so distant 


. in time that it should not be considered in his cross-examina- 


tion. 

After making these arguments during the morning session, 
the judge permitted attorneys for both the prosecution and 
defense to examine “he residency file during the noon recess. 
The purpose of this order was to permit legal counsel to be 
apprised of the contents of the file so that each side could 
further present arguments at the commencement of the after- 
noon session. Upon return from the lunch recess and out of 
the jury's presence, the court heard further arguments from 
Mr. Bailey and Mr. Browning. Although we requested the 
opportunity to appear during these arguments, we were de- 
nied this opportunity and confined to a special waiting room. 
The court ruled that the residency file would not be admitted 
into evidence since the court agreed with Mr. Davis that its 
contents were too remote to any of the issues connected with 
the cross-examination. After excluding the residency file 
from evidence, the judge ruled on the question we had raised 
as to whether California Evidence Code Section 1457 might 
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"provide a special privilege in this instance. Citing Rule 501 of 


: the Federal Evidence Code, the court ruled that the Califor- 
nia privilege would not apply (U.S. v. Hearst, trial transcript, 


3505-3506). The records were then returned to Herrick Hos- 
pital. 

Although the court had rejected our argument that Section 
1157 might provide some special confidentiality, the motion 
had in fact been won since the court had ruled that the rec- 
ords would not be admissible. Ordinarily, this would have 
ended the matter. With the residency file in hand, we left the 
Hearst trial. Dr. Fort continued to testify as an expert wit- 
ness on the afternoon of March 9 and both the morning and 
afternoon sessions of March 10. Naturally, no representa- 
tives from our firm or from Herrick Hospital were present 
during this testimony. During the redirect examination by 
Mr. Browning, a startling event occurred. Unpredictably, 
Mr. Browning began to question Dr. Fort about his training 
prior to his residency at Herrick Hospital. Mr. Bailey imme- 
diately renewed his offer of proof to introduce the Herrick 
residency file, arguing that the information had become now 
relevant because of Mr. Browning’s inquiry about the doc- 
tor’s training period. 

The judge agreed with Mr. Bailey. In other words, our vic- 
tory the previous day had been reversed by virtue of Mr. 
Browning’s surprising line of questioning. Since the resi- 
dency file had been returned to Herrick Hospital, the sub- 
poena was immediately reissued. However, at this point in 
time, the second highly unusual event occurred, an event 
which was not explained in Dr. Terr’s article. Rather than 
waiting for the records to be returned to the court, which 
would have been the usual practice, Mr. Bailey was permit- 
ted by the judge on recross-examination of Dr. Fort to rely 
on the notes his associate had taken from the residency file 
during the previous day’s recess. 

Although Dr. Terr does not mention this fact in the article, 
attorneys for the hospital were thus not present at the time 
Mr. Bailey was permitted to ask Dr. Fort questions based on 
his notes of the residency file. It was during this period and 
outside the presence of hospital attorneys or the hospital of- 
ficials that Mr. Bailey, in questioning Dr. Fort, referred to a 
patient by name. No other attorney in the courtroom object- 
ed to the use of this patient’s name. Although we would cer- 
tainly agree with Dr. Terr that it is highly regrettable that a 
patient’s name was revealed in open court, the sequence of 
events which occurred after we were successful in having 
the entire file excluded were without precedent and, in our 
opinion, so unlikely that they were realistically unpredict- 
able. 


Dr. Terr makes a number of specific criticisms of our legal 


judgment in not using specific tactics and not raising specific 
arguments in support of the motion to quash. We will at- 
tempt to respond to each of these criticisms. Dr. Terr criti- 
cizes our firm for not arguing before the court the possible 
applicability of the physician-patient privilege. She reasons 
that the relationship between a resident and his supervising 
physician is somewhat analogous to the physician-patient 
relationship and that this point should have been argued be- 
fore the court. Apart from the dubious analogy between a 
residency file and the patient-physician relationship, the cru- 
cial legal issue which Dr. Terr fails to discuss is the fact that 
the physician-patient relationship is not recognized as a 
privilege in federal criminal proceedings. Under Rule 26, 
Federal Rules of Criminal Procedure, the admissibility of 
evidence in federal criminal trials is governed by common 
law, except as modified bv Congress. Rule 501 of the Federal 
Rules df Evidence states that, unless otherwise provided, 
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the privilege of a witness shall be governed by the principles 
of common law as interpreted by the U.S. courts in light of 
experience and reason. In common law, no physician-pátient 
privilege existed and therefore no such privilege would have 
been recognized in the Hearst trial, had it been asserted (1). 

Dr. Terr further states that we should have moved for a 
continuance but did not. Moving for a continuance would 
not have had any point in this proceeding. It would have, 
even if granted, only delayed oral arguments but would not 
have affected their outcome for the reasons previously dis- 
cussed. More importantly, it would have been inappropriate 
since there appeared no basis ior such a motion to delay. 
Moreover, to criticize our firm at this juncture in failing to 
make a motion to continue when in fact the motion to ex- 
clude the residency file was initially won amounts to nothing 
more than hindsight wisdom. 

Dr. Terr advocates the use of delaying tactics in such cas- 
es. She states that ‘‘legal delay tactics can be very effective. 
Particularly because the residency file is a side issue, the 
subpoenaing attorney may not pursue the matter if there is a 
legally obtained delay." Apparently, Dr. Terr is not familiar 
with the American Bar Association's Code of Professional 
Responsibility. It is a violation of the Code of Professional 
Responsibility, and grounds for discipline, for a lawyer, in 
his representation of a client, to file a lawsuit, assert a posi- 
tion, conduct an offense, delay a trial or take other action on 
behalf of his client when he knows or when it is obvious that 
such action would serve merely to harass or maliciously ifi- 
jure another (DR 7/102(a)(1)). 

Dr. Terr also suggests that Federal Rule 611 (protecting 
witnesses from harassment or undue embarrassment) and 
Rule 403 (exclusion of relevant evidence because of its unfair 
prejudice, waste of time, or undue delay) should have been 
cited. Assuming that these rules are applicable, it was the 
province of the attorney for Dr. Fort, or of Mr. Browning, 
the U.S. Attorney, to make these motions. The attorneys for 
Herrick Hospital, not having been involved in the action at 
all, were not in a position to represent Dr. Fort's personal 
interests, and could certainly not judge whether the witness 
was being harassed, embarrassed, or unduly prejudiced. 

Finally, the article states that it is a reasonable inference 
from the trial transcript that the hospital administrator noti- 
fied Mr. Bailey in advance of the existence of the Herrick 
Hospital residency file and of adverse information in the file 
about Dr. Fort. Nothing could have been further from the 
truth. Again, the facts could have been easily verified by 
means of a telephone call before Dr. Terr published the ar- 
ticle. No one in the Herrick Hospital administration and no 
physician in a position of responsibility within the Depart- 
ment of Psychiatry at Herrick Hospital discussed this matter 
with Mr. Bailey or with any attorneys in his office. In fact, 
throughout this affair, numerous attempts were made by Mr. 
Bailey's attorneys to obtain information from the administra- 
tion and from Dr. Sheehy, Director of the Psychiatric Pro- 
gram, and it is our understanding that no information was 
voluntarily provided. 

Dr. Terr's article raises questions that deserve further dis- 
cussion, thought, and possible action. It makes sense, in our 
opinion, to provide special protection against subpoena for 
the files of residents or other medical students maintained by 
hospitals and by medical schools. At present, to our knowl- 
edge no legislation exists in California, in any other state, or 
at the federal level that would provide this protection. With- 
out such legislation, the success of attempts to have such 
files protected against subpoena will depend on the particu- 
lar facts of the individual case and possibly, as in the Hearst 
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trial, on the precise and unique sequence of events during 
the trial, many of which may be out of the control of either 
the hospital or the attorneys for the hospital. 
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LAURENCE W. KESSENICK 
San Francisco, Calif. 


Dr. Terr Replies 


Sir: I stand by my article completely, in respect to the 
facts and the opinions in it. The letters from Mr. Kessenick 
and Dr. Sheehy both illustrate the very point of my paper: 
that hospitals are not prepared to protect the files of their 
residents. The letters support my opinion that the hospital, 
in this instance, 1) did not fight effectively for the interests of 
its former trainees and 2) did not maintain the security of its 
files. 

Basically, Mr. Kessenick offers two reasons for the firm's 
actions—or inactions—-with respect to the subpoena of the 
hospital residencv records. First, he claims Dr. Fort's record 
and reputation was a matter which the hospital had no duty 
to protect. Second, he claims that there was no ‘‘clearly”’ 
applicable law to prevent the delivery of the records. 

The first reason offered by Mr. Kessenick is enunciated in 
his letter when he states, ‘tit was, after all, Dr. Fort's reputa- 
tion as a psychiatrist that would be potentially damaged by 
virtue of disclosure of the file, and on this basis it was de- 
cided that Mr. Davis [Dr. Fort's attorney] would be in the 
Strongest position to make the motion [to quash the sub- 
poena of the residency file]." Doesn't the hospital or its law 
firm realize that the hospital's reputation with its residents 
and its patients can be potentially damaged by giving up a 
residency file without objection? How can a resident or 
former resident have full confidence in any training institu- 
tion that takes such an attitude, i.e., that what is said in the 
resident's file will be his or her concern for the rest of his or 
her life? 

The second reason offered by Mr. Kessenick for the hospi- 
tal's failure to move to quash at the trial is his claim that 
there appears to be no "'clearly" applicable law to protect 
the confidentiality of their files. However, the protection of 
one's rights and the rights of others does not always rest 
upon ‘‘clearly’’ applicable law; otherwise, there would be no 
need for attorneys to present their respective positions, and 
perhaps there would be little need for a court. Surely, the 
question of the confidentiality of residency records is not so 
clear-cut under the law that files should automatically be 
produced without serious legal argument and protest. Her- 
rick's attorneys made no ‘‘motion of any kind” (U.S. v. 
Hearst trial transcript, 3490:2-8) to quash the subpoena. 
They apparently considered and decided against several pos- 
sible objections prior to coming to court, according to Mr. 
Kessenick’s letter. This "behind the scenes" consideration 
of possible objections constitutes no ''fight," however. In 
the trial itself, the hospital made no objection. There was no 
attempt to delay compliance with a subpoena issued just that 
morning. (Delay in order to frame legal arguments is hardly 
“unethical,” as Mr. Kessenick would have us believe.) They 
made a feeble attempt to argue confidentiality of psychiatric 
trainee files by citing two California statutes which protect 
the confidentiality of hospital committee meetings. There 


LETTERS TO THE EDITOR 


was no attempt at all to protect a patient whose name wasin * , 
Dr. Fort's records from Herrick Hospital. (The first day the ? 


record was read by the attorneys, they asked that a second 
resident's name not be mentioned, but they did not ask that 
Mrs. M.'s name be eliminated.) 

The second opinion in my paper which is disputed by Dr. 
Sheehy and Mr. Kessenick is my concern for the general 
security of residency files. Prior to the opening and reading 
of Dr. Fort's record, F. Lee Bailey explained to the Court 
and to the attorneys why he wished to use the residency file 
in cross-examining Dr. Fort. He made the following state- 
ments: ‘‘We have information he [Fort] was found not to be 
qualified to administer psychotherapy . ..'' (transcript, 
3488:10-21); “we have talked with the administrator of the 
hospital. I think some of the documents I am talking about, 
you haven't seen" (transcript, 3489:1—3). Thus, Mr. Bailey 
himself stated **we" had talked ‘‘with the administrator of 
the hospital," yet both Dr. Sheehy's and Mr. Kessenick's 
letters deny that any ‘‘responsible*’ member of the staff gave 
information to Mr. Bailey. Why did the hospitals attorneys 
not bring to the judge's attention their protest and objection 
to the validity of Bailey's statements if they now insist that 
Mr. Bailey's statements were untrue? Dr. Sheehy inadvert- 
ently buttresses mv concern about less than adequate secu- 
rity of residency files when he admits that he himself spoke 
to an attorney from F. Lee Bailey's office prior to the deliv- 
ery of the subpoena. Dr. Sheehy further reveals that the Bai- 
ley team claimed to have information about the existence of 
a deleterious letter Dr. Sheehy had written about Dr. Fort 
"during the period of his residency." How did information 
about the existence of such a letter come into the possession 
of a Boston law firm? It is clear that my concern about the 
security of residency files is justified. 

In response to Dr. Sheehy’s and Mr. Kessenick’s letters, I 
would like to state the reasons why I wrote the article and a 
description of my method. The Joel Fort incident in the 
Hearst trial caught my attention because it introduced a new 
and disturbing element to cross-examination. As a practicing 
psychiatrist who teaches law students and residents inter- 
ested in forensic psychiatry, I was concerned that any psy- 
chiatrist who testifies in a court appearance is now poten- 
tially vulnerable to attack with his or her own residency files. 
My concern was the only motive I had in writing the paper. I 
knew none of the participants personally. I did not train or 
work at Herrick Hospital. I was not involved in the Hearst 
trial. I deeply resent Mr. Kessenick's questioning of my 
“real motive” for writing the article. My *'real motive" is to 
point out a situation which should be of deep concern to the 
entire medical profession. 

For accuracy and objectivity, I used only the trial tran- 
script—a public record—in writing my article. Even though 
some of the lawyers involved may not have been present 
throughout, and at times the jury was excused, a stenogra- 
pher recorded the entire proceedings which make up this 
record. Many of Dr. Sheehy’s and Mr. Kessenick’s recollec- 
tions, revisions, and reconstructions are inaccurate; the rec- 
ord as transcribed verbatim by the court stenographer 
speaks for itself. It is available for any psychiatrist to read. 
Additional “‘behind the scenes’’ accounts, as now offered by 
Dr. Sheehy and the lawyers for Herrick Hospital, were not 
sought by me because, as illustrated by both letters, they are 
self-serving and not directed toward the broad issues of pro- 
tection of the confidentiality of residency records. My sug- 
gestions in the paper for handling subpoenas of residency 
records in the future were general guidelines obviously not 
applicable to each and every jurisdiction. I concluded that 
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there may be no effective way to block the subpoena of resi- 
dency files, and training institutions may decide that such 
files should be summarized and destroyed at the successful 
completion of training. At present, it is evident to psychia- 
trists who offer expert testimony that they alone must pro- 
tect themselves. As a matter of fact, they may even find 
themselves in an adversarial position against the very institu- 
tion that trained them. 


LENORE C. TERR, M.D. 
San Francisco, Calif. 


Classification of Cyclothymic Disorder 


SIR: I was pleased to read the article by Hagop S. Akiskal, 
M.D., and associates titled ‘‘Cyclothymic Disorder: Vali- 
dating Criteria for Inclusion in the Bipolar Affective Group’? 
(November 1977 issue). For a long time I have felt that 
classifying cyclothymia as a personality disorder is mis- 
leading. Such a classification suggests a psychogenetic basis 
for the disorder rather than the hereditary-genetic basis in- 
dicated by both Akiskal and associates’ findings and my clin- 
ical experience. 

I am also pleased that the task force working on DSM- 
HT (1) has removed cyclothymia from the personality dis- 
order category and properly placed it under affective dis- 
orders. The sense of this change is supported by the article 
when one notes that the general criteria for cyclothymia and 
the case history cited by Akiskal and associates both meet 
the operational criteria for the new diagnosis ‘‘intermittent 
bipolar disorder," which replaces cyclothymic personality 
disorder in the draft of DSM-III. 
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Tardive Dyskinesia and Pharmacotherapy 


Sır: Two Clinical and Research Reports, **A Case of Oral 
Dyskinesia Associated with Imipramine Treatment'' by Jef- 
frey J. Dekret, M.D., and associates (November 1977 issue) 
and '*Lithium-Induced Aggravation of Tardive Dyskinesia"' 
by Eugene L. Crews, M.D., and Arthur E. Carpenter, M.D. 
(August 1977 issue), fit well with our experience in treating 
patients with tardive dyskinesia. We have reported a pos- 
sible increased incidence of dyskinesias in patients with zf- 
fective disorders who were treated with antipsychotic 
drugs (1). We have attempted to treat these patients with 
antidepressants alone or in combination with lithium. In the 
course of treating these patients, we have come across the 
findings that were mentioned in the article. 

We agree that lithium toxicity does make tardive dyski- 


. nesias worse. However, this is not always reflected by the 


serum level—a therapeutic level may be toxic for some pa- 
tients. 


We have found that the patient's current condition, e.g., a . 


manic patient who has been ''slowed down” by a combina- 
tion of'phenothiazines and lithium, is also extremely impor- 
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tant. If the patient is already slowed, the combination of 
drugs (antipsychotic and lithium) can make the dyskinesia 
worse. Further, if the patient has been on phenothiazines 
and is depressed, adding lithium without allowing the pheno- 
thiazine to be cleared from the system (for example, about 4 
to 6 weeks) will also lead to a worsening of the dyskinesia 
and the depression. We have found the same phenomena to 
occur in combination with benzodiazepines (we have only 
tried diazepam and oxazepam). We have also noted this 
same difficulty if a patient continues to drink alcoholic bever- 
ages. 

In using tricyclic antidepressants, we titrate the tricyclic 
to a point of significant postural hypotension, i.e., 40-mm 
drop on standing, and then keep the dose at this level. We 
wait until the patient makes some adaptation to the hypoten- 
sion and then wait 3 to 4 weeks to see if he or she makes any 
type of recovery. Our experience is that a few patients will 
continue to fluctuate in their mood and dyskinesia. In these 
cases, the addition of lithium carbonate will often be useful, 
as It seems to correct most fluctuation as well as postural 
hypotension. We have found our dosage range in these pa- 
tients for tricyclic antidepressants has been between 20 and 
125 mg of imipramine or amitriptyline. 
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Arecaidine and Schizophrenia 


Sir: In his most interesting letter ''Betel Nut as a GABA 
Blocker” (July 1977 issue) John R. Smythies, M.D., outlined 


an impressive neurophysiological approach in the search for 


new treatments to replace the phenothiazines and butyro- 
phenones in schizophrenia. It has interesting possibilities 
and is worthy of full exploitation along the lines suggested. 

I have less enthusiasm, however, for his choice of so- 
called “betel nut” (the popular but misleading expression for 
the chewing mixture of three ingredients) as an agent for in- 
vestigation and would like to express an opinion on this as- 
pect. He stated that betel has been utilized in India for cen- 
turies as a ‘‘tranquilizer.’’ In fact it is not the betel pepper 
(Piper betle, linn.) but the second component of the chew, 
the areca nut (Areca catechu, linn.) that contains the areco- 
line. And it is the third component, lime, which hydrolizes 
the arecoline from this source to arecaidine. It is truly re- 
markable that the use of preparations with a basic nucleus of 
the three items—areca nut, betel pepper (the function of 
which is as an aromatic), and lime—which make up the 
chew, has persisted through the ages since remote antiquity. 
This fact in itself clearly indicates the custom’s significance 
for the ecology of the peoples concerned (1). ` 

Nor is the usage confined to India. The geographical area 
covered by this mild form of addiction appears on the map as 
a large crescent-shaped region to the north and northwest of 
Australia, to which it seems to be confined. It includes Tan- 
zania in East Africa, the entire Indo-Pakistan sub-continent, 
Sri Lanka, Southern Tibet, Southern China, Viet Nam, Thai- 
land, Malaysia, Indonesia, the Philippines, Taiwan, Micro- 
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nesia, Papua New Guinea, and the remainder of Melanesia 
„as far as the island of Tikopia. In short, it has been estimated 
thaf something of the order of 200 million people engage in 
this behavior at the present time. 

So far as Papua New Guinea is concerned the custom is 
very widespread indeed. The ingredients are at times the on- 
ly items on sale in the traditional food markets of the coastal 
regions. I have treated patients suffering from schizophrenia 
in general and state hospital facilities as well as in the com- 
munity in this country for the past 20 years. Virtually all 
have been heavy chewers. It has been my practice to allow 
them free access to the chew. They enjoy it. It produces a 
genial euphoria, the disappearance of tiredness and irritabil- 
ity in the humid tropical climate, and a feeling of well-being 
not unlike that of mild alcoholic intoxication. One of its most 
highly valued attributes is the pleasant odor it imparts to 
the breath. Despite these desirable qualities, I cannot say 
that I have ever observed any useful influence on the schizo- 

«phrenic process as such. 
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Depression in Anorexia Nervosa 


, SIR: Several recent reports in the Journal and elsewhere, 
as well as our own clinical experience, appear to point in a 
common direction for pharmacological intervention in ano- 
rexia nervosa and perhaps toward the underlying biology in 
this condition. 

During our psychoendocrine studies of anorectic patients, 
we have grown increasingly impressed with the frequency of 
depressive symptoms. Although the "background diagno- 
sis” has usually been one of the three commonly described 
in the literature—obsessional personality, hysterical person- 
ality, or schizoid to borderline personality—we have almost 
always noted significant depressive features. It is hard to 
diagnose these patients as having a typical depressive syn- 
drome because of their frequently increased physical activity 
(not merely psychomotor agitation), coupled with the diag- 
nostic difficulties caused by their bizarre eating behaviors 
and the effects of malnutrition, libidinal changes in view of 
their common (but not universal) premorbid history of sex- 
ual inhibition, and insomnia (considering the known effects 
of malnutrition on sleep); moreover, the limitations many of 
these patients have in experiencing and expressing affects 
and fantasies make rt rather difficult to get a reliable sense of 
their inner feelings. Nevertheless, the majority of our pa- 
tients have described moods during their illness course that 
were characterized by deep despair, sense of hopelessness 
and helplessness, and suicidal ideation. Moreover, a sub- 
stantial number were aware of the occurrence of such epi- 
sodes prior to the onset of their anorexia, and many recog- 
nized retrospectively that they were depressed around the 
time of illness onset (even though at that time their decision 
to diet appeared to ke consciously motivated with a specific 
goal in mind, e.g., to keep a first sexual partner interested). 
Certainly, after the illness becomes chronic, depressive fea- 
tures become even more manifest, but this is not surprising 
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in view of the impact of the illness on the patient and her ^ 
family and the possible effects of malnutrition as well on: 


mood. 

These observations are given -urther significance by 1) the 
report of Cantwell and associates (1) that follow-up studies 
on 26 patients revealed a striking incidence of affective dis- 
orders, 2) the report of Moore :2) and of others on the ef 
fectiveness of amitriptyline in anorexia nervosa, 3) the occa- 
sional family histories of manic-depressive illness that we 
(and others) have observed in women with anorexia, and 4) 
certain parallels between cortisol metabolism in anorexia 
nervosa and in psychotic depression (3). 

Finally, we might describe one patient who was given en- 
docrinological evaluation when she was in an emaciated and 
depressed state and was subsequently treated (not by us) 
with a combination of trvptophan and chlorimipramine. In 
about seven months her weight went from about 30 kg to 90 
kg. Even more striking, however, was that this previously 
depressed girl, who had had a morbid fear of becoming fat, 
was clearly hypomanic after she became obese. Moreover, 
her mean 24-hour plasma cortisol level had dropped from 
12.5 ug/100 ml to 5.0 ug/100 ml. 

Thus, we are not suggesting that anorexia nervosa is sim- 
ply a ''depressive equivalent," but, rather, that in at least 
some patients, seme CNS dysfunction (possibly hypotha- 
lamic) may predispose toward the mood swings, obsessional 
eating behavior, distorted body image, disruptions in men- 
struation, and hormonal disturbances (4). This dysfunction 
might be consequent to a relative deficiency in serotonin in 
view of the above observations about the efficacy of amitrip- 
tyline, chlorimipramine, and tryptophan (as well as reports 


Of low plasma tryptophan) in anorexia. We concur with 


Moore's proposal concerning the likely usefulness of chlori- 


mipramine in anorexia (ideally after tryptophan priming and - 


intravenously, to minimize its hepatic conversion to the de- 


methylated metabolite, which is a less potent inhibitor of* 


serotonin reuptake) although, unfortunately, this drug is not 
currently available for routine clinical use in the United 
States. 
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Rankian Therapy: Dynamic or Experiential? 


Sır: While we appreciate the article ‘‘Psychotherapies: An 
Overview” by Toksoz B. Karasu, M.D. (August 1977 issue) 
we have questions about his description and classification of 
Rankian will therapy under the "dynamic" rather than *'ex- 
periential'' heading. We call attention to the five '*fuhdamen- 
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* tal principles" and “‘six allegiances,” espécially the ss of 
.the "dynamic themes” (p. 854 of the article). Rank refuted 
these premises as he clarified his divergences from Freud. 
Rank’s writings on psychotherapy specifically take 1ssue 
with all of these concepts, especially that of psychic deter- 
minism, as we will illustrate in quotations from Rank's writ- 
ings: For example, Rank states, **Only in the individual act 
of will do we have the unique phenomenon of spontaneity, 

the establishing of a new primary cause” (I, p. 43). 

On page 859 of Dr. Karasu's article, he says, ‘“The ex- 
periential conceptualization represents . . . fostering the full- 
est exploration of the unique and universal nature of man's 
self." Rank's basic premise is that in the freeing of the 
struggling will (positive and mature) there will result growth, 
creativity, and a good deal of happiness in this life, with its 
inescapable fears, anxieties, and disappointments. He de- 
scribes the therapeutic process as a lively interchange: ‘‘The 
value of the therapeutic experience, like that of every real 
experience, lies in its spontaneity and uniqueness—which 
constitutes the essence of the whole therapeutic technique." 
He eschewed all doctrines of determinism, saw the explora- 
tion of historical and intellectual aspects as leading to ratio- 
nalizations and avoidance of responsibility. In his other 
works, Truth and Reality (1), Árt and Artist (2), and Beyond 
Psychology (3), Rank reiterates that it is the affirmation of 
the will that will enable a person to pull together and control 
conflicting drives and desires. Dr. Karasu refers to ''frag- 
mentation.” Rank says, 


. On this account the neurotic, governed by impulses and 
restrained by fear, is always divided, always in conflict, 
the one ego against the other with all guidance lacking. It 
is true that creativity causes conflicts, too, but only to 
create implies that at least part of the time one puts all the 
forces together and organizes them. (1, p. 189) 


The criteria listed under the experiential rubric apply sig- 


nificantly to Rank's concertualization and practice. For ex- 


ample, in the article (p. 859), Dr. Karasu says the ex- 
perientialists view man ‘‘as an inherently active, striving, 
self-affirming, and self-potentiating entity’’ and says these 
therapies ‘‘opt for growth end not mere healing. . . .’’ Also, 
Dr. Karasu says ‘‘they direct themselves to such expansive 
dimensions as self-determination, creativity, and authentici- 
ty....’’ Pathology is regarded as ‘‘the reduced expression 
of one’s potential." Rank has developed a substantial body 
of theory to the effect that the neurotic is a person who has 
failed in his potential. 


The therapy [of the neurotic type]. . . must transform 
him from a negative person of suffering and guilt to a 
positive man of will and action, which he was in the be- 
ginning even if his soul life has become ever more com- 
plicated and painful with the increase of con- 
scicusness. (1, p. 66) 
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Dr. Karasu Replies 

Sır: I very much appreciate Ms. Pollin’s clarification of 
the goals and methods of Rankian psychotherapy in relation 
to my tripartite schema, as presented in ‘‘Psychotherapies: 
An Overview.” One of the points I had hoped would emerge 
from the article, perhaps ironically, was that psycho- 
therapies in all their diversity do not fit neatly into any one 
mutually exclusive schema; rather, on closer scrutiny, they 
are multifaceted and reside on a developmental continuum 
(albeit not a very smooth one), diverging to greater or lesser 


. degrees from one theme to another. I have referred to this 


aspect of the psychotherapies as an *'evolutionary'"' orienta- 
tion, by which I mean that ‘‘each new method or school of 
psychotherapy is not a totally unique departure from the 
ones which preceded it, but has maintained elements bor- 
rowed from or built upon prior ones——in total, a gradual or 
chronological evolution of therapeutic forms. This does not 
mean that there has been a perfectly smooth or singular line’ 
of psychotherapeutic development but, rather, a continuous 
amalgam of many emerging strands of thought and prac- 
tice” (1). 

Rankian psychotherapy can be considered a case in point. 
While Rank's goals and methods may be regarded in many 
senses ‘‘experiential,’’ as Ms. Pollin has noted, he is more 
typically portrayed in the stream of psychotherapeutic litera- 
ture as an early analyst (i.e., one who analyzed the birth 
trauma rather than the Oedipus complex), but who, along 
with other members of the psychoanalytic movement of his 
day, like Adler, Stekel, Jung, Ferenczi, and Reich, was 
among the major ''deviants" of orthodox psychoanalysis— 
‘*six foremost pupils of Freud who departed from his teach- 
ings...in varying degrees . . ."' (2, p. 44). Whether any ore 
all of these men can be considered strictly **neo-Freudian"' 
(i.e., essentially dynamic" in orientation) or decidedly 
"non-Freudian" (i.e., essentially ‘‘nondynamic’’) is, I sus- 
pect, still disputable in psychotherapeutic circles depending 
on how broadly or narrowly the analytic net is cast. Broadly, 
the former rubric was selected for the paper's dual purposes 
of organization and chronology, although these men and 
their respective therapies may be said to have largely resided 
on the outer limits of the '*dynamic"' theme, each in its own 
unique way a strong forerunner of the ‘‘experiential’’ theme. 
Indeed, a recent history of the gradual role of ‘‘the ex- 
periential in therapy” specifically credits the foresight not 
only of Rank, but Ferenczi, Reich, Fromm-Reichmann, Sul- 
livan, Horney, Angyal, and even Freud. But it does not con- 
sider that there was a full-fledged ''experiential psychothera- 
py" until Rogers and Gendlin (3). 

More importantly, however, I think the point emerges that 
Rank is clearly one of those psychoanalysts who anticipated 
and influenced the ‘‘experiential’’ mode of today's psycho- 
therapies. Having placed him on the '*dynamic'' side of the 
psychotherapeutic pendulum does not, I admit, sufficiently 
reveal how precarious was his position there and how ahead 
of his time he was. Certainly, I in no way intended to under- 
estimate Rank's ultimate contribution to the ‘‘experiential’’ 
order of things. 

Finally, I wish to thank Ms. Pollin for her thoughtful atten- 
tion to this matter. 
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**Lateralization of Conversion Symptoms": Left Side or 
Dominant Side? 


Sır: I would like to comment on the conclusions drawn by 
David Galin, M.D., and associates in. ‘‘Lateralization of 
Conversion Symptoms: More- Frequent on the Left" (May 
1977 issue). Their findings show that in a total group of 52 
patients who suffered from conversion symptoms, the symp- 
toms occurred in the left side in 33 patients (63%). Even in 
the few left-handers in the sample the symptoms were also 
on the left. I would like to draw your attention to the fact that 
these findings are in disagreement with the results of the 
work we published in 1971 (1). We found in a sample of 40 
patients that only 2426 had the conversion symptoms on the 
left side, but all of the left-handers (4 patients) had the symp- 
toms on the left side. 

One of our main conclusions at that time was that ''the 
conversion symptom manifests itself, generally, on the 
dominant side with the exception of those patients in whom a 
previous lesion is present in the nondominant limb—a lesion 
which ‘attracts’ the symptom to that side even though it is 
not the dominant side.” 

We were also impressed by the influence of the suggestive 
factor in the choice of symptom site, e.g., iatrogenic sugges- 
lion as a result of repeated examination or suggestion as a 
result of injuries or illnesses in relatives. 
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Dr. Galin Replies 


Sir: The interesting study to which Dr. Sigal refers is not 
actually in conflict with ours. Their purposes and the popu- 
lation they studied were very different. Of their sample, 90% 
were male, many subjects had previous organic lesions and/ 
or head trauma, and there were some components of malin- 
gering. 

The major issue we addressed in our study was the “‘func- 
tional hemispheric disconnection’’ model for some cases of 
repression (1, 2). According to this theory, right hemisphere 
ideation cut off from expression through the left hemi- 
sphere’s ‘speech mechanism might tend to be expressed 
through sonfatization. To the extent that the right hemi- 

sphere has greater control over the left half of the body than 
.the right, we would predict an excess of left-sided symp- 
toms. However, contralateral sensory and motor pre- 
dominance is only relative, not absolute, as has been demon- 
strated in split-brain studies (3). Therefore we were pleased 
to find a statistically significant excess of left symptoms, 
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even though the difference was small. We were able to dem- * , 


onstrate this by screening out patients in whom other factors? 
might predominate, particularly those with a previous organ- 
ic lesion, head trauma, or any question of malingering (e.g., 
insurance compensation cases). I believe this accounts for 
the apparent difference in our results. 

Another study using similar screening criteria to ours has 
been reported (4) and was in agreement with our observa- 
tions. 
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CHAMPUS Coverage 


Sin: I am writing to call attention to a recent curtailment of 


- Civilian Health and Medical Program of the Uniformed Ser- 


vices (CHAMPUS) insurance coverage for psychiatric in- 
patients, who are restricted to a maximum of 5 hours of psy- 
chotherapy a week in any combination of individual and 
group sessions. Although provision is made for more than 5 
hours for selected patients receiving crisis intervention, 
much paperwork is required to document this exception. It 
appears to me that CHAMPUS wishes most patients to be 
restricted to a maximum of 5 hours of therapy in any 168- 
hour week. 

This curtailment applies to all patients, cutting across di- 
agnostic boundaries and taking no account of clinical presen- 
tation or psychosocial or ether factors. 

This restriction is an arbitrary and unwarranted intrusion 
in the doctor-patient relationship and an impediment in the 
doctor's obligation to evaluate each patient and formulate a 
diagnosis and treatment plan to meet his/her unique needs. It 
is a compelling example of the intrusion of third-party payers 
into the health care system, especially in the delivery of psy- 
chiatric services, and a galling exhibition of the power of 
those who control the purse-strings to determine health care 
policy without consulting the health care providers. 

Some peculiar consequences may result. For example, pa- 
tients who attend daily group therapy sessions Monday 
through Friday cannot see their doctor for individual thera- 
py—or they might see their doctor for individual sessions 
and attend some group sessions but be prohibited from both 
for several days of the week after attaining the 5-hour limit 
for that week. Neither individual nor group sessions can be 
as frequent as before, and the scheduling problems are ab- 
surd. This is difficult to explain to patients when we our- 
selves do not understand it. Finally, we are asked to docu- 
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ment in the chart that patients see their doctor daily on 
.rounds, but this service cannot be billed for on days when 
the patient is also seen in any form of therapy. 

This can only be interpreted as a cost-curtailment measure 
with unfortunate implications for quality of care. Good psy- 
chiatric care is not cheap and requires money and time. Para- 
doxicallv, CHAMPUS officials may find to their dismay that 
the length of stay will increzse in facilities where intensive 
therapy becomes ''diluted."' This would result in higher total 
costs and is counterproductive. 


My experience at Bayberry Hospital is that the length of” 


stay has diminished for each of the past several years; we 
attribute this to an upgrading in professional staff and to an 
active utilization review committee which determines that 
hospital facilities are used properly and that care is rendered 
on]y when necessary. Peer review would also be appropriate 
if CHAMPUS wishes to minimize costs while maintaining 
quality of care. Individual patient charts are available for 
scrutiny when the length of stav or total charges seem dis- 
proportionately high. 

Thus, although we are pleased with our diminished length 
of stay and lower average hospital census and with greater 
reliance on less costly day care and other outpatient pro- 
grams, we may now find ourselves diluting the treatment 
programs to conform to CHAMPUS directives; this may 
mean discharging patients prematurely and readmitting them 
with greater frequency. Perhaps most clinicians have re- 
sponded as we have, e.g., maintaining the intensive therapy 
programs, which at Bayberry Hospital provide 7-11 hours 
weekly for inpatients. We are rendering services we think 
are indicated but for which we are only partially reimbursed. 

Will CHAMPUS extend this policy into other specialties 
and notify surgeons they have 1 hour to complete an appen- 
dectomy and 2 hours for a cholecystectomy? The implica- 
tions would be amusing if they did not pose difficulties for 
clinicians responsible for providing quality health care, in- 
trude into the doctor-patient relationship, and potentially 
jeopardize the quality of care to which our patients are enti- 
tled. . 


JONATHAN G. SOLOMON, M.D. 
Hampton, Va. 


* Making It Up"? to Women? 


Sir: In these days of equal rights for women, it is appropri- 
ate to have articles such as **The Successful Professional 
Woman: On Being Married to One’’ by Theodore Nadelson, 
M.D., and Leon Eisenberg, M.D. (October 1977 issue). 
However, I would like to express some concern that in our 
efforts to support a person's right to be both a parent and a 
professional we not neglect the rights of those people who 
prefer to put all their efforts in one or the other role. The 
depreciation of the role of the woman as a mother is well 
known, as is the depreciation of the role of the woman who 
chooses to be single or to be “only a professional.” The ex- 
ample of the boy described in the article wishing his mother 
could attend his school play, her attendance, and her discov- 
ery that she was the only mother there could be viewed as an 
example of the lack of interes: by many mothers in their chil- 
dren. However, it need not be seen as evidence that her at- 
tendance was unnecessary, and I think this mother may have 
feit a bit angry that other mothers did not feel as she did and 
attend the,school function. And the example of the boy 
whose friend's mother ''velled and hollered’ could have 
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been viewed as an instance of a woman who felt her role as a 
wife and mother was insufficient. p 
Reviews such as that by Roeske (1) in 1976 quoted by Drs. 
Nadelson and Eisenberg would seem to be more worthy of 
being lead articles than the more personal and autobiographi- 
cal accounts of these authors, and I wonder if the Editor, out 
of his own feelings, was trying to ‘‘make it up to women." 


REFERENCE 


1. Roeske NA: Women in psychiatry: a review. Am J Psychiatry 
133:365-372, 1976 


JOHN B. REINHART, M.D. 
Pittsburgh, Pa. 


Drs. Nadelson and Eisenberg Reply 


|. SIR: Dr. Reinhart, a respected colleague and friend (still!)7 
adds a word of caution lest the thrust of our paper be mistak- 
en for a denigration of those women who opt for the role of 
wife and mother. That was not our intent and we welcome 
his letter as an opportunity to clarify the point. 

What we enthusiastically support is a social climate in 
which women and men are free to choose that balance of 
work and family life that brings personal fulfillment and, at 
the same time, meets the needs of children, if any are begot- 
ten. For many women and men, that option is still not open." 

It does not seem appropriate for us to comment on the 
reasons for the Editor's decision to publish our paper, but 
we skare Dr. Reinhart's enthusiasm for Roeske's article. 
Our paper is personal and autobiographical; it was fun to 
write and fun to deliver at the APA annual meeting. We hope 
it was also worthwhile for others. We have been gratified at 
the response it has engendered, somewhat unique in our ex- 
perience in the number of personal letters (rather than cus- 
tomary reprint request cards) we have received. 


LEON EISENBERG, M.D. 
THEODORE NADELSON, M.D. 
Boston, Mass. 


Editor’s Note. No, the Editor isn’t trying to make it up to 
women or to anyone else. Poor ink-stained wretch that he is, 
he is only trying to ‘‘make up" a good journal, to which he 
believes the article by Drs. Nadelson and Eisenberg was a 
worthwhile contribution. 


Cerebral Dominance and ECT 


Sig: Recently, there have been reviews of elec- 
troconvulsive therapy (ECT) in several psychiatric journals, 
including The Americen Journa! of Psychiatry. Such reviews 
concentrate on the clinical and legal aspects of the treat- 
ment; there has been little mention of the fascinating but 
complicated issue of handedness and cerebral dominance. 
Unilateral ECT seems to be as effective as bilateral, so ef- 
forts have been directed toward minimizing such side effects 
as postictal confusion and amnesia by placing the electrodes 
on the hemisphere that is nondominant for language, i.e., on 
the same side as the dominant hand. 

However, the relationship between handedness and cere- 
bral dominance is imperfect. The consistent finding is that 
one-third of sinistrals are right-brain dominant; for dextrals, 
estimates of right-brain dominance vary from 196 to 1096. 
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Current work on handedness suggests that 10% of the gener- 
„al population are sinistrals, and the proportion is higher 
ameng psychiatric patients (1). Thus, the proportion of the 
general population that is right-brain dominant could be as 
high as 13%, and the figure is even higher among psychiatric 
patients. | 

It seems essential to administer either pre-ECT tests, e.g., 
hand orientation in writing (2) or dichotic listening tests (3), 
or post-ECT tests, e.g., variations of the Pratt-Warrington 
test (4, 5), to restrict side effects. Without such tests the 
most expedient practice is to give right unilateral ECT since 
this will be accurate in the majority of cases. 


REFERENCES 


I. Lishman WA, McMeekan ERL: Hand preference patterns in 
psychiatric patients. Br J Psychiatry 129:158-166, 1976 

2. Levy J, Reid M: Variations in writing posture and cerebral ori- 

e entation. Science 194:337—-339, 1976 

3. Kimura E: Cerebral dominance and perception of verbal stimu- 
li. Can J Psychol 15:166-171, 1961 

4. Clyma EA: Unilateral electroconvulsive therapy: how to deter- 
mine which hemisphere is dominant. Br J Psychiatry 126:372- 
379, 1975 


S. Pratt RTC, Warrington EK: The assessment of cerebral domi-. 


nance with unilateral ECT. Br J Psychiatry 121:327-328, 1972 


M.R. EAsTWOOD, M.D. 
S. STIASNY, M.B.A. 
Toronto, Ont. 


Evaluation Models and Theoretical Bias 
e 

Sir: “‘On Teaching Psychotherapy in a Community Mental 
Health Center” by Jeffrey D. Nason, M.D. (December 1977 
issue) brings up the important issue of theoretical bias in 
mental health care delivery. Dr. Nason implies that the clini- 
cal evaluation should not be standardized because it may 
stifle creativity inherent in individual viewpoints. He may be 
confusing creativity, individual bias, and specialization. In 
Dr. Nason’s lovely illustration of special problems in teach- 
Ing ina CMHC, I believe he is bringing out the issue of theo- 
retical bias in treatment, not creativity. In his example, the 
family-oriented therapist may be neglecting biological abnor- 
malities and internalized conflicts as contributors to the pa- 
tient’s problem. The psychoanalytically oriented therapist 
and the medically oriented therapist may both be neglecting 
problems that are outside their domain. The flaws of this 
method of health care delivery are obvious. This system is 
not thoroughly considering all treatment options. The crea- 
tivity Dr. Nason describes is systematically biasing the eval- 
uation process. 
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Protocols (models) need to be developed to incorporate * , 


different schools of thought in the evaluation process. If the? 
holistic evaluation process recommends family therapy, then 
a family therapy specialist is indicated. Dr. Nason has taken 
the first step in creating a mental health delivery system by 
developing a data base. The next step is to develop criteria to 
guide the evaluation and treatment process. This would.min- 
imize the theoretical bias in our present mental health deliv- 
ery system. 


Bruce ROBERTS, M.D. 
Burlington, Vt. 


Dr. Nason Replies 


Sir: Dr. Roberts is correct in suggesting that a clinical 
evaluation which rests exclusively on a single explanatory 


model may often be more accurately described as biased: 


rather than creative. He is also correct in stating that, if un- 
checked, *'the flaws: of this method of health care delivery 
are obvious.” The problem affects both the teaching of psy- 
chotherapy and the provision of quality psychiatric care in 
the CMHC and, at its worst, calls to mind the notorious 
"elevator factor” at a local hospital, whereby hyperactive 
children are dizgnosed and treated in one way if their eleva- 
tor should stop first at the neurology floor and in another if 
the first stop is at psychiatry. 

I would strongly agree with Dr. Roberts that both some 
standardizatior. and an openness to theoretical pluralism are 
essential if we are to approach the ideal of holistic evalua- 
tions. However, I am left with two problems, or perhaps 
with one problem that has both practical and hypothetical 
aspects. On the practical side, I know few if any therapists 
who by training or aptitude are able to assess equally weil 
the biological, interpersonal, psychodynamic, and phenome- 
nologic aspects of human lives. The hypothetical question I 
would ask but cannot answer is whether such a complete 
clinician is possible, or whether the intellectual and emotion- 
al commitment needed to perfect one's depth perception in 
one of these ways does not render one somewhat myopic in 
others. In any case, we are dealing with incomplete clini- 
cians who differ enormously from one another in the skill 
with which they use different theoretical models, and the in- 
tent of my paper was to focus on the ways in which the clini- 
cal teacher can help staff and trainees with widely varying 
perspectives to learn from each other rather than to compete 
and thus ultimately to improve the quality of psycho- 
therapeutic care. 


JEFFREY D. Nason, M.D. 
Newton, Mass. 
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The Harvard Guide to Modern Psychiatry, edited by Armand 
M. Nicholi, Jr., M.D. Cambridge, Mass., Belknap Press 
(Harvard University Press), 1978, 664 pp., $29.50. 


The title and the appearance of this book would of them- 
selves excite attention, but reading the list of contributors on 
the cover will demand it, for it contains the names of some of 
the most outstanding clinicians, teachers, and researchers in 
the psychiatric discipline. It was a master stroke to conceive 
of and assemble this group of experts on Harvard’s home 
grounds, and it is obvious that a great deal of thought and 
care has gone into the production of the volume, which has 
been nearly five years in the making. 

The book is dedicated to Ingrid Nicholi, the editor’s wife, 
and to the late Elvin Semrad, who, in my opinion, was one of 
world’s finest clinicians and teachers. His death was a loss 
not only to his colleagues and students but to the whole 
world of psychiatry. 

After the introductory chapter by the editor, the volume is 
divided into six parts. Part one is concerned with Examina- 
tion and Evaluation, part two is titled Brain and Behavior, 
and part three examines Psychopathology in general. The 
next segment, part four, discusses Principles of Treatment 
and Management, while part five examines Special Popu- 
lations, including papers on the child, the adolescent, the el- 
derly person, mental retardation, alcoholism, drug depen- 
dence, and a chapter titled ‘“Treating the Patient Confronting 
Death.” The sixth part, which is the last, takes into account 
the broad realm of Psychiatry and Society. 

I am sorely tempted to comment on each of the chapters of 
this book in detail, but not only would that be a prodigious 
undertaking, it would require a volume in itself—and still not 
do justice to it all. For instance, what would one say about 
part two, with authors of the authority of Ira Sherwin, Nor- 
man Geschwind, Joseph Schildkraut, Seymour Kety, and 
Ernest Hartmann? Or if one would rather discuss the chap- 
ters in part three, how could one pay proper attention to Wil- 
liam Meissner, John Nemiah (two chapters), Max Day and 
Elvin Semrad (two chapters), Gerald Klerman, Alfred Stan- 
ton, Benjamin Seltzer, and Shervert Frazier, along with Da- 
vid Sheehan and Thomas Hackett? Each of these authors is 
adept and well-equipped to discuss the subiects he treats. 
You can see the quandary a reviewer faces: each of the pro- 
ductions is authoritative and excellent. Later, in part four, 
one finds that Ross Baldessarini examines chemotherapy 
brilliantly, and thus it goes throughout the book to the point 
where a reviewer, in the space allotted here, can only touch 
lightly on the offerings. The work is excellent from the begin- 
ning to and through Alan Stone's discussion of ‘‘Psychiatry 
and the Law," which is the last chapter in the book. 

If superlatives are detected in this review, they are neither 
gratuitous nor misplaced. The volume is first-class in all re- 
spects, from its conception through its contents, format, and 
makeup. It is mercifully free of jargon; the papers breathe a 
comfortable air of authority. One can prophesy that the book 
will be a huge success because it has something for every- 
body—tlinician, researcher, student, teacher, and anyone 
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else interested in the psychiatric field. We can also be thank- 
ful that the editor was able to include the chapters on 
“Schizophrenic Reactions" and ‘‘Paranoia and Paranoid 
States" by Day and Semrad. These are by way of a legacy 
from Semrad—a great man—and his coauthor. The whole 
production is excellent in all respects, and it is highly recom- 
mended. 


IJ. B. 


Modern Clinical Psychiatry, 9th ed., by Lawrence C. Kolb, 
M.D. Philadelphia, Pa., W.B. Saunders Co., 1977, 889 pp., 
$14.50. 


The soundness of this excellent textbook is evident from 
its 43-year life. This is the ninth edition in the English lan- 
guage; it is in its sixth Polish edition and its eighth in Spanish 
and Portuguese and is soon to appear in its first Japanese 
edition. The acceleration of the rate of change has made nec- 
essary the updating of every chapter. One new chapter, ‘‘So- 
cial and Community Psychiatry,” has been added. 

The first quarter of the book is devoted to preparation for 
an in-depth study of the mental disorders. A brief chapter on 
the historical development of psychiatry is followed by one 
on dynamic psychiatry and the contributions of Freud, Ad- 
ler, Jung, Meyer, and others as well as systems theory, 
needs, drives, and feelings. The chapter on “‘Brain and Be- 
havior" reflects the significant advances made in the past 
five years. Cerebral dominance, elaboration of additions to 
knowledge about neurotransmitters, and the results of ani- 
mal and human studies are well described, as are drug effects 
on REM sleep. What is most helpful is the clear distinction 
made between what is known, what the evidence suggests 
may be true, and what may probably be true. The chapter on 
"Personality" takes off from the Freudian viewpoint and 
moves te the developmental. “Mental Mechanisms"' is fol- 
lowed by ''Psychopathology and Precipitating Factors,” and 
the preparation ends with a concise chapter on ''Examina- 
tion of the Patient.” 

One half of the book covers the information necessary to 
understand and treat mental iliness. The form of presenta- 
tion follows the widely used DSSM-II (1) classification sys- 
tem. Chapters thoroughly cover each disorder and include 
new material. I found the content in ‘Drug Dependence” 
and ‘‘Psychophysiological Disorders'' especially well done. 
The short chapter on ‘‘Brain Tumors'' is too superficial to be 
very useful, and the one on ‘‘Alcoholism’’ fails to stress 
drinking behavior in adolescents, omits the fetal alcohol syn- 
drome, and does not distinguish between the ipdications for 
medical and nonmedical detoxification or place enough em- 
phasis on alcoholism as a recurrent, relapsing disorder. 

The final quarter of the book covers social and community 
psychiatry, psychiatry and the law, and the treatment of 
mental illness. The definitions of social and community psy- 
chiatry could be improved. The section on psychosurgery 
needs updating to include the current controversy over its 
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use and the recent additions to the literature. However, the 
therapies are soundly covered and include the most recent 
advances. 

This edition features figures, tables, and illustrations that 
were not present in earlier versions; the book design is most 
attractive, and the type style is very good. 

This book is highly recommended as a basic text for medi- 
cal students, as a review source for all physicians, as a clear, 
concise, current reference for residents, and as a valuable 
aid in the continuing education program of the experienced 
psychiatrist who wants to keep his or her knowledge up-to- 
date. 


REFERENCE 


1. American Psychiatric Association: Diagnostic and Statistical 
Manual of Mental Disorders, 2nd ed. Washington, DC, APA, 
1968 


WALTER E. BARTON, M.D. 
Hartland, Vt. 


The Psychoanalytic Study of the Child, Vol. 32, edited by 


Ruth S. Eissler, Anna Freud, Marianne Kris, Peter B. Neu-. 


bauer, and Albert J. Solnit. New Haven, Conn., Yale Uni- 
versity Press, 1977, 603 pp., $22.50. 

"In general, when there is a disagreement among analysts 
about theory or practice, each of the disagreeing parties 
thinks of the other as being in error.” The truth of this state- 
ment (quoted from a paper by K.R. Eissler in this volume) 
serves, at times, as an impediment to critical review, but it is 
Also a challenge to any form of commentary. 

The hazard in assembling an annual collection that has 
been going on for as many years as this one lies in the possi- 
bility of the juxtaposition of well-written papers with other 
contributions that are either poorly conceived, unclear, or, 
at times, merely dull. This volume, however, takes off in 
high style. The paper referred to above, ‘‘Comments on Pen- 
is Envy and Orgasm in Women” by K.R. Eissler, is, in my 
opinion, unquestionably the outstanding article in the collec- 
tion. Not only is Eissler clear in his presentation, but he is 
also persuasive in his theory. He binds his material comfort- 
ably together with clinical presentations and, at the end, 
makes needed and searching comments concerning the abdi- 
cation of motherhood as well as the changes that the social 
scene has made on the comfort and discomfort of the female. 
This contribution is succeeded by a brief but classically clear 
dissection of fears, anxieties, and phobic phenomena by An- 
na Freud—a commentary on a symposium on this topic. 

Equally good and equally appropriate in its relationship to 
modern society is Sobo's article on ‘‘Narcissism As a Func- 
tion of Culture.” Sobo's concern about society's failure to 
reinforce the superego lacks only some practical (but per- 
haps unavailable) hints on the possibilities of modification of 
this phenomenon. 

The group of articles on problems and development offers 
a vivid article by Buxbaum and Sodergren titled: ‘‘Elimina- 
tion and Motor Development” with an intriguing reference 
to Wilson's sociobiology. A group on clinical contributions 
includes Scott Dowling's excellent clinical description of 
oesophageal atresia in some seven patients. Dowling's delin- 
eation of the problems of oral need in addition to other as- 
pects of maternal care includes suggestions for preventive 
mechanisms that are worthy of note. The two clinical papers 
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that appealed most to me were Weinshel's papers on “‘Nega- 
tion, I Didn't Mean It" and Weissman’s on the role of vision, * 
titled ‘‘Face to Face." Both are explicit, both are clinically 
well conceived, and both derive highly understandable 
premises from the clinical data available. 

From Jerusalem, Eliezer Ilan offers a paper on the treat- 
ment and 30-year follow-up of a refugee child. Problems of 
follow-up seem to continue to elude psychoanalysis (as well 
as child psychiatry in general), and the appearance of this 
neatly woven article should serve as a guidepost for others. 
It is quite likely that hospital and clinic record rooms are 
great reservoirs of follow-up data. The challenge is that they 
should be properly plumbed to produce studies. 

The applied psvchoanalvsis section offers three intriguing 
contributions. The one on the **Comic Book Superhero” is 
unfortunately marred by a very involved writing style and, 
although it exposes the varieties of such superheroes, does 
not compare with the clear but intricate article by Leibert on 
**Michaelangelo's Dying Slave.” The latter leaves one feel- 
ing that the article ends too soon and that there is a need for a 
postscript. The other offering, ‘“The Myth of Peter Pan” by 
Frederick Meisel, is well written with no overextending of 
the data; it is an excellent compilation of history surrounding 
this phenomenon. 

The volume also includes articles that suffer from con- 
tentious writing or from explication of the obvious. It is un- 
fortunate that certain of the papers chosen for the collection, 
from the pens of some senior authors, represent examples of 
the latter. 

Despite these various caveats, one can only hope that this 
series goes on and on. There is still much to be learned, thére 
is still much psychology to be comprehended, and the rela- 
tionship of intricate personal psychology to the phenomena 
of the world around us still needs constant and critical ex- 
plication. 


HENRY H. Work, M.D. 
Washington, D.C. 


Psychotherapy and Growth: A Family Systems Perspective, by 
W. Robert Beavers, M.D. New York, N.Y., Brunner/Mazel, 
1977, 378 pp., $17.50. 


Systems theory had alwavs somewhat frightened and irri- 
tated me until I read this book. It represented in my mind an 
unwelcome intrusion by the computer scientists into our 
field and provoked an association to that hermaphroditic 
term of the past— ‘human engineering." However, Dr. Bea- 
vers explains systems theory as it applies to the family in a 
way that provides an original perspective that is also useful. 

It turns out that a system is a number of units surrounded 
by a semipermeable membrane. The efficiency with which 
this membrane operates in terms of allowing elements in and 
keeping the units within determines the degree of entropy 
(disorder) or negentropy (order) within the system. Out of 
this comes the concept of centripetal (overprotective) as 
contrasted with centrifugal (rejecting) families—the optimal 
system combining these qualities appropriately. 

Beavers goes on to describe eight variables that ‘‘repre- 
sent a place to stand to evaluate and enrich intensive growth 
promoting psychotherapy.” Most of these variables are la- 
beled in terms familiar to clinicians, such as encouragement 
of autonomy, affective issues, and transcendent values. The 
heart of the book is an elucidation of the meaning of these 
eight variables in several contexts. Some readers may find 
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-Jérry Lewis’ placement of the education of psychiatric resi- 
dents under the same umbrella as the family to be more than 
a little Procrustean. The chapters that describe psychothera- 
py and the nature of human aggression in systems terms 
seem easier to comprehend. 

Intertwined throughout the book is the theme of psycho- 
therapy as a growth experience for both therapist and pa- 
tient. Beavers sees treatment as an ''exhilarating inter- 
action" between two ‘‘colleagues’’ who learn from ‘‘mutual 
exploration rather than indoctrination.” 

Psychotherapy and Growth explores new approaches to 
familiar problems. Its originality and its idealism make it 
both an exciting and a useful book for therapists and teach- 
ers. 


GRAHAM B. BLAINE, JR., M.D. 
Boston, Mass. 


The Epidemiology of Drug Abuse: Current Issues. NIDA Re- 
search Monograph 10, edited by Louise G. Richards, Ph.D., 
and Louise B. Blevens. Rockville, Md., National Institute on 
Drug Abuse, 1977, 257 pp., 52.60. 


This book is drawn from papers and edited transcripts of a 
conference sponsored by the National Institute on Drug 
Abuse (NIDA). The issues addressed are quite timely, since 
rapidly changing patterns of drug choice and distribution 
make it important to follow the epidemiology of this field. 
The material is carefully prepared, with discussants provid- 
ing'a balanced perspective on the presentations. Some chap- 
ters suffer from a lack of tight organization, which is inevi- 
table in transcribed material, however well edited. 

In addition to this volume itself, the scope of the entire 
NIDA Research Monograph series 1s worth noting. Its edito- 
*rial advisory board includes drug abuse experts familiar to all 
psychiatrists (e.g., Avram Goldstein, Jerome Jaffe, Jack 
Mendelson, and Lee Robins). Within the first two vears of 
the series’ existence, 13 monographs have been issued re- 
viewing clinical and preclinical studies in such important 
areas as narcotic antagonist treatment for opiate addiction, 
the use of LAAM as a long-acting substitute for methadone, 
and cocaine. Some of the monographs present results of 
original research projects, such as a nationwide study of 
drug abuse among men in the third decade of life. This 
material is largely of high quality, and, since there is little en- 
cumbrance by long publication lags, it is quite up-to-date. 
(The monographs are also inexpensive, and often they are 
available free from NIDA.) On the whole, the undertaking 
reflects well on the federal government's contribution to 
academic publications in an area of high public priority. 

Because of their very assets, however, these publications 
point to a perplexing social issue, namely, the inevitable fed- 
eral influence on academic scholarship and research. Since 
publication priorities often parallel policy decisions, it is noc 
surprising that the monographs do not voice a position hearc 
from certain thoughtful members of our field: that the capac- 
ity of drugs of abuse to enhance subjective experience and 
performance potential in normal subjects is underplayed and 
that we may be so preoccupied with ''abuse" as to slight the 
potential for “‘use.”’ 

Given all this, the utility of the volume itself may be con- 
sidered. It goes far in drawing a broad perspective on the 
techniques and applications of epidemiology in relation to 
drug abuse..In this respect, it is useful to both the epidemiol- 
ogist and the clinician. It deals initially with definitions, wita 
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particular emphasis on the difficult concept of polydrug use 
and the various complexions it may assume in different epi- . 
demiolagical contexts. This provides an update of the sec- 
ond monograph in the series, which dealt exclusively with 
operational definitions for drug use research. The ensuing 
chapters reflect the high caliber of those chosen as confer- 
ence participants. For example, Lee Robins provides an in- 


. teresting view on her important survey on the fate of addict- 


ed Viet Nam veterans returning to the United States. Her 
description of sampling and interviewing strategies gives a 
feeling for the conduct of such large-scale studies; these in- 
sights are often absent in the ''Methods"' section of journal 
reports. Joseph Fitzpatrick allows for a similar understand- 
ing for the nonsurvey approach in describing Puerto Rican 
addicts in the South Bronx, relying more on systematically 
collected personal case histories. 

The chapters provide a reasonable background in assess- 
ment techniques for large populations, which is then illus- 
trated by a body of useful epidemiological information. , 
Thus, along with an ongoing critique of his own work, Louis 
Gottschalk reviews his findings on mortality due to drugs of 
abuse, from heroin to alcohol. This is followed by a presen- 
tation on the practical difficulties and importance of using 
hepatitis incidence for inferring addiction rates. These chap- 
ters are complemented by discussion that examines method- 
ology and presents data from studies conducted by the dis- 
cussants themselves. 

Relevant governmental research programs are frequently 
considered in this monograph. For example, Philip Person 
discusses the Drug Abuse Warning Network (DAWN) estab- 
lished to tap information from hospitals and rehabilitation 
programs in 29 cities. Similarly, the Client-Oriented Data 
Acquisition Process (CODAP) is described, and specimen 
research forms used with clients from collaborating treat-* 
ment programs are included. A closing section reviews the 
government's current and contemplated programs in this 


. area and gives some sense of the role played by NIDA in 


planning for epidemiological studies, undertakings that have 
become increasingly influential in setting policy for drug 
abuse funding. This book gives the reader access to a useful 
perspective on a very important aspect of substance abuse as 
well as indirectly shedding light on the government-academ- 
Ic relations that are implicit in this area of work. 


MARC GALANTER, M.D. 
Bronx, N.Y. 


Physiologic Disposition of Drugs of Abuse, by Louis Lember- 
ger, M.D., Ph.D., and Alan Rubin, Ph.D. Holliswood, N.Y., 
Specirum Publications (New York, N.Y., Halsted Press, 
John Wiley & Sons, distributor), 1976, 390 pp., $27.50. 


This book provides a valuable summary of information on 
absorption, metabolism, and excretion of drugs of abuse. 
Much of this material is not readily available elsewhere. Nat- 
urally, for some of the drugs included here, information is 
not as complete as it is for drugs with an established role in 
medicine. The authors impartially include ethanol, nicotine, 
and caffeine as ‘‘recreational drugs of abuse,” adding to the 
book's general interest. ° 

The volume starts out with a discussion of general prin- 
ciples of drug metabolism and excretion that is comparable 
to adiscussion available in any good pharmacology text. The 
authors then go through individual classes of drugs, starting 
with amphetamine and continuing with mescaline, 3,4 di- 
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methoxydopamine (DMPEA, not a drug of abuse), 2,5 di- 
methoxy 4 alpha dimethylphenethylamine (DOM or STP) 


“and other substituted methoxyphetamines; LSD and other 


indolealkylamines (V ,N-dimethytryptamine [DMT], psilocy- 
bin, psilocin, harmaline, etc.); morphine and other opiates; 
barbiturates and methaqualone; caffeine, nicotine, and eth- 
anol; cannabinoids; and cocaine, phencyclidine, khat, fly 
agaric, ibogaine, betel nut, and volatile solvents. They con- 
clude with a chapter on drug tolerance (''adaptive'' as well 
as ‘‘dispositional’’), which is perhaps less successful than 
the earlier chapters. In part this arises from the con- 
troversies and variety of theories in this area. Unfortunately, 
the section on opiate tolerance suffers from having been 
written before the demonstration of endogenous opiate pep- 
tides (endorphins and enkephalins). These important sub- 
stances are not even mentioned except in an addendum to 
the chapter on opiates (p. 153). Similarly, a discussion of 
binding of radioactive LSD in brain (p. 103) suffers from hav- 


. ing been written before the demonstration that such binding 


involves serotonin and dopamine receptors. The authors 
cannot be faulted for failing to see into the future, however, 
and most of the book remains valid. 

The authors prevent their work from becoming too dry a 
compendium of metabolic pathways and percentages of drug 
eliminated by various routes by including background infor- 
mation on the history and current use and abuse of the drugs 
they discuss. The volume is generously illustrated with 

estructures and pathways, adding greatly to its interest and 
utility. Each chapter has an extensive bibliography. 

As one may expect in a work of this size and scope, there 
are a few errors, including the implication on page 325 that 
arecoline is the active ingredient of betel nut and the state- 
ment that arecaidine is a “‘relatively inert" metabolite. Are- 


* caidine has been shown to be a potent inhibitor of y-amino- 


butyric acid (GABA) uptake (1), which presumably contrib- 
utes importantly to behavioral effects. 

Overall, the book should prove a very useful reference for 
researchers studying actions of abused drugs or clinicians 
dealing with patients taking these drugs. Some of it is read- 
able enough to be of interest to the student or nonspecialist 
as well. 
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Discriminative Stimulus Properties of Drugs, edited by Har- 
bans Lal. New York, N.Y., Plenum Press, 1977, 231 pp., 
$22.50. 


The title of this book is oriented toward the question, Are 
organisms able to identify a specific drug or a general class of 
drugs that has been given to them? In general, the answer to 
this question is that organisms can tell the difference be- 
tween various types of ingested or injected medications. The 
classes of drugs reviewed in this book include narcotic anal- 
gesics, narcotic antagonists, alcohol and other CNS depres- 
sants, benzodiazepines and barbiturates, psychomotor stim- 
ulants, marijuana constituents, hallucinogens, and nicotine. 
The benzodiazepines are most relevant to prescription drugs 
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used by psychiatrists. Psychiatrists may have to keep fm. 
mind when changing to or from a benzodiazepine that the 
patient will probably be aware of the change. The ability to 
tell about other medications used would seem to be of less 
value to psychiairists. However, one probably can infer that 
the other psychiatric drugs, including antipsychotics and 
antidepressants, probably can also be identified, at least in a 
general sense, by the person taking them. Most studies on 
humans have merely asked for drug categories rather than 
specific substances. 

Most interesting to me was the section on state-dependent 
learning. Basically, this indicates that subjects who learn un- 
der the influence of certain medications and are tested at a 
later date will be able to recall better if they are under the 
influence of that medication than if given placebo before re- 
calling the material. For example, in an experiment in which 
a learning procedure was done after subjects smoked mari- 
juana the subjects recalled better when the recall testing was 
done after another smoking of marijuana than when they 
smoked placebo. Other medications tested iri this way in hu- 
mans include alcohol, amphetamines, and barbiturates. Alt- 
man and associates, who summarize these human studies, 
suggest that there is a direct positive relationship between 
the degree of state-dependent learning induced and the de- 
gree to which a medication has been abused. (The evidence 
of this last statement is not adduced in the chapter by Altman 
and associates but is referred to in other sources not avail- 
able to me.) This would suggest that the benzodiazepines 
that have some abuse potential might induce state-dependent 
learning as described above. This would be important to the 
practicing psychiatrist. è 

In conclusion, not a great deal from this book can be ap- 
plied to the practice of psychiatry. However, there are some 
interesting sugzestions for future work, particularly in the 
area of state-dependent learning. 


DANIEL S.P. SCHUBERT, M.D., PH.D. 
Cleveland, Ohio 


Psychopharmacology: A Biochemical and Behavioral Ap- 
proach, by Lewis S. Seiden and Linda A. Dykstra. New 
York, N.Y., Van Nostrand Reinhold Co., 1977, 431 pp., 
$19.95. 


This book is intended to be an introduction to the behav- 
ioral research literature in experimental psycho- 
pharmacology. The volume is that and much more. The 
reader is guided through the very complicated relationships 
between drug actions and animal behavior and through the 
integration of neurochemistry, pharmacology, and behavior- 
al psychology. The volume is exceptionally well written and 
quite readable. It is apparent that the authors have taken 
great care to create a book that effectively teaches, making 
this a valuable and effective textbook. Furthermore, the vel- 
ume is a very scholarly review of the field of behavioral psy- 
chopharmacology and is extensively referenced. 

The book is divided into three sections. The initial section 
on methods provides an overview of common procedures 
used in experimental animal psychopharmacology. It is a 
useful introduction to these techniques and a fair evaluation 
of the limitations and advantages of differing approaches. 
The second section is devoted to the pharmacological and 
biochemical bases of psychopharmacology. Following a dis- 
cussion of basic neurochemistry, which is probably too brief 
for the reader with no previous exposure to this area, the 
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* relationships between serotonin, dopamine, norepinephrine, 
*acetylcholine, and behavior are reviewed.-These are perhaps 


the best chapters in the book. The third section is a presenta- 
tion of drug-behavior interactions. The authors present the 
effects of drugs on various aspects of operant behavior para- 
digms. Drugs as reinforcers and as discriminative stimuli and 
their. effects on schedule-controlled behavior are all dis- 
cussed. The authors review studies that often yield conflict- 
ing results. However, by pointing out methodological and 
theoretical limitations they help clarify these complex top- 
ics. These critiques are one of the book's greatest strengths. 

The only minor shortcoming of the book 1s that despite the 
attention the authors have given to making experimental 
psychopharmacology comprehensible, a basic knowledge of 
operant behavior paradigms and neurochemistry should be a 
prerequisite to reading this book. 


KENNETH L. Davis, M.D. 
Palo Alto, Calif. 


Neuroregulators and Psychiatric Disorders, edited by Earl 
Usdin, Ph.D., David A. Hamburg, M.D., and Jack D. Bar- 
chas, M.D. New York, N.Y., Oxford University Press, 1977, 
598 pp., $29.50. 


This book is a compilation of papers presented at a confer- 
ence held in California in January 1976. This was obviously a 
first-rate conference, judging by the resulting proceedings. A 
large number of outstanding scientists and clinicians have 
documented their contributions. Therefore, those. of us who 
were not privileged to attend can read and learn. 

The book is divided into eight sections as follows: 1) Cate- 
cholamines and Related Compounds, 2) Indoleamines, 3) 
, Hormones and Peptides, 4) Amino Acids, 5) Other Small 
* Molecules, 6) Other Aspects of Neuroregulation, 7) Are 
There Endogenous Psychotogens? and 8) Concluding Re- 
marks. In my opinion, most of the papers are timely, appro- 
priate, and well written. 

There is a lot of solid biological psychiatry in this book. It 
should be included in the library of most psychiatric depart- 
ments. Units that are concerned with the biochemical as- 
pects of psychiatry will find this volume of considerable in- 
terest. Many basic issues are raised involving a large number 
of substances that are putative neurotransmitters or neu- 
romodulators. Since both of these groups of substances are 
covered, the editors chose the word ‘‘neuroregulators’’ to 
use in the title of this book. Although I do not believe we 
need such a new word, we certainly need this book. 


EDWARD F. Domino, M.D. 
Ann Arbor, Mich. 


The Practitioner's Guide to Psychoactive Drugs, by Ellen L. 
Bassuk, M.D., and Stephen C. Schoonover, M.D. New 
York, N.Y., Plenum Medical Book Co., 1977, 311 pp., $19.95 
(spiral-bound). 


Although there is a plethora of books on psycho- 
pharmacology (it seems as though the proceedings of every 
meeting eventually appear between covers), relatively few 
have been directed mainly to an audience that uses drugs for 
treating patients. Suddenly, during the past two years, four 
such volumes have been published in the United States. The 
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first of these, Manual of Psychiatric Therapeutics (1), edited 

by Richard Shader, could easily have been called The Practi-, 
tioner's Guide. Shader's Manual and Bassuk and Schoon- 
over's Practitioner's Guide are remarkably alike in format 
(soft covers, ring binding, detailed outlining, telegraphic 
style) and in their intended use (as a handy information 
source). The book edited by Murray Jarvik, Psycho- 
pharmacology in the Practice of Medicine (2), is an appre- 
ciation of the whole of psychopharmacology, providing the 
reader insights into its logic and its methods but not neces- 
sanly meant to be highly practical. Psychopharmacology: 

From Theory to Practice (3), edited by Jack Barchas and 
colleagues, is the most ambitious of the four, attempting to 
cover not only the pharmacological bases but also the clini- 
cal applications of psychotherapeutic drugs. So now there 
are books on this subject for almost every clinician's taste. 

The scope of The Practitioner's Guide is broad, consisting 
of eight chapters covering depression, cyclical psychiatric 
disorders, psychoses, anxiety and insomnia, pediatric psy-. 
chopharmacology (by a guest author), geriatric psycho- 
pharmacology, and drug abuse (by another guest author). Al- 
though not specifically referenced, each chapter concludes 
with a group of selected references pertinent to its topic. 
Many o these refer to earlier books, and it is clear that the 
authors have drawn on other sources for their ambitious un- 
dertaking. 

Somehow or other, it does not come off well. The book is 
full of information that has been uncritically accepted as 
worth passing on. Sometimes one is reminded of reading the 
Physicians’ Desk Reference (published annually by Medical 
Economics Co.) or, perhaps more appropriately, the AMA 
Drug Evaluations (4). In any Case, one has a strong sense of 
déjà lu. One looks in vain for fresh insights. Perhaps that 
may be expecting too much from authors who are virtually 
unknown in the field of psychopharmacology. Although it is 
not always the case that those who make the most original 
contributions to a field are its best expositors, one can mus- 
ter a strong argument that review papers and books should 
be written by people with a modicum of experience in the 
development of a field. 

Because of the many similarities. The Practitioner s Guide 
begs comparison with Shader's Manual, even to the extent 
that, due to the curious fragmentation of departments of the 
Harvard Medical School, they originate from the same facul- 
ty. Althcugh one may get more bread-and-butter facts from 
the Guide than from the Manual, the latter book is fresher 
reading and more authoritative. Given a choice between the 
two, the nod clearly goes to the Manual. One can buy two 
Manuals for every copy of the Guide. 
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Écrits: A Selection, by Jacques Lacan; translated by Alan 
Sheridan. New York, N.Y., W.W. Norton & Co., 1977, 335 


° pp.» $16.75. 


This is not an easy volume to review, to read, or to under- 
stand without careful study. Jacques Lacan is one of the ger- 
minal thinkers in modern France. Originally a member of the 
established psychoanalytic association, he withdrew from it 
to form his own school and society. His writings have been 
extensive, but only now are they beginning to appear in Eng- 
lish translation. The nine essays in Ecrits have all been pre- 
sented as lectures or oral reports at various meetings, con- 
ferences, or colloquia. As such they are not systematically 
organized theoretical chapters of a cohesive work. Such a 
volume would be very useful, particularly to American psy- 
chiatrists who do not have an orderly grasp of Lacan's ideas 
and believe they should know more of his concepts. 

Ecrits is, in part, a portion of a volume originally pub- 
lished in French and in France in 1966. One would ask about 

“changes in Lacanian theory in the past decade—surely there 
have been some elaborations, modifications, and even cor- 
rections. These are not discussed in this work. 

The translator's note at the beginning of the collection at- 
tempts to describe, define, and translate Lacan's use of par- 
ticular terms and to explain how these terms, derived from 
Freud, are used differently by Lacan. Since Lacan is deeply 
involved in linguistic theory and views the mind as hierarch- 
jcally organized like language, the reader unfamiliar with La- 
can's special language will find it difficult to grasp what the 
author means, what he is trying to say, and how it articulates 
with the reader's own knowledge. 

There is no complete bibliography at the end of the vol- 
ume. The index to Freud's German terms and to proper 

enames cited in the book is somewhat helpful but less than 
optimally useful. 

I believe that there may be some gold nuggets in the mate- 
rial presented in this collection of essays, but one will have 
to mine very carefully to obtain them. The obvious con- 
nection to linguistics 1s ever emphasized, but, again, the lack 
of connecting links between essays, of any explanation as to 
why these essays were chosen, and of a synthesis or sum- 
mary of critical concepts can be confusing and not helpful. 

We should have a clearer exposition of Lacan's ideas be- 
fore tackling this collection. The importance of metaphor, 
language, and symbols is well known, but for a science to be 
fully understood and then to allow independent researchers 
to test its hypotheses, these must first be clearly stated in 
simple form. I hope that such a volume will soon appear and 
that one can then return to Ecrits. 


GEORGE H. Por rock, M.D., Pu.D. 
Chicago, lil. 


Sex Roles: Biological, Psychological, and Social Foundations, 
by Shirley Weitz. New York, N.Y., Oxford University Press, 
1977, 274 pp., $10.60; $5.00 (paper). 


This is a superb book. Professor Weitz has accomplished a 
scholarly syfithesis and integration of a monumental amount 
of scientific data and theoretical literature concerning the bi- 
ological, psychological, and social foundations of sex role 
behavior. She is both feminist and scientific in her insistence 
on accurately describing the nature and form of sex role dif- 
ferences and inequalities as well as the complex forces that 
act to shape and maintain these roles. Both the male and the 
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female roles are examined with thoroughness and clarity.* . 


The book begins with a review of the biological founda- 
tions of the sex role system. The author analyzes the data 
related to sexuality and aggression. Following this she exam- 
ines the psychological system for men and women, consid- 
ering the contributions of the various theoretical disciplines, 
from psychoanalysis to social learning theory, to an under- 
standing of symbolism, sexual identification, gender role be- 
havior, and the influences of parent-child and peer inter- 
actions on sexual role socialization. Next, she considers the 
importance of the family structure from a historical per- 
spective, providing an excellent discussion of societal con- 
straints, including that of the nuclear family, on female ca- 
reer choice. She traces myth and ritual in terms of their sym- 
bolic expression of both intrapsychic and cultural forces as 
expressed in language, art, and literature. She also provides 
a fascinating discussion of cross-cultural data, including data 
on societies such as those in Israel and China, where there 
have been concerted efforts to modify the social role of 
women. Finally, there is a historical approach to feminism in 
the United States, including the development of the wom- 
en’s movement. 

This is an easily read and scholarly book that should be 
read by every social and behavioral scientist whose study 
requires an understanding and appreciation of the com- 
plexities of sex roles. Professor Weitz clearly demonstrates 
the impossibility of understanding either men or women 
without comprehension of the biological, psychological, cul- 
tural, and social forces that shape the development and 
maintenance of gender role in both intrapsychic and inter- 
personal life. It is essential reading for the psychiatrist and 
psychotherapist. 


SHERWYN M. Woops, M.D., PH.D. 
Los Angeles, Calif. 


Handbook of Behavioral Assessment, edited by Anthony R. 
Ciminero, Karen S. Calhoun, and Henry E. Adams. New 
York, N.Y., Wiley-Interscience (John Wiley & Sons), 1977, 
721 pp., $27.00. 


This volume has a wealth of useful and informative materi- 
al. It is not an easy book to review precisely because it is a 
handbook and not a textbook in the usual sense. Contribu- 
tions by the three editors plus 28 other authors cover widelv 
ranging topics, from a blistering critique of traditional psy- 
chiatric nomenclature in chapter 3 to an instructive and prac- 
tical summary of instrumentation in chapter 4. 

According to Ciminero, behavioral assessment is related 
to behavior therapy in a manner quite distinct from the rela- 
tionship of traditional diagnosis to treatment. Behavioral as- 
sessment rests on assumptions that behavior is a function of 
environment, that samples of observed behavior are not 
signs of some presumed personality characteristics, and that 
the relation of assessment to treatment is direct and continu- 
ous rather than indirect and preceding treatment. Behavioral 
assessment is thus said to be relatively atheoretical, 1.e., the 
data of observation are not forced into a priori constructs. 

The functions of behavioral assessment include descrip- 
tion of the problem, selection of a treatment strategy, and 
evaluation of treatment outcome. The principal elements of 
behavioral assessment are self report, direct behavioral ob- 
servations, and physiological recordings. 

The above organizing principles shape the format of this 
volume. Part one, devoted to general issues, includes a chap- 
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tër on instrumentation, a chapter espousing Adams and asso- 
ciates’ Psychological Response Classification System 
(PRCS), and considerations of basic issues. Part two consid- 
ers behavioral interviews as special cases of self-report and 
direct observation, self-report schedules and inventories, 
self-monitoring procedures, analogue measures, direct ob- 
servational procedures, and psychophvsiological proce- 
dures. Part three includes chapters on the application of 
these principles of assessment to the clinical problems of 
anxiety, addiction, sexual dysfunction, impaired social 
skills, marital conflict, disordered behavior of children, and 
psychosis. 

The apparent positions of the 31 contributors range from 
total rejection of traditional psychodynamic psychiatry to 
expressions of the hope—even the expectation-—of a crea- 
tive rapprochement of the two theoretical positions. I sug- 
` gest that all mental health professionals need to read and 
ponder this book. It may well be a major contribution in set- 
ting out those areas of agreement and disagreement which 
cry for resolution. 


WILLIAM A. CANTRELL, M.D. 
Houston, Tex. 


Psychopathology and Child Development: Research and 
Treatment, edited by Eric Schopler and Robert J. Reichler. 
New York, N.Y., Plenum Press, 1976, 381 pp., $22.50. 


This volume contains papers presented in 1973 at the First 
Intérnational Leo Kanner Colloquium in Child Develop- 
ment, Deviation, and Treatment. The major theme is that a 
clinical approach toward children must be founded on a rich 
understanding of normal and deviant development. The sub- 
jects of the 19 articles range from neurochemistry to the psv- 
-echoanalytic treatment of child psychosis. Early infantile au- 
tism Is cited as the prime example of a severe disturbance of 
development. 

Each article in this collection is a thoughtful presentation 
of one area of research. I would single out the paper bv Mar- 
ian DeMyer titled “‘The Nature of the Neuropsychological 
Disability in Autistic Children” for its clear statement of the 
predictive power of IQs in autistic children. Herbert Kaye's 
paper, ‘‘Some Suggestions for Reclassification of Ontoge- 
netically Relevant Early Psychomotor Behavior," is difficult 
to read but important as a review of developmental ideas. Ín 
“Developmental Therapy: A Program Model for Providing 
Individualized Services in the Community," Schopler and 
Reichler describe the dangers of a narrow and restrictive 
professionalism in setting up a program for handicapped chil- 
dren; this description could bother some of the readers of 
this journal. 

In the foreword, the director of NIMH at the time of the 
meeting espouses the view that interdisciplinary communi- 
cation is a very good thing. Since this position is backed by 
all of the money, no one is going to argue, but we can wonder 
privately what comes from placing disparate and contrary 
views side by side. In the next colloquium I hope that the 
writers engage in real communication rather than juxtaposi- 
tion. Two elegant and adjacent papers in this volume are * A 
Behavior Modification Approach to the Treatment of Autis- 
tic Children" by Lovaas, Schreibman, and Kogel and ‘‘On 
the Structure of Inner and Outer Spielraum—the Play Space 
of the Schizophrenic Child’ by Ekstein and Caruth. Lovaas 
and associates review the history of behavioral approaches 
toward autistic children and point out that such treatmert 
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had its beginnings only in the 1960s. One major accomplish- 
ment has been an approach toward the treatment of self-mu- 


tilation in children. In the case described by Lovaas and-as- ' 


sociates a psychodynamic formulation would have resulted 
in the use of affection and support, and the outcome would 
have been the wild paradox of a child killed by kindness. 
Ekstein and Caruth describe the autistic child’s avoidance of 
intimacy and the resulting seeking out of a deanimated tech- 
nique of positive and negative reinforcement. Any therapist 
would most likely be assigned the role of automaton, and this 
would limit any growth. I bring this up not to show opposi- 
tion—I have no doubt that the authors could handle them- 
selves—but to suggest that the authors socialize and ex- 
change ideas rather than leave all the interdisciplinary in- 
tegration to the reader. In spite of this, the editors have done 
a tactful and scholarly job of trying to pull these articles to- 
gether. 

The particular variety and blending of topics in this book 


may not be to everyone's fancy, and it is difficult to handle, 


more than 1 article during the drowsy hours available for 
reading. Since most of these authors are prolific, their papers 
can be found elsewhere. The material presented 1s essential 
for a balanced and current view of severely disturbed chil- 
dren, and this volume would be most helpful in a first ap- 
proach to this field. 


STEPHEN L. BENNETT, M.D. 
New York, N.Y. e 


Puppets and Therapy, compiled and edited by A.R. Philpott. 
Boston, Mass., Plays, 1977, 153 pp., $4.95 (paper). 


As a disjointed collection of testimonials to the use of pup-* 
pets with children under a variety of circumstances, this 
book is not an objective or thorough treatment of puppetry 
as a technique in psychotherapy. Moreover, it conveys the 
impression that puppetry in itself is a form of psychotherapy. 

In spite of these drawbacks, mention of this book high- 
lights the often forgotten value of puppets in psychotherapy 
with children. More than with dolls, a child can disappear 
behind a glove puppet's personality and actions, completely 
inhabiting the puppet whose words and movements are the 
child's own. Especially helpful at times is the fact that an old 
sock, clay on a finger, a hat, or most anvthing can be con- 
verted to the service of a child's imagination through his or 
her hands. 

I cannot recommend this book to the child psychiatrist. 
However, it does remind us that puppets are a natural and 
exciting resource for therapeutic work with many children. 


JACK C. WESTMAN, M.D. 
Madison, Wis. 


The Criminal Personality, Vol. II: The Change Process, by 
Samuel Yochelson, Ph.D., M.D., and Stanton E. Samenow, 
Ph.D. New York, N.Y., Jason Aronson, 1977, 566 pp., 
$25.00. : 
© 

The ideas, the technique, and the pilot project proposed 
by the late Dr. Yochelson and Dr. Samenow are interesting, 
promising, practicable, and consistent with the day’s fash- 
ion—no confinement, no coercion, no stigmatizing diag- 
noses, and no punishment. The fact that this book is more 
than 500 pages long perhaps reflects ‘‘phenomenologic re- 
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porting," meticulous attention to detail and repetition that 


_ requires an alert audience. Dr. Yochelson's untimely death 


may cost this work the hearing it deserves, despite the boost 
of its “review” on television's Sixty Minutes. Leon Yochel- 
son's *'In Memoriam: A Brother's View” and the first chap- 
ter, an 18-page summary of volume I of The Criminal Per- 
sonality, are the most readable sections of volume II and 
provide an excellent introduction; the rest is an effort to 
read, but worth it. 

This work deals with the criminal, defined as “‘a person 
whose patterns of thinking have led to arrestable behavior.”’ 
The authors' program adds the choice of total change to the 
alternatives of continued crime or suicide, and they deem the 
criminal most accessible when he or she is most vulnerable, 
i.e., when facing incarceration. The initial contact is individ- 
ual and prolonged: two or three hours are spent telling the 
criminal what he or she is, what he or she has done, how the 
authors know, and what the authors offer. They make no 
claim to be rendering medical services and dispense with 
psychiatric evaluation and diagnosis. Further, they indicate 
that most psychiatric evaluation and diagnosis has been used 
in the service of the criminal s rationalizations for irrespon- 
sible behavior. The population the authors describe resem- 
bles the group of felons in Guze's cohort (1), which included 
78% sociopathic personalities plus 7% alcohol- and /or drug- 
addicted subjects—not at all the distribution of diagnoses in 
any psychiatric population in or out of the hospital. 

» The authors offer no practical help, intervention, or assist- 


ance to the criminal but demand commitment to a four-year . 


program with daily three-hour sessions, five days a week for 
at least one year, concurrent with working at a steady eight- 
hour-a-day job and impeccably fulfilling all their responsibili- 
ties. Privilege is maintained, but the ‘‘change agent’’ re- 


* serves the right to notify the authorities of noncompliance or 


nonimprovement. Free will is a basic premise of the authors’ 
program. They believe that man has the capacity to make 
choices and that he can, if he would, choose good over evil. 
Total 180° change is demanded in the criminal’s thinking pat- 
terns to produce an about-face in his or her behavior pat- 
terns. 

This is habilitation, not rehabilitation. Denying all of the 
psychological, sociological, and pathogenetic explanations, 
the authors insist that criminals give up their ‘‘victim 
stance." They have invested many thousands of hours in 
these slow learners of the basic mores and morality that 
make group living civilized. Their claims are modest. In vol- 
ume I, they reported as of May 1975 on a sample of 240, of 
whom 162 were hard-core criminals (p. 118). In volume II, 
they report that 13 of the 162 were meeting their strict cri- 
teria for responsible functioning in the community (p. 436). 

Guze's studies (1), which covered the same period of time 
as Yochelson and Samenow's, indicated that only con- 
finement past age 40 had a significant influence on recidi- 
vism. Yochelson and Samenow propose a more acceptable 
alternative. They also raise a very serious challenge to the 
validity of the insanity defense as applied in the District of 
Columbia. 
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Behavior Modification of the Mentally Retarded, 2nd ed., ed- » 
ited by Travis Thompson and John Grabowski. New York; 
N.Y., Oxford University Press, 1977, 557 pp., $15.00; $7.95 
(paper). 


Throughout the presentations in this book each of the vari- 
ous authors approaches his or her topic as one would expect 
a behaviorally oriented clinician to. The chapters are illustra- 
tive of the behavioral approach; they contain data to sub- 
stantiate their information and, in many situations, describe 
the methodology for continued application of the topic in the 
reader’s setting in a *'cookbook"' fashion. The contents of 
the chapters include the issue of punishment as a therapeutic 
method (chapter 14), working with the parents of retarded 
children (chapter 12), behavioral intervention in sheltered 
workshops (chapter 13), and the use of behavioral inter- 
vention with severely retarded hospital residents. The edi- 
tors present convincing arguments throughout the book that 
behavior modification is not only one of many types of thera- 
pies but is probably the most effective. when dealing with the 
retarded population. 

Each of the authors is clearly knowledgeable about behav- 
ioral approaches to teaching. This comes through quite 
clearly in the organization of each of the chapters and is seen 
by the development of the cantent. 

The thoroughness of the book qualifies it as one that 
should be in the staff library of every institution with re- 
tarded residents. Certainly the reader can then generalize to 
the nonretarded population. When making this generalizing 
step, one should keep in mind the information in chapter 15 
on ethical and legal guidelines for the use of behavior modifi- 
cation. 

It should be clear to all readers that not all institutions and 
certainly not all institutional staff are cooperative, willing to 
collect data, and amenable to this type of intervention. It 


should be clear to the reader that many of these programs e- 


were started with handpicked staff who were interested and 
cooperative. It should further be clear that the medical hier- 
archy may not take willingly to the information and approach 
described in this Dook (chapter 7). 

In chapter 4 Grabowski and Thompson describe the his- 
tory of an institution's transition from a nonbehaviorally ori- 
ented *'holding facility" to a facility with a progressive and 
clearly delineated objective program for residents. Clearly, 
the change in the residents' behavior and the increase in au- 
tonomy, coupled with a decrease in the use of major tran- 
quilizers, provide enough indication of the humanism in- 
volved in a behavioral approach. Administratively, it is in- 
teresting to note throughout the book that the authors point 
out and make clear that many institutions can implement be- 
havior modification and therapy programs with the existing 
resources available to them. 

In chapter 5, Bigelow and Griffiths extend the applications 
of behavior therapy and clearly demonstrate how it can be 
used with a population of chronically institutionalized, se- 
verely and profoundly retarded women. It is important to 
heed these authors’ instruction that "institutions for the re- 
tarded have found themselves with an increasing proportion 
of severely and profoundly retarded residents.” (In 1960, 
2696 of the residents at one state hospital were in this cate- 
gory. By 1970, this proportion had risen to 84%.) Through- 
out the book, one is reminded that most institutions today 
have established clear patterns of behavioral maintenance. 
The authors of the various chapters have worked out the 
maladaptive and self-destructive aspects of these previously 
maintained behaviors. Almost all of the chapters show the 
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° potential and the techniques for increasing'resident and citi- 
‘zen independence and autonomy. . 

The chapters are concise, to the point, and illustrated with 

tables and figures that elucidate and support the information 


related. Many of the chapters clearly outline the sequence of 


events in implementing behavioral programs, which will cer- 
tainly be an advantage to both the novice and the more expe- 
rienced behavior therapist. Most of the authors indicate the 
necessity for gathering baseline data and for follow-up. 1 
question the efficacy of a design reversal procedure with self- 
injurious and destructive behavior, but, clearly, the total 
text is worthy of close reading and adaptation to the reader's 
clientele. 


DONALD J. WEINSTEIN, PH.D. 
Cleveland, Ohio 


Perspectives on Aggression, edited by Russell G. Geen and 
Edgar C. O'Neal. New York, N.Y., Academic Press (Har- 
court Brace Jovanovich), 1976, 260 pp., $15.00. 


This book purports to be *'primarily a review of current 
experimental research in human aggression.” It is a major 
contribution to the interface of experimental psychology and 
societal conflict. The 12 authors comprise an awesome ag- 
gregate of academic virtuosity. The book consists of 9 sepa- 
rate but congruent chapters. In its breadth and precision, it is 
reminiscent of Tyndall's classic paper on the scope and lim- 
its of scientific materialism. 

The manifest enormity of labor that has gone into the 
search for answers by experimental means is in striking con- 
trast to the modesty of the substantive contributions. The 
presentation of the experimental work is paralleled by clear 
and imaginative criticism. With researchers of this stature in 


-» its own house, experimental psychology needs neither criti- 


cism nor monitoring from the outside. Nearly all disciplines 
concerned with human experience and behavior might well 
strive to emulate the precision and clarity of self-assessment 
exemplified by these authors. Everyone with any standing, 
authority, or interest in human aggression would do well to 
read this unique volume and reflect at length on its lessons. 

One example of the difficulties that experimental psychol- 
ogy must surmount is offered by Stonner, who notes that 
“the problem in assessing intent on the part of the subject in 
an aggression experiment is an exceedingly difficult one.” 
He might have added that it may be even more difficult in 
society itself—where intent is the sine qua non of virtually all 
criminal law. Difficult? Yes. But indispensable. Stonner 
quotes traditional researchers as asking, ‘‘Who, and under 
what circumstances, resorts to infliction of harm against oth- 
ers?" 

What lies ahead for experimental psychology? Stonner 
writes, ‘The exact nature of future research in aggression 
[as well as all of social psychology] may well be shaped by 
the current controversy as to the most appropriate ‘model’ 
for inquiry in the field of social psychology.’’ He states, 


Social psychology should address itself to social is- 
sues rather than to tests of hypotheses generated by 
theories. McGuire forecasts the demise of the experi- 
mental paradigm that rests on manipulating independ- 
ent variables, while controlling for factors with an ef- 
fect that might be extraneous to the hypothesis. The 
social psychologist, he feels, has been engaging in stage 
manipulations that are mere demonstrations of obvious 
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linear relationships; the time has come for the research- 
er to turn away from belaboring the obvious and toward 
sorting out the complexities of the real world. 


Stonner notes that McGuire’s ‘‘rather dismal outlook for the 
future of traditional laboratory and field experimentation 
suggests that the age of experimental psychology is in its 
waning years.” 

This does not foretell a demise but, rather, a transmutation 
of experimental psychology: ‘‘Perhaps the greatest impact in 
the future of aggression research . . . [will be] the result of 
social psychologists finally being forced to come to grips 
with the ethical problems of aggression research.” The au- 
thor rephrases the problem to ask whether the social psy- 
chologist has the means to investigate the problems of social 
concern. One answer, he suggests, lies in constantly broad- 
ening the empirical base of knowledge about aggression so 
that the choices available and the repercussions of these 


choices can be constantly reassessed. ''Only in this way,” , 


he says, ‘‘can we find a ‘cure’ for aggression that is not more 
deadly than the disease itself.” 


Harry L. KozoL, M.D. 
Boston, Mass. 


Emergence: A Transsexual Autobiography, by Mario Martino 
with Harriet. New York, N.Y., Crown Publishers, 1977, 273, 


. pp., $10.00. 


“Of making many books there is no end,” admonishes the 
Preacher of Ecclesiastes. During the past decade psychia- 
trists have been exposed to a deluge of popular and technical 
books and articles on the topic of transsexualism. However, 
I found Emergence an endlesslv fascinating autobiography 
of a female transsexual written by Mario Martino (a pseudo- 
nym) with the help of Harriet, a medical journalist. It is a 
deeply moving, often tragic, sometimes joyful story. 

The author was born Marie Josephine Martino. Marie was 
raised in a rigid, patriarchal midwestern Italian-American 
family. From early childhood, Marie struggled with the un- 
shakable conviction that she was a male in a female body. 
Her efforts to suppress her intense masculine strivings and 
sexual impulses by entering a convent failed. The constant 
temptation of living with women led to the fanning of these 
strivings and her leaving the convent. A contrived, empty 
sexual experience with a man convinced her of the absolute 
necessity to take the personal, medical, surgical, and legal 
steps to be reassigned a male. Marie's enduring passionate 
and compassionate relationship with Becky, ultimately to 
become Mario's wife, sustained Marie in this almost impos- 
sible task. Photographs of Marie from about age three 
through adolescence and adulthood reveal her masculine 
identity, even though in one she wears a taffeta dress and a 
corsage. The last photograph shows Mario working at his 
desk, looking contented and with a beard and pipe. 

Merio Martino's only wish is to live as an ‘“‘ordinary 
man," to work and raise a family. He successfully fulfilled 
his professional goals to be a nurse and to obtain a college 
education and a law degree while pursuing the ificredibly dif- 
ficult goal of gender reassignment. 

Mr. Martino contradicts popular myths about transsexuals 
in this autobiography. He shows that transsexuals are not 
able to change with psychotherapy and psychoanalysis or if 
they so choose and that transsexualism and borderline 
personality organization do not inevitably go together. 
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Without attempting a psychodynamic evaluation of Mario 
„(this can be done from the material presented), it is clear that 
he possesses ego strengths that were necessary to success- 
fully pursue sexual transformation. The ability to have close, 
loving, enduring relationships sustained him, and the ability 
to tolerate disapproval, scorn, anxiety, and almost constant 
frustration and disappointment was crucial. His strong reli- 
gious conviction and optimistic disposition were also in- 
valuable. 

Such seemingly minor things as how to use a men's room, 
button up a tuxedo, and no longer being able to just drop 
over to visit a female friend without arousing suspicion are a 
few examples of the unanticipated adjustments that Mr. 
Martino had to make. His major trauma were physical pain, 
fear of rejection, and sometimes actual rejection by profes- 
sional colleagues and family. There is also the constant wor- 
ry about exposure of one's past identity. 

Mr. Martino and his wife established the Labyrinth Foun- 

.dation Counseling Service to help other transsexuals. Their 
goal is “‘to educate the educated." This slogan is particularly 
apt for many psychiatrists who have never had direct experi- 
ence with transsexuals and who may be no better informed 
than the average layman. This book educates. 

The author's observations about transsexuals are those of 
an insider, Particularly informative are his comparisons of 
female with male transsexuals. The former (the rarer of the 
two) appear better able to find stability and successfully pur- 
sue marital, professional, and other major life goals. My only 
complaint about this book is the choppy, telegraphic writing 
style that sputters under the burden of conveying so pow- 
erful a story. 

Psychiatrists are privileged to be able to ‘‘live’’ many dif- 
ferent lives through empathic identification with their pa- 

*tients. This book will allow that unique experience. Above 
all, this book will evoke sympathy and deep respect for Mr. 
Martino. We owe him a great debt of gratitude not only for 
telling his story and allowing us to empathetically share in it 
but in having the courage to risk loss of his hard-won ano- 
nymitv in order that we might be educated. 


ROBERT I. SIMON, M.D. 
Washington, D.C. 


: BOOK REVIEWS 


* 


The InteractionaNView: Studies at the Mental Research Insti- . 


tute, Palo Alto, 1965-1974, edited by Paul Watzlawick and 
John H. Weakland. New York, N.Y., W.W. Norton & Co., 
1977, 396 pp., 512.50. 


The editors of The Interactional View have provided us 
with an interesting retrospective view of the development of 
family therapy at a mental research institute in Palo Alto, 
Calif. This group was founded in 1958 and directed by Dr. 
Don D. Jackson. Many of his major contributions are includ- 
ed in the collection. The focus of the book is on an approach 
to understanding families, in which issues of communication 
rather than individual personality organization or pathology 
are the significant factors. 

The book is essentially a historical presentation with verv 
few original papers. Most of the chapters are papers that were 
published previously in other yournals. As such, they pro- 
vide an important perspective and enable the reader to trace 
many of the developments in this field during the decade of 
1965-1974, However, the book would have been strength- 
ened and expanded in scope by some more recent work and 
commentary to enable the reader to progress toward current 
thinking and practice. Although the authors make their pur- 
pose clear, they would have provided an even more valuable 
contribution and strengthened the book considerably had 
they summarized and edited some of the papers. Many sig- 
nificant points are made that require emphasis, but they are 
sometimes buried in the interstices of the book. 

The editors divide the book into sections on Theory; Re- 
search; Training; Normality. Neurosis, and Psychosis; and 
Change and Family Medicine. They provide a brief* in- 
troductory commentary on each section and article, summa- 
nizing and clarifying points they regard as most important 
and, at times, introducing relevent historical, theoretical, or 
clinical material. 


The interastional view should provide a good theoreticalee : 


and operational base for those who are interested in families. 
I look forward to a subsequent collection of more recent 
work from the authors and their group. 


Caro. C. NADELSON, M.D. 
Boston, Mass. 
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This listing ackncwledges the receipt of recent books. Books 
of particuiar interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
publishers. 


The Emerging Death Mystique: The Challenge and the Prom- 
„ise, by Harry G. Armstrong. Hicksville, N.Y., Exposition 
Press, 1978, 252 pp., $10.50. 


Dying and Death: A Clinical Guide for Caregivers, edited by 
David Barton, M.D. Baltimore, Md., Williams & Wilkins 
Co., 1977, 236 pp., $14.95 (paper). 


Long-Term Care of Older People: A Practical Guide, by 
Elaine M. Brody. New York, N.Y., Human Sciences Press, 
4977, 396 pp., $17.95. 


Freedom in Meditation, by Patricia Carrington, Ph.D. Gar- 
den City, N.Y., Anchor Books (Anchor PressiDoubleday), 
1978, 360 pp., $3.50 (paper). 


*Meaning and Discourse: A Computer Model of Psycho- 

analytic Speech and Cognition, by John Henry Clippinger, 
Jr. Baltimore, Md.. Johns Hopkins University Press, 1977, 
223 pp., $15.00. 


Freud in Germany: Revolution and Reaction in Science, 1893— 
1907. Psychological Issues Monograph 41, by Hannah S. 
Decker, New York, N.Y., International Universities Press, 
1977, 348 pp., $15.00. 


Language and Hemispheric Specialization in Man: Cerebral 
Event-Related Potentials. Progress in Clinical Neurophysiol- 
ogy, Vol. 3, edited by John E. Desmedt. Basel, Switzerland, 
S. Karger, 1977, 282 pp., $47.25. 


Neuroanatomy Review: 1,100 Multiple Choice Questions and 
Referenced Answers, by Alvin Mathews Earle, Ph.D., and 
William Kenneth Metcalf, M.B., B.S., M.D. Flushing, N.Y., 
Medical Examination Publishing Co., 1977, 164 pp., $8.00 
(spiral-bound;. 


Défense et Illustration de la Psychiatrie: La Réalité de la Mal- 
adie Mentale, by Henri Ey. Paris, France, Masson, 1978,81 
pp., no price (listed (paper). 


Phenomenology and Treatment of Schizophrenia, edited by 
William E. Fann, M.D., Ismet Karacan, M.D., (Med)D.Sci., 
Alex D. Pékorny, M.D., and Robert L. Williams, M.D. New 
York, N.Y., Spectrum Publications, 1978, 530 pp., $30.00. 


Loops and Interfaces of Man: A Holistic Model of Human Mo- 
tivation in the Sociocultural Transactions, by Lorant Forizs, 
M.D. Roslyn Heights, N.Y., Libra, 1977, 165 pp., $7.95. 
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Autistic Children: Teaching, Community and Research Ap- 
proaches, compiled and edited by Barbara Furneaux and 
Brian Roberts. Boston, Routledge & Kegan Paul, 1977, 193 
pp., $12.00. 


Therapeutic Partnership: Ethical Concerns in Psychotherapy, 
by Carl Goldberg. New York, N.Y., Springer Publishing 
Co., 1977, 264 pp., $17.95. 


Children in Foster Care: The Destitute, Neglected, and Be- 
trayed, by Alan R. Gruber, D.S.W. New York, N.Y., Human 
Sciences Press, 1978, 220 pp., $11.95. 
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Medical Information Systems: A Resource for Hospitals, by 
Melville H. Hodge. Germaniown, Md., Aspen Systems 
Corp., 1977, 192 pp., $16.75. 
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Disabling Professions, by Ivan Illich, Irving Kenneth Zola, | 
John McKnight, Jonathan Caplan, and Harley Shaiken. a 
London, England, Marion Boyars (Salem, N.H., Marion 

Boyars Publishers, distributor), 1977, 127 pp., $10.95; $4.95 " 


(paper). 


Personality Characteristics of Violent Offenders and Suicidal 
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ben, Pharm.D., Philip O. Anderson, Pharm.D., and Arthur 
S. Watanabe, Pharm.D. Hamilton, Ill., Drug Intelligence 
Publications, 1978, 444 pp., no price listed. 
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Psychoanalysis and the History of the Individual, by Hans W. 
Loewald, M.D. New Haven, Conn., Yale University Press, 
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A Curriculum, Including Educational Objectives, for Post- 


Graduate Psychiatric Education, by Eleanor S. Nash, L.S. 
Gillis, and P.J.V. Beumont. Observatory, Cape Town, 


. $3 
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» South Africa, University of Cape Town e ii of Psy- 
‘chiatry, 1977, 63 pp., no price listed (paper). 


Crazy Love: An Autobiographical Account of Marriage and 
Madness, by Phyllis Naylor. New York, N.Y., William Mor- 
row and Co., 1977, 192 pp., $7.95. 
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A strength especially suited | 
for psychiatric practice 


Especially suited for certain outpatients 


Endep (amitriptyline HCI) 
150 md is particularly useful as a 
single b.s. dose in outpatients ; 
requiring the maximum daily dose of 150 mg 
amitriptyline during therapy. The scored tablet 
ensures that the dose can be readily cut in balf should 
side effects become clinically significant. The cost of a prescription of 150-mq tablets 
is considerably lower than that of the milligram equivalent supplied by lower strength 
tablets, for instance, for those patients who require 75 mg daily as maintenance, 
prescribing one-half of the 150-mg scored tablet can result in significant savings. 






Especially suited for certain inpatients 







"X A single daily tablet of 150-mg Endep may become 4 
E the most widely used strength of amitriptyline for the treat- 

ment of depressed inpatients. Two such tablets constitute the 

maximum daily dose of amitriptyline for hospitalized patients. 





— 2 The low number of tablets required considerably lessens the chance 
of error and also considerably lowers the overall cost of medication. 


Endep I5O-me scored tablets — | 


amitriptyline HCI/Roche 


Before prescribing, please see following page for a summary of product information. 
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. afundamental fact 


about Endep 
amitriptyline HC] 


Every tablet of 
Endep (amitriptyline HCI) 
is scored for precise, 
convenient adjustment 
of dosage. 


Half-tablet adjustment 
of dosage does not require 
a new Rx. 


do ac 


Single daily h.s. dosage 
promotes compliance and 
economy. 


Compliance with 
practical regimen promotes 
optimal response. 


Before prescribing, please consult complete 
product information, a summary of which 
follows: 


Indications: To relieve symptoms of depression 
(notably endogenous depression) and depression 
accompanied by anxiety. 


Contraindications: Known hypersensitivity. Do 


not use with monoamine oxidase (MAO) inhibitors 


or within at least 14 days following discontinuation 


of MAO inhibitors since hyperpyretic crises, severe 


convulsions and deaths have occurred with con- 

comitant use; then initiate cautiously, gradually 

increasing dosage until optimal response is 

achieved. Use not recommended during acute 
E recovery phase after myocardial infarction. 
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Warnings: May block action of guanethidine or similar 
antihypertensives. Use with caution in patients with 
history of seizures, urinary retention, angle-closure glau- 
coma, increased intraocular pressure. Closely supervise 
cardiovascular patients, hyperthyroid patients 

and those receiving thyroid medications. 

(Arrhythmias, sinus tachycardia and ge 
prolongation of conduction time 
reported with use of tricyclic anti- 
depressants, including amitriptyline ÍT 
HCI, especially in high doses. Myocardial 
infarction and stroke reported with use 100 mg 

of this class of drugs.) May impair alertness; warn against 
hazardous occupations or driving a motor vehicle during 
therapy. Weigh possible benefits against hazards during 
pregnancy, the nursing period and in women of child- 
bearing potential. Not recommended inchildren under 12. 


Precautions: May exaggerate symptoms in schizo- 
phrenic and paranoid patients, or shift manic-depressives 
to manic stage; reduce dose or administer major tran- 
quilizer concomitantly. Close supervision and careful 
dose adjustments required when given with anticholin- 
ergic or sympathomimetic agents. Exercise care in 
patients receiving large doses of ethchlorvynol; transient 
delirium reported with concomitant administration. May 
enhance effects of alcohol, barbiturates and other CNS 
depressants. Because of the possibility of suicide in de- 
pressed patients, do not permit easy access to large drug 
quantities in these patients. Because it may increase haz- 
ards of electroshock therapy, limit concomitant use to 
essential treatment. If possible, discontinue drug several 
days before elective surgery. Both elevation and lowering 
of blood sugar levels have been reported. 


Adverse Reactions: Note: This list includes a few ad- 
verse reactions not reported with this specific drug but 
requiring consideration because of similarities of tricyclic 
antidepressants. Cardiovascular: Hypotension, hyperten- 
sion, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. CNS and Neuromuscular: 
Confusional states; disturbed concentration; disorienta- 
tion; delusions; hallucinations; excitement; anxiety; 
restlessness; insomnia; nightmares; numbness, tingling 
and paresthesias of the extremities; peripheral neuro- 
pathy; incoordination; ataxia; tremors; seizures; alter- 
ation in EEG patterns; extrapyramidal symptoms; 
tinnitus. Anticholinergic: Dry mouth, blurred vision, dis- 
turbance of accommodation, constipation, paralytic ileus, 
urinary retention, dilatation of urinary tract. Allergic: 
Skin rash, urticaria, photosensitization, edema of face 
and tongue. Hematologic: Bone marrow depression includ- 
ing agranulocytosis, eosinophilia, purpura, thrombocyto- 
penia. Gastrointestinal: Nausea, epigastric distress, vomiting, 
anorexia, stomatitis, peculiar taste, diarrhea, parotid 
swelling, black tongue. Endocrine: Testicular swelling and 
gynecomastia in the male, breast enlargement and 
galactorrhea in the female, increased or decreased libido, 
elevation and lowering of blood sugar levels. 





10 mg 





25 mg 


- Otber: Dizziness, 


weakness, fatigue, 
headache, weight gain or loss, 
increased perspiration, urinary fre- 
quency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal 
Symptoms: Abrupt cessation of treatment 
after prolonged administration may 
produce nausea, headache and malaise. 
These are not indicative of addiction. 


___ Dosage: Initiate at low levels, e 

«a increase gradually, watching for signs 
of intolerance. As long as 30 days 
may elapse before adequate antide- 
pressant effect develops; sedative effect 
may be noted earlier. 











150 mg 
Initial Adult Dosage: Outpatients —25 mg t.i.d.; may be 
increased to 150 mg/day. Add increased drug to after- 
noon and/or bedtime doses. Alternate —50 to 100 mg 
h.s., gradually increasing b.s. dose up to 150 mg/day. 
Hospitalized Patients — Ulp to 100 mg/day; increase 
gradually to 200 mg if necessary. A few patients may 
require 300 mg/day. 


Adolescent and Elderly Patients: In general, 10 mg t.i.d. with 
20 mg h.s. may be satisfactory for those who do not 
tolerate higher doses. 


Maintenance Dosage: With symptomatic improvement, 
reduce dosage to lowest amount that gives relief, usually 
25 mg bid. to q.i.d., or 10 mgq.id. Continue maintenance 
therapy 3 months or longer to avoid relapse. 


Overdosage: Immediately hospitalize patient suspected 
of having taken an overdose. Treatment is symptomatic 
and supportive. IV administration of 1 to 3 mg physostig- 
mine salicylate reported to reverse the symptoms of 
amitriptyline poisoning. See complete product informa- 
tion for manifestations and treatment. 


Supplied: 10-mg, 25-mg, 50-mg, 75-mg, 100-mg and 
150-mg scored tablets — bottles of 100 and 500; 
Tel-E-Dose* packages of 100; Prescription Paks of 60 
(10 mg, 25 mg and 50 mg) or 30 (75 mg, 100 mg and 
150 mg), available singly and in trays of 10. 


& 
LJ 
Roche Laboratories ^ 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07 110 


. CHARLES € THOMAS *- PUBLISHER 





PSYCHIATRIC DRUGS FOR 


THE pe 


*. NON-MEDICAL MENTAL HEALTH WORKER 


By William Goldsmith, Brentwood 
V. A. Hospital, Los Angeles. Social 
workers, psychologists, psychiatrists, 
therapists and the complete range of 
paraprofessionals involved in mental 
health care will find in this book an 
abundance of practical information re- 
garding the use of psychiatric drugs 
and their effects on the patient. 


The first part of the text provides 


drug, its possible side-effects, patient 
reaction to the drug, and the indica- 
tions and contraindications for each 
pharmacological agent are delineated. 


Unnecessary concepts and jargon have 
been omitted in order to concentrate 
on those aspects which are crucial to 
an understanding of the subject. While 
the assimilation of the contents of this 
book will not enable the non-medical 
mental health worker to make deci- 


are not necessarily in the best interests 
of the patient. The fact remains that 
these drugs are being used, and by ac- 
quiring a maximum understanding of 
their applications and effects, the 
mental health worker will be better 
equipped to evaluate their immediate 
and ultimate effects and to cope with 
situations related to drug use which 
might arise in their daily contact with 
the patent. 


background in anatomy, physiology sions about the regulation of medica- While designed to provide non- 
and biochemistry. The relationships ton. 3 will. allow. bim tó- monitor ; 5! 
M EN , dically trained mental health per- 
between psychiatric drugs and basic drugs' actions between the patient's wees jq UE 
| cardi- 5 | p sonnel with an understanding of 


neuroanatomy, endocrinology, 
ológy, ophthalmology and allergy are 
also discussed. 


The second section focuses on the 
drugs themselves, including the phe- 
nothiazines, antidepressants, lithium, 
the minor tranquilizers, barbiturates, 
and stimulants. The purpose of each 


contacts with the prescribing physi- 
cian and to provide that physician 
with feedback on the effects such drugs 
may be having on the patient. 


Ihe controversial ríature of psycho- 


tropic drug use is not side-stepped. 
The author recognizes that some 
mental health workers feel that drugs 


psychiatric drugs, this book will also 
be of interest to nurses and physicians. 
Those who train mental health 
workers will find its specialized per- 
spective extremely valuable in 
teaching the fundamentals of psycho- 
tropic drugs. ’77, 188 pp., 27 il., 7 ta- 
bles, $11.50 
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BASIC PSYCHIATRY FOR CORRECTIONS WORKERS 


PSYCHOTHERAPY 


FOR WOMEN: Treatment Toward 


by Henry L. Hartman, Court Diagnostic and Treatment 
Center, Toledo, Ohio. This volume will provide psychia- 
trists as well as other correctional workers with a better 
understanding of the labels attached to those mentally ill 
pepsons with whom they come into contact, and will help 
them feel more comfortable in dealing with such persons. 
Ihe author gives general and specific suggestions for ap- 
proaches to each psvchiatric diagnostic category. He also 
describes interviewing techniques which have proven 
helpful in all phases of dealing with mentally disturbed 
people, details indicators of potential dangerousness and 
suicide, and discusses the acute and chronic effects of al- 
cohol and drug abuse. 78, 488 pp., 3 il., 1 table, $16.75 


PSYCHIATRIC PROBLEMS IN OPHTHALMOLOGY 
edited by Jerome T. Pearlman, UCLA School of Medicine, 
Los Angeles, California; George L. Adams, Baylor College 
of Medicine, Houston, Texas; and Sherwin H. Sloan, 
UCLA School of Medicine, Los Angeles, California. (11 
Contributors) A number of specific psychiatric problems 
and topics related to ophthalmological difficulties are pre- 
sented in this unique, ground-breaking volume. Reactions 
to the loss of sight, eye symptoms with no organic disease, 
stress and strabismus, and the psychiatric referral of visually 
handicapped patients are all closely examined. 77, 180 pp., 
29 il., 4 tables, $12.50 


MUSIC THERAPY: An Introduction to Therapy and Spe- 
cial Education Through Music (2nd Ptg.) by Donald E. 
Michel, Texas Woman's Univ., Denton. Without extensive 
use of technical language, this text presents a rationale for 
the use of niusic therapy with applications to a wide variety 
of types of patients and their medical/psychological prob- 
lems. Numerous examples of how therapists work in dif- 
ferent settings with various theories of treatment are 
presented. A description of the history of music therapy, its 
basic theoretical rationales, and its applications in therapy, 
rehabilitation, and special education are also discussed. A 
look at the music therapy movement in other countries is 
also provided. 77, 152 pp., 2 il., $9.75 


Equality edited by Edna I. Rawlings, Univ. of Cincinnati, 
Cincinnati, Ohio, and Dianne K. Carter, Univ. of lowg, 
Iowa City. (22 Contributors) Written and edited entirely by 
feminist therapists, this book provides constructive, alterna- 
tive approaches to what the authors consider to be inade- 
quate psychotherapeutic treatment of women today. Areas 
examined and developed include assertion training, careers, 
therapy for lesbians, social action and feminist therapy. 
Addressing both theoretical and applied issues, this impor- 
tant and provocative treatise will be a valuable resource for 
all psychotherapists and counselors. 77, 500 pp. (6 3/4 x 9 
3/4), 10 il., 16 tables, $17.50 


BOMBERS AND FIRESETTERS by John M. Macdonald. 
Univ. of Colorado School of Medicine, Denver. Contribu- 
tions from Robert B. Shaughnessy and James A. V. Galvin. 
A comprehensive and timely analysis of bombing and 
arson, this book explores such topics as bombs and their 
effects; bombers, arsonists, and their motivations; and vic- 
tims and targets of these crimes. The urban guerrilla, the 
bombing campaign in Northern Ireland, a psychiatric study 
of an airplane bomber. bomb threats and disposal, and the 
investigation and punishment of these crimes are also dis- 
cussed. '77, 264 pp., $13.50 


HUMAN BEHAVIOR GENETICS compiled and edited by 
Arnold R. Kaplan, Ohio Dept. of Mental Health and 
Mental Retardation Research Center, Cleveland. (21 Con- 
tributors) Genetic aspects of individual differences in 
human behavior, personality, perception, intelligence, neu- 
roticism and psychological disorders are examined in this 
book. Associations between human behavioral variables and 
those in body build, biochemistry and other objectively 
measurable biological variables are reviewed and analyzed. 
Ihe bulk of this text is devoted to reviews and explorations 
of contemporary research and concepts in human behavior 
genetics. A glossary of technical terms and jargqn, and an 
extensive author index are included for further reference. 
76, 496 pp. (6 3/4 x 9 3/4), 69 il., 86 tables, $67.75 
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prazepam 


fer the treatment 
of anxie 





Verstran (prazepam) provides 





the antianxiety effectiveness you `` 
expect from a benzodiazepine - 
—plus dosage versatility 


Verstran 


Reduces symptoms of anxiety- 


whether psychic or somatic 
in origin. 


Verstran 

- Provides the simplicity of a 
single scored 10 mg tablet to 
facilitate titration. 


Plus 2 dosage options 
Option 1: 


Verstran can be administered in a daily 

divided dose. 

Starting with 10 mg b.i.d., dosage may be titrated 
gradually within a range of 20 to 60 mg per day in 
accordance with response. 


Option 2: 

Verstran can be taken once a day* 

The usual starting dose for this regimen is 20 mg (two 
10 mg tabléts). Optimum dosage usually ranges from 
, to 40 mg daily. 





“At bedtime 
**Data on file, Warner/Chilcott Medical Department. 
“Number of patients cited represents those evaluated at final 
rvation 


Please see last page of this advertisement for full product 
ion. 


informat 


Verstran 


Eleven double-blind studies 


totaling 560 patients were con- 


ducted using b.i.d. and h.s. 
dosage regimens. Global 
Improvement Ratings, made 
at week 2, 3, or 4 for the b.i.d. 
dose, and at week 3 or 4 for 
the h.s. dose, confirmed the 
clinical efficacy of Verstran 

in both dosage options: * 
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= Verstran 


Effective for the symptomatic relief of 
a wide range of anxiety conditions — 


orazepam) . 


gm Verstran 


whether psychic or somatic in origin. 


m Verstran 


The versatility of fully effective divided 
or single daily dosage." 


Verstran” (prazepam) (V 


Caution: Federal law prohibits dispensing without 
prescription. 


Description: Verstran (prazepam), a benzodiazepine 
derivative, is identified chemically as 7-chloro-l-(cyclo- 
propylmethyl)-1,3-dihydro-5-phenyl-2H-], 4-benzodicz - 
epin-2-one. The molecular weight is 324.8 and the 
structural formula is as follows: 


CI 


Clinical Pharmacology: Studies in normal subjects 
have shown that Verstran (prazepam) has depressant 
effects on the central nervous system. Oral administra- 
tion of single doses as high as 60 mg and divided doses 
up fo 100 mg t.i.d. (300 mg totcl daily dose) were 
without toxic effects. 


Single oral doses of Verstran in normal subjects pro- 
duced peak blood levels at 6 hours postadministration, 
with significant amounts still present after 48 hours. 
Verstran was slowly absorbed over a prolonged period, 
rather constant blood levels were maintained, and 
excretion was prolonged. The meon half-life of praze- 
pam measured in subjects given 10 mg t.i.d. for one 
week was 63(+ 15s.d.)hours before and 70( + 10s.d.) 
hours after multiple dosing—a nonsignificant dif- 
ference. Human metabolism studies showed that prior 
to elimination from the body, prazepam is metabolized 
in large part to 3-hydroxyprazepam and oxazepom. 


Indications: Verstran (prazepam) is indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct in 
disease states in which anxiety is manifested. 


Contraindications: Verstran [prazepam) is contraindi- 
cated in patients with a known sensitivity to the drug and 
in those with acute narrow angle glaucoma. 

Warnings: Verstran (prazepam) is nct recommended in 


psychotic states and in those psychiatric disorders in 
which anxiety is not a prominent fecture. 


Patients taking Verstran should be cautioned against 
engaging in hazardous occupations requiring mental 


alertness, such as operating dangerous machinery, 


including motor vehicles. 


Because Verstran has a central nervous system depres- 
sant effect, patients should be advised against the 
simultaneous use of other CNS-depressant drugs, 
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The simplicity of a single scored 
10 mg tablet. 


u Verstran 


Side effects are characteristic of 


benzodiazepine drugs." 


including phenothiazines, narcotics, barbiturates, MAO 
inhibitors and other antidepressants. The effects of 
alcohol may also be increased. 


Physical and Psychological Dependence: Withdrawal 
symptoms similar in character to those noted with 
barbiturates and alcohol have occurred following 
abrupt discontinuance of benzodiazepine drugs. These 
symptoms include convulsions, tremor, abdominal and 
muscle cramps, vomiting and sweating. Addiction- 
prone individuals, such as drug addicts and alcoholics, 
should be under careful surveillance when receiving 
benzodiazepines because of the predisposition of such 
patients to habituation and dependence. 


Precautions: 

Use in Pregnancy and Lactation: 

An increased risk of congenital malformations asso- 
ciated with the use of minor tranquilizers (chlordiaze- 
poxide, diazepam, and meprobamate) during the first 
trimester of pregnancy has been suggested in several 
studies. Verstran (prazepam) a benzodiazepine deriva- 
tive, has not been studied adequately to determine 
whether it, too, may be associated with an increased risk 
of fetal abnormality. Because use of these drugs is rarely 
a matter of urgency, their use during this period should 
almost always be avoided. The possibility that a woman 
of childbearing potential may be pregnant at the time of 
institution of therapy should be considered. Patients 
should be advised that if they become pregnant during 
therapy or intend to become pregnant they should 
communicate with their physician about the desirability 
of discontinuing the drug. In view of their molecular size, 
Verstran and its metabolites are probably excreted in 
human milk. Therefore, this drug should not be given to 
nursing mothers. 


In those patients in whom a degree of depression 
accompanies the anxiety, suicidal tendencies may be 
present, and protective measures may be required. The 
least amount of drug that is feasible should be available 
to the patient at any one time. 


Patients taking Verstran for prolonged periods should 
have blood counts and liver function tests periodically. 
The usual precautions in treating patients with impaired 
renal or hepatic function should also be observed. 
Hepatomegaly and cholestasis were observed in 
chronic toxicity studies in rats and dogs. 


In elderly or debilitated patients, the initial dose should 
be small, and increments should be made gradually, in 
accordance with the response of the patient, to preclude 
ataxia or excessive sedation. 

Pediatric Use: 

Safety and effectiveness in patients below the age of 18 
have not been established. 


Adverse Reactions: The side effects most frequently 
reported during double-blind placebo-controlled trials 
employing a typical 30 mg divided total daily dose and 
the percent incidence in the Verstran (prazepam) group 
were: fatigue (11.6%), dizziness (8.7%), weakness (7.7%), 
drowsiness (6.8%), lightheadedness (6.8%), and ataxia 
(5.0%). Less frequently reported were: headache, con- 
fusion, tremor, vivid dreams, slurred speech, palpitation, 
stimulation, dry mouth, diaphoresis, and various gas- 
irointestinal complaints. Other side effects included: 


pruritus, transient skin rashes, swelling of feet, joint 
pains, various genitourinary complaints, blurred vision, 
and syncope. Single nightly dose, controlled trials of 
variable dosages showed a dose-related incidence of 
these same side effects. Transient and reversible aberra- 
tions of liver function tests have been reported, as have 
slight decreases in blood pressure and increases in body 
weight. 


These findings are characteristic of benzodiazepine 
drugs. 


Overdosage: As in the management of overdosage 
with any drug, it should be borne in mind that multiple 
agents may have been taken. 


If vomiting has not occurred spontaneously, it should be 
induced. Immediate gastric lavage is also recom- 
mended. General supportive care, including frequent 
monitoring of the vital signs and close observation of 
the patient, is indicated. Hypotension, though unlikely, 
may be controlled with Levophed™ (levarterenol bitar- 
trate) or Aramine" (metaraminol bitartrate). Caffeine 
and Sodium Benzoate Injection, USP may be used to 
counteract central nervous system depressant effects. 


Dosage and Administration: Verstran (prazepam) is 
administered orally in divided doses. The usual daily 
dose is 30 mg. The dose should be adjusted gradually 
within the range of 20 to 60 mg daily in accordance with 
the response of the patient. In elderly or debilitated 
patients it is advisable to initiate treatment at a divided 
daily dose of 10 mg to 15 mg. (See Precautions.) 


Prazepam may also be administered as a single dose 
daily at bedtime. The recommended starting nightly 
dose is 20 mg. The response of the patient to several 
days treatment will permit the physician to adjust the 
dose upward or, occasionally, downward to maximize 
antianxiety effect with a minimum of daytime drowsi- 
ness. The optimum dosage will usually range from 20 to 
40 mg. 


Drug Interactions: |f Verstran (prazepam) is to be 
combined with other drugs acting on the central 
nervous system, careful consideration should be given 
to the pharmacology of the agents to be employed. The 
actions of the benzodiazepines may be potentiated by 
barbiturates, narcotics, phenothiazines, monamine oxi- 
dase inhibitors or other antidepressants. 


If Verstran is used to treat anxiety associated with 
somatic disease states, careful attention must be paid to 
possible drug interaction with concomitant medication. 


How Supplied: Verstran (prazepam) 10 mg light blue, 
scored tablets in bottles of 100 (N 0047-0276-51). 


G 
STORE BETWEEN 59°-86° F (15°-30° C). 


* At bedtime 
* * Please see this page for warnings, precautions and 


adverse reactions, 
U.S. Patents 3192199, 3192200 


Warner/ Chilcott 

Division, 

Warner-Lambert Company 

Morris Plains, N.J. 07950 . 
VE GP 8l 
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ANNUAL MEETING OF THE 
AMERICAN PSYCHIATRIC 
ASSOCIATION 


Georgia World Congress Center 
Atlanta, Georgia 
May 8-12, 1978 


APA PLACEMENT SERVICE 


For Employers and Position Applicants 


- Those wishing to announce either position openings or their avail- 
ability for employment may register in advance by requesting a 
listing form by calling Mrs. Patricia Anthony (202) 232-7878, Ext. 328, 
or writing to her attention at APA Central Office, Membership Serv- 
ices, 1700 18th Street, N.W., Washington, D.C. 20009. Forms should 
be returned no later than April 7th. On-site listings will also be ac- 
cepted. However, listings received at the APA prior to April 7th will 
be available from the very beginning of the Annual Meeting. 
There will be a placement booth and an interviewing area lo- 
cated in the Georgia World Congress Center. Listings will be 
accepted for any mental health related position vacancy/ 
availability. 


Applicants-55 for listing availability 
Employers-$8 for listing job description 


Complete sets of all applicant and position listings will be avail- 
. able at the close of the meeting at $20 per set. 
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To get schizophrenic patients 
out of the hcspital and to keep 
them out is one of psychiatry’s 
principal goals today. 


And we're doing 
something about it... 


...With the benefits 

of a high potency agent. 

Rapidly effective in acute 

schizophrenia, with less total 

milligrams than with orally admin- 

istered agents over the same period 

of time. Fewer autonomic side effects and 

less sedating than low potency agents. 

(There is, however, a higher incidence of 

largely manageable extrapyramidal reactions.) 

...with a unique, reliable delivery system. A long- 

acting injectable neuroleptic that substantially reduces 

readmissions for outpatients, is often effective where 

oral medications fail in poor absorbers, can open up long- 

standing chronic schizophrenics to rehabilitative therapy 

...with economy of time and money. As maintenance 

therapy, Prolixin Decanoate provides important savings — 

both in medication administration time and in medication 
costs. 


Prolixin Decanoate’ 


(Fluphenazine Decanoate Injection) 
helping you — your goals 
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Prolixin Decanoate’ 


Fluphenazine Decanoate Injection 
helping you reach your goals 





Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 25 mg 
fluphenazine decanoate per ml. in a sesame oil vehicle with 1.2%(w/v) benzyl 
alcohol as a preservative. 


CONTRAINDICATIONS: In presence of suspected or established subcortical brain 
damage. In patients who have a blood dyscrasia or liver damage. or who are 
receiving large doses of hypnotics, or who are comatose or severely depressed. In 
patients who have shown hypersensitivity to fluphenazine; cross-sensitivity to 
phenothiazine derivatives may Occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving a car or operating 
heavy machinery may be impaired by use of this drug. Physicians should be alert to 
the possibility that severe adverse reactions may occur which require immediate 
medical attention. Potentiation of effects of alcohol may occur. Safety and efficacy in 
children have not been established because of inadequate experience in use in 
children. 


Usage in Pregnancy: Safety for use during pregnancy has not been established; 
weigh possible hazards against potential benefits if administering this drug to 
pregnant patients. 


PRECAUTIONS: Caution must be exercised if another phenothiazine compound 
caused cholestatic jaundice, dermatoses or other allergic reactions because of the 
possibility of cross-sensitivity When psychotic patients on large doses of a 
phenothiazine drug are to undergo surgery, hypotensive phenomena should be 
watched for: less anesthetics or central nervous system depressants may be re- 
Quired. Because of added anticholinergic effects, fluphenazine may potentiate the 
effects of atropine. 

Use fluphenazine decanoate cautiously in patients exposed to extreme heat or 
phosphorus insecticides; in patients with a history of convulsive disorders since 
grand mal convulsions have occurred; and in patients with special medical disorders 
such as mitral insufficiency or other cardiovascular diseases, and pheo- 
chromocytoma. Bear in mind that with prolonged therapy there is the possibility of 
liver damage, pigmentary retinopathy, lenticular and corneal deposits, and devel- 
opment of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the direction of a physi- 
cian experienced in the clinical use of psychotropic drugs. Periodic checking of 
hepatic and renal functions and blood picture should be done. Renal function of 
patients on long-term therapy should be monitored; if BUN becomes abnormal. 
treatment should be discontinued. "Silent pneumonias’ are possible. 


ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are 
most frequently reported. These include pseudoparkinsonism, dystonia, dyskinesia. 
akathisia, oculogyric crises, opisthotonos, and hyperreflexia; most often these are 
reversible, but they may be persistent. One can expect a higher incidence of such 
reactions with fluphenazine decanoate than with less potent piperazine derivatives 
or straight-chain phenothiazines. The incidence and severity will depend more on 
individual patient sensitivity, but dosage level and patient age are also determinants. 
As these reactions may be alarming. the patient should be forewarned and reas- 
sured. These reactions can usually be controlled by administration of antiparkinso- 
nian drugs such as benztropine mesylate or intravenous Caffeine and Sodium 
Benzoate Injection U.S.P., and by subsequent reduction in dosage 


Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and 
sometimes irreversible tardive dyskinesia may appear in some patients on long- 
term therapy or may occur after discontinuation of drug. The risk seems greater in 
elderly patients, especially females. on high dosages. The syndrome is char- 
acterized by rhythmical involuntary movements of tongue, face, mouth, or jaw (e.g.. 
protrusion of tongue, puffing of cheeks, puckering of mouth, chewing movements) 
and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are not allevi- 
ated by antiparkinsonism agents. If the symptoms appear. discontinuation of all 
antipsychotic agents is suggested. The syndrome may be masked if treatment is 
reinstituted, or drug dosage increased, or a different antipsychotic agent used. 
Reports are that fine vermicular movements of the tongue may be an early sign of 
the syndrome which may not develop if medication is stopped at that time. 


Phenothiazine derivatives have been known to cause restlessness, excitement, 
or bizarre dreams; reactivation or aggravation of psychotic processes may be 
encountered. If drowsiness or lethargy occur. the dosage may have to be reduced 
Dosages. far ig excess of the recommended amounts, may induce a catatonic-like 
state. 

Autonomic Nervous System—Hypertension and fluctuations in blood pressure 
have béen reported. Although hypotension is rarely a problem, patients with pheo- 
chromocytoma, cerebral vascular or renal insufficiency or severe cardiac reserve 
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deficiency such as mitral insufficiency appear to be particularly prone to this reaction 
and should be observed carefully. Supportive measures including intravenous 
vasopressor drugs should be instituted immediately should severe hypotension 
occur: Levarterenol Bitartrate Injection U.S.P. is the most suitable drug; epinephrine 
should not be used since phenothiazine derivatives have been found to reverse its 
action. Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, 
headache and constipation may occur. Reducing or temporarily discontinuing the 
dosage will usually control these effects. Blurred vision, glaucoma, bladder 
paralysis, fecal impaction, paralytic ileus, tachycardia, or nasal congestion have 
occurred in some patients on phenothiazine derivatives. 


Metabolic and Endocrine—Weight change, peripheral edema, abnormal lacta- 
tion, gynecomastia, menstrual irregularities, false results on pregnancy tests, impo- 
tency in men and increased libido in women have occurred in some patienfs on 
phenothiazine therapy. 


Allergic Reactions—ltching, erythema, urticaria, seborrhea, photosensitivity, 
eczema and exfoliative dermatitis have been reported with phenothiazines. The 
possibility of anaphylactoid reactions should be borne in mind. 


Hematologic—Blood dyscrasias including leukopenia, agranulocytosis, throm- 9 
bocytopenic or nonthrombocytopenic purpura, eosinophilia, and pancytopenia have 
been observed with phenothiazines. If soreness of the mouth, gums or throat Oany 
symptoms of upper respiratory infection occur and confirmatory leukocyte count 
indicates cellular depression, therapy should be discontinued and other appropriate 
measures instituted immediately. 


Hepatic—Liver damage manifested by cholestatic jaundice, particularly during 
the first months of therapy, may occur; treatment should be discontinued. A cephalin 
flocculation increase, sometimes accompanied by alterations in other liver function 
tests, has been reported in patients who have had no clinical evidence of liver 
damage. 


Others—Sudden deaths have been reported in hospitalized patients on 
phenothiazines. Previous brain damage or seizures may be predisposing factors. 
High doses should be avoided in known seizure patients. Shortly before death, 
several patients showed flare-ups of psychotic behavior patterns. Autopsy findings 
have usually revealed acute fulminating pneumonia or pneumonitis, aspiration of 
gastric contents, or intramyocardial lesions. Although not a general feature of 
fluphenazine, potentiation of central nervous system depressants such as opiates, 
analgesics, antihistamines. barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to 
cause fatal cardiac arrest, altered electrocardiographic and electroencephalo- 
graphic tracings, altered cerebrospinal fluid proteins, cerebral edema, asthma, 
laryngeal edema, and angioneurotic edema; with long-term use, skin pigmentation 
and lenticular and corneal opacities have occurred with phenothiazines. Local tissue 
reactions occur only rarely with injections of fluphenazine decanoate 

For full prescribing information, consult package insert. 


HOW SUPPLIED: 1 mi. Unimatic® single dose preassembled syringes and 
cartridge-needle units, and 5 ml. vials. 





Films on psychiatric management 
available from Squibb 


e AStep Beyond 
e AChance for Change t 
e A Way Out M 
e Community Treatment of the Psychotic Patient 
e Psychiatric Services in General Hospitals E 
e The Quality of Care 

For further information contact your Squibb Representati 

r write: Squibb. Dept FR. Box 4000. Princeton. N.J 08541 


The Priceless Ingredient of every product 
is the honor and integrity of its maker. "" 


61978 E. R. Squibb & Sons, Inc. H428-501 
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Mail to: 


Subscription Department 
Hospital & Community 
Psychiatry 

. 1700 18th Street, N.W. 
Washington, D.C. 20009 


O Enclosed is my check for a 
one-year subscription (12 
issues) to Hospital & 
Community Psychiatry .* 
($12 a year for members of 
the American Psychiatric 
and American Psychological 
Associations; $15 for other 
subscribers. For 
subscriptions mailed outside 
the U.S. add $3 a year. Make 
checks payable to the 
American Psychiatric 
Association.) 
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Title or Discipline 
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City | 
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*[ndividual subscriptions to pro- 
fessional journals are tax-de- 
ductible. 
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ONLY VALIUM «ize DBM) 
HAS THESE TWO DISTINCT EFFEOTS... 


MIND: MUSOLE: ra 
PSYOHOTHERRPEUTIO SKELETAL MUSCLE RELAXANT 


Preliminary studies in both animals 

and humans have suggested that Valium 
(diazepam) may also work at the spinal 
level by enhancing presynaptic inhibi- 
tion, a mechanism believed to diminish 
spasm in skeletal muscle. Clinically, ad- 
junctive Valium has pronounced skeletal 
muscle relaxant properties. 











Valium is thought to have sites of thera- 
peutic action in the limbic system: It is 
useful in a wide range of anxiety/tension 
* States, providing a quality of response 
yeu know, want and trust. A response 
which brings a calmer frame of mind. 
A response which has a pronounced 
effect on somatic symptoms of anxiety — 
particularly muscular tension. 


YDLIUN o 


(dIPZE DBM)” 


2MG, 5-MG IO-MO SCORED TABLETS 
FOR THE RESPONSE YOU SNOW, 
WPFT PAD TRUST 








*This premise is based on animal studies and a limited study in human "iba 
(Brazier MAB, Crandall PH, Walsh GC: Exp Neurol 51:241-258. April 1976). 


Before prescribing, please see following page s 
for a summary of product information. 
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VALIUM : 


(dIPBZEDAM) — . 


Before prescribing, please consult complete 
IS information, a summary of which, fol- 
OWS: 

Indications: Tension and anxiety states; somatic 
complaints which are concomitants of emotional 
factors; psychoneurotic states manifested by ten- 
sion, anxiety, apprehension, fatigue, depressive 
symptoms or agitation; symptomatic relief of 
acute agitation, tremor, delirium tremens and 


*mehallucinosis due to acute alcoho! withdrawal; ad- 
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junctively in skeletal muscle spasm due to reflex 
spasm to local pathology; spasticity caused by 
upper motor neuron disorders; athetosis; stiff-man 
syndrome: convulsive disorders (not for sole therapy). 
The effectiveness of Valium in long-term use, that 
is, more than 4 months, has not been assessed 
by systematic clinical studies. The physician 
should periodically reassess the usefulness of the 
drug for the individual patient. 
Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute nar- 
row angle glaucoma: may be used in patients 
with open angle glaucoma who are receiving 
appropriate therapy. 
Warnings: Not of value in psychotic patients 
Caution against hazardous occupations requiring 
complete mental alertness. Wnen used adjunc- 
tively in convulsive disorders, possibility of in- 
crease in frequency and/or severity of grand mal 
seizures may require increased dosage of stan- 
dard anticonvulsant medication; abrupt with- 
drawal may be associated with temporary in- 
crease in frequency and/or severity of seizures 
Advise against simultaneous ingestion of alcohol 
and other CNS depressants. Withdrawal symp- 
toms (similar to those with barbiturates and alco- 
hol) have occurred following abrupt discon- 
tinuance (convulsions, tremor, abdominal and 
muscle Cramps, vomiting and sweating). Keep 
addiction-prone individuals under careful surveil- 
lance because of their predisposition to habitua- 
tion and dependence 
Usage in Pregnancy: Use of minor tran- 
quilizers during first trimester should 
almost always be avoided because of 
increased risk of congenital malforma- 
tions as suggested in several studies. 
Consider possibility of pregnancy when 
instituting therapy; advise patients to 
discuss therapy if they intend to or do 
become pregnant. 
Precautions: |f combined with other psycho- 
tropics or anticonvulsants, consider carefully 
pharmacology of agents employed; drugs such 
as phenothiazines, narcotics, barbiturates, MAO 
inhibitors and other antidepressants may poten- 
tiate its action. Usual precautions indicated in pa- 
tients severely depressed, or with latent depres- 
sion, or with suicidal tendencies. Observe usual 
precautions in impaired renal or hepatic function 
Limit dosage to smallest effective amount in eld- 
erly and debilitated to preclude ataxia or overse- 
dation. 
Side Effects: Drowsiness, confusion, diplopia, 
hypotension, changes in libido, nausea, fatigue. 
depression, dysarthria, jaundice, skin rash, ataxia, 
constipation, headache, incontinence, changes in 
salivation, slurred speech. tremor, vertigo, urinary 
retention, blurred vision. Paradoxica! reactions 
Such as acute hyperexcited states, anxiety, hal- 
lucinations, increased muscle spasticity, insomnia, 
rage, sleep disturbances, stimulation have been 
reported; should these occur, discontinue drug. 
Isolated reports of neutropenia, jaundice; periodic 
blood counts and liver function tests advisable 
during long-term therapy. 
Dosage: Individualize for maximum beneficial ef- 
fect. Adults: Tension, anxiety and psychoneurotic 
states, 2 to 10 mg b.i.d to q.i.d.; alcoholism, 
10 mg t.i.d. or q.i.d. in first 24 hours, then 5 mg 
t.i.d. or q.i.d. as needed; adjunctively in skeletal 
muscle spasm, 2 to 10 mg t.i.d. or q.i.d.; adjunc- 
tively in convulsive disorders, 2 to 10 mg b.1.d. to 
q.i.d. Geriatric or debilitated patients: 2 to 2V» mg, 
1 or 2 times daily initially, increasing as needed 
and tolerated. (See Precautions.) Children: 1 to 
2Vo mg t.i.d. or q.i.d. initially, increasing as needed 
and tolerated (not for use under 6 months). 
Supplied: Valium* (diazepam) Tabiets. 2 mg, 
5 mg and 10 mg—bottles of 100 and 500; 
Tel-E-Dose® packages of 100, available in trays 
of 4 reverse-numbered boxes of 25. and in boxes 
containing 10 strips of 10; Prescription Paks 
ot 50, available singly and in trays of 10. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


A E 
Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY's 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo-* 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 


Legal Terms e 


Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street. New York, New 
York 10022. 


Order Form: Paperback Edition 
Please send me copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea.; 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 35% discount.) 








| | bill me | | remittance enclosed 
Name S 

Address 

Cy: oo o ee LE SEND 

Send coupon to: Publications Sales 478AJP 


American Psychiatric Assn. 


1700 18th St., N.W. : 


. Washington, D.C. 20009 


The American Psychiatric Association announces publication 
of two volumes reporting the Conference on Education of Psychiatrists 


held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P.A. in cooperation with 
the American Academy of Child Psychiatry, the American Association of Chairmen of Departments 
of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's, Library Bound, 
544 pages, $15.00. 


This is a substantive, highly readable, report of the Conference, written by Anne H. Rosenfeld with 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walter E. Bar- 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D., Melvin Sabshin, M.D., Jeanne Spurlock, 
M.D., and Robert L. Robinson, M.A. (Staff Consultant). 


The volume contains ten chapters covering the topical structure of the Conference: Goals and Values; 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means 
in the Service of Ends; The Program Environment; Research; The Economics of Residency Training; 
Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine appendices de- 
scribing the organization of the Conference and its participants, together with selected model pro- 
grams and related informational materials of value. 


2. THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. 


Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of 
seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. 


Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 


Publications Office 

American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Please send me: 


copies of PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980’s ORDER NO. 235 
AT $15.00 PER COPY. 


copies of THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION 
OF PSYCHIATRISTS ORDER NO. 236 AT $12.50 PER COPY. 


sets of both volumes at $25.00 per set. 


Check enclosed Invoice me 





Name: 





Address 





ME ee ee ne c er iL MEM Sy eee 


A71 


(Ls 


Bo eS eee TS f 


VOTRE RV gt Ve te 
Be AST elle ik sac 3 TEA E N erunt 





The vulnerable 


ages. 





The first epileptic seizure 
is most likely to occur 
during early childhood and 
at the onset of puberty 


About 9 out of 10 epileptics experience their first seizure before the 
age of 20— with the highest incidence between 5 and 7, when chil- 
dren start school, and at the onset of puberty, a time of physiological 
and psychic turmoil.! The most common type, grand mal, occurs 
in approximately 75% of epileptic children! and more than 50% 
of patients who suffer initially from petit mal develop grand mal 
seizures before they reach the age of 162 


Mysoline (primidone) for 
control of grand mal,psycho- 
motor and focalepilepsy 


At the onset and afterwards — used alone or as concomitant 
therapy, MYSOLINE may reduce the frequency and severity of 
major motor seizures—or even eliminate them. Excellent for con- 
trol of grand mal. Valuable for control of psychomotor!^ and 
focal epilepsy as well.’ 


Add Mysoline when control with other anticonvul- 
sants is inadequate — As concomitant therapy, MYSOLINE can 

improve seizure control in grand mal and psychomotor epilepsy. 
The combined use of phenobarbital, diphenylhydantoin, and 

MYSOLINE may have additive anticonvulsant effects without addi- 
tive side effects.ó 


Change to Mysoline when other anticonvulsants fail — 
A changeover to MYSOLINE is frequently warranted when other 
anticonvulsants must be discontinued because of important side 
effects, or when grand mal seizures are refractory to phenobarbital, 


with or without diphenylhydantoin.’ 
Ayerst. 


Mysoline 


Tablets 250 mg. 


(primidone) ... 


May be the start of a 
better life for the epileptic 


See following page of advertisement for prescribing information. 7538 
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Mysoline (primidone) 


may be the start of a better-life for the epileptic 


initial and maintenance therapy for 
grand mal, psychomotor and focal epilepsy 


BRIEF SUMMARY 
(For full prescribing information, 
see package circular.) 





AYERST LABORATORIES 
New York, N.Y. 10017 
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MYSOLINE ' Brand of PRIMIDONE 


Anticonvulsant 


ACTIONS: MYSOLINE acts on the central nervous system 
to raise seizure threshold or alter seizure pattern. The mecha- 
nism(s) of action of anticonvulsant drugs is not known. 


Primidone has anticonvulsant activity per se. In addition, its 
two metabolites possess anticonvulsant qualities. The major 
metabolite is phenylethylmalonamide (PEMA); the other is 
phenobarbital. In addition to its own anticonvulsant potential, 
PEMA potentiates phenobarbital. 


INDICATIONS: MYSOLINE, either alone or used con- 
comitantly with other anticonvulsants, is indicated in the con- 
trol of grand mal, psychomotor, and focal epileptic seizures. It 
may control grand mal seizures refractory to other anticonvul- 
sant therapy. 


CONTRAINDICATIONS:: Primidone is contraindicated 


in: 1) patients with porphyria and 2) patients who are hyper- 
sensitive to phenobarbital (see ACTIONS). 


WARNINGS: The abrupt withdrawal of antiepileptic 


medication may precipitate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes several days 
before it can be assessed. 


Use in pregnancy: Recent reports strongly suggest an asso- 
ciation between the use of anticonvulsant drugs by women with 
epilepsy and an elevated incidence of birth defects in children 
born to these women. Reference has been made to primidone in 
several cases in which it was used in combination with other 
anticonvulsants; but its teratogenicity has not been conclusively 
demonstrated. The possibility exists that other factors, e.g., 
genetic factors or the epileptic condition, may contribute to the 
higher incidence of birth defects. The data also indicate that the 
great majority of mothers receiving anticonvulsant medication 
deliver normal infants. 


Anticonvulsant drugs should not be discontinued in patients in 
whom the drug is administered to prevent major seizures be- 
cause of the strong possibility of precipitating status epilepticus 
with attendant hvpoxia and risk to both mother and the unborn 


child. 


W hen the nature, frequency, and severity of the seizures do not 
pose a clear threat to the patient, good medical practice requires 
that the physician weigh the expected therapeutic benefit of 
anticonvulsant therapy against possible risk on an individual 
basis. 


Neonatal hemorrhage, with a coagulation defect resembling 
vitamin K deficiency, has been described in newborns whose 
mothers were taking primidone and other anticonvulsants. 
Pregnant women under anticonvulsant therapy should receive 
prophylactic vitamin K ; therapy for one month prior to, and 
during, delivery. 


The physician should weigh all of the foregoing considerations 
when treating and counseling epileptic women of childbearing 
potential. 


PRECAUTIONS! The total daily dosage should not exceed 
2 Gm. Since MYSOLINE therapy generally extends over pro- 
longed periods, a complete blood count and a sequential mul 
tiple analysis-12 (SMA-12) test should be made every six 
months. 


In nursing mothers: There is evidence that in mothers 
treated with primidone, the drug appears in the milk in sub- 
stantial quantities. Since tests for the presence of primidone in 
biological fluids are too complex to be carried out in the average 
clinical laboratory, it is suggested that the presence of undue 
somnolence and drowsiness in nursing newborns of 
MYSOLINF-treated mothers be taken as an indication that 
nursing should be discontinued. 


ADVERSE REACTIONS: The most frequently occur- 
ring early side effects are ataxia and vertigo. These tend to dis- 
appear with continued therapy or with reduction of initial 
dosage. Occasionally. the following have been reported: nausea, 
anorexia, vomiting, fatigue, hyperirritability, emotional dis- 
turbances, sexual impotency, diplopia, nystagmus, drowsiness, 
and morbilliform skin eruptions. Occasionally, persistent or 
severe side effects may necessitate withdrawal of the drug. 
Megaloblastic anemia may occur as a rare idiosyncrasy to 
MYSOLINEandtoother anticonvulsants. The anemia responds 


to folic acid, 15 mg. daily, without necessity of discontinuing 
medication. 


DOSAGE AND ADMINISTRATION: The average 
adult dose is 0.75 to 1.5 Gm. per day. The initial dose is 250 mg. 
Increments of 250 mg. are added, usually at weekly intervals, 
to tolerance, or therapeutic effectiveness, up to daily doses not 
exceeding 2.0 Gm. A typical dosage schedule for the introduc- 
tion of MYSOLINE ( primidone) is as follows: 


Adults and Children Over 8 Years of Age 


2nd Week 
250 mg. b.i.d. 


lst Week 
250 mg. daily at bedtime 


3rd Week 
250 mg. t.i.d. 


4th Week 
250 mg. q.i.d. 





In children under 8 years of age. maintenance levels are es- 
tablished by a similar schedule, but at one-half the adult dosage. 
It is best to begin with 125 mg., with gradual weekly increases 
of 125 mg. a day, to a daily total usually between SOO mg. and 
750 mg. 


In patients already receiving other anticonvulsants: 
MYSOLINE should be gradually increased as dosage of the 
other drug(s) is maintained or gradually decreased. This regi- 
men should be continued until satisfactorv dosage level is 
achieved for combination, or the other medication is completely 
withdrawn. When therapy with this product alone is 
the objective, the transition should not be completed in less 
than two weeks. 


MYSOLINE 50 mg. Tablet can be used to practical advantage 
when small fractional adjustments (upward or downward) 
mav be required, as in the following circumstances: 
* for initiation of combination therapy 
* during "transfer" therapv 
* for added protection in periods of stress or stressful situag 
tions that are likely to precipitate seizures ( menstruation, 


allergic episodes, holidays. etc.) e 


HOW SUPPLIED: MYSOLINE Tablets —No. 430 —Each 
tablet contains 250 mg. of primidone (scored), in bottles of 
100 and 1.000. Alsoin unit dose packageof 100. No. 431 — Each 
tablet contains 50 mg. of primidone ( scored), in bottles of 100 
and 500. MYSOLINE Suspension — No. 3850 — Each 5 cc. (tea 
spoonful) contains 250 mg. of primidone, in bottles of 8 fluid- 
ounces. 


References: 1. Livingston, S.: Comprehensive Management 
of Epilepsy in Infancy, Childhood and Adolescence, Springfield, 
Ill., Charles C Thomas, 1972, pp. 6, 7, 584. 2. Grossman, H.J.: 
Ill. Med. J. 135:260 (Mar.) 1969. 3. Scholl, M.L., in Conn, 
H.F.: Current Therapy 1972, Philadelphia, Saunders, 1973, 
pp. 675-7. 4. Metrick, S.: C. M.D. 37:49 ( Jan.) 1970. 5. Forster, 
F.M.: Med. Clin. North Am. 47:1579 (Nov.) 1970. 6. White, 
P.T.: Wis. Med. J. 68:178 (Apr.) 1969. 7. Millichap, J.G.: 
Drug Ther. 7:15 (Oct.) 1971. 





Just Published... : ^ 


The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and to pro- 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 
port. This document, published by the American Psychiatric Association, is the result of a 
project of the Association s Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as “a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence 
of sensitivity to these needs, the experience of reporting becomes another assault. 


This book presents a professional, sobering, and balanced picture of the problems of the rape . 
victim and details what the clinician must know—about local hospital policy, criminal justice A 
procedure, rape statutes, and community attitudes and services—in order to be able to treat 
victims with an understanding of the larger context in which rape occurs. 


ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 


Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 


Please send me  . copy(ies) of The Rape Victim, order #243, @ $5.00 ea. (Paper- 
back). 
(Please Print) LJBill Me OCheck Enclosed 


Name 
Address 
„City 


Send Coupon to: American Psychiatric Association 








State | Zip 





Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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The patient with clinically significant depression 


"He's getting better... 





i 


„and ELAVIL is helping- 


(AMITRIPTYLINE HCI | MSD) 


Helping with 
symptom relief 


ELAVIL usually relieves a broad range of symotoms associated 
with depression, including sleep disturbance, one of the most 
frequently observed in the “constellation of symptoms; 

and usually the first symptom to respond to therapy. 


And, the anxiety-reducing sedative component extends 
the drugs clinical value when depression is accompanied 
by symptoms of anxiety. 





Helping with convenient 
dosage regimens 


ELAVIL offers a variety of convenient dosage regimens. 
A once-daily bedtime regimen may be an effective 
prescribing option, particularly when taken by a 
depressed patient experiencing sleep disturbance. 
ELAVIL can also be prescribed in divided daily doses. 


Providing a wide range 
of tablet strengths 


ELAVIL offers six color-coded tablets, available in the following 
strengths: 10 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg. 
And for special circumstances, an injectable form is available. 
Injection ELAVIL is supplied in 10-ml vials, 10 mg/ml. 





ELAVIL (Amitriptyline HCI, MSD) should not be used Ini 
during the acute recovery phase following myocardial In clinically j 
infarction; in patients hypersensitive to it; in those who i ifi 

have received an MAOI within two weeks; or in children significant depression 
under 12. Patients with cardiovascular disorders should TABLETS: 10 mg, 25 mg, 50 mg, 75 mg. 100 mg, and 150 mg 
be watched closely. Safe use during pregnancy and lac- INJECTION: 10 mg per mi 


tation has not been established. The drug may impair 
mental or physical abilities required in the performance 
of hazardóus,tasks and may enhance the response to 
alcohol. The Dossibility of suicide in depressed patients 
remains until significant remission occurs. Potentially 


Suicidal patients should not have access to large quan- 

tities of this drug. Prescriptions should be written for the (AMTRPTVLN Ht MSD) 

smallest amount feasible. Hospitalize as soon as possible 

any patient suspected of having taken an overdose. Sin le-entit antidepressant 
MSD 9 y . 





For a brief summary of prescribing information with an anxiety-reducing 
ingi 1 . - a’ 
Moise ssa tonong poge — SAPRA ^ sedative component to its action 
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Contraindications: Known hypersensitivity. Should not be given concomitantly with a 
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and deaths 
have occurred. When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 
days to elapse before initiating therapy with amitriptyline HCI. Initiate dosage of amitrip- 
tyline HCI cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended during the acute recovery phase following myocardial infarction. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting com- 
pounds. Should be used with caution in patients with a history of seizures or a history of uri- 
nary retention, or with angle-closure glaucoma or increased intraocular pressure, in pa- 
tients with angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely; arrhythmias, sinus tachycardia 
and prolongation of the conduction time have been reported, particularly with high doses; 
myocardial infarction and stroke have been reported with drugs of this class. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid medication. May im- 
pair mental and/or physical abilities required for performance of hazardous tasks, such as 
operating machinery or driving a motor vehicle. In patients who use alcohol excessively, pọ- 
tentiation may increase the danger inherent in any suicide attempt or overdosage. Safe use 
during pregnancy and lactation has not been established; in pregnant patients, nursing 
mothers, or women who may become pregnant, weigh possible benefits against possible 
hazards to mother and child. Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; pa- 
tients with paranoid symptomatology may have an exaggeration of such symptoms; manic 
depressive patients may experience a shift to the manic phase. In these circumstances, the 
dose of amitriptyline HCl may be reduced or a major tranquilizer, such as perphenazine, may 
be administered concurrently. 


When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages are 
required; paralytic ileus may occur in patients taking tricyclic antidepressants in combina- 
tion with anticholinergic-type drugs. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administration. 
May enhance the response to alcohol and the effects of barbiturates and other CNS depres- 
sants. The possibility of suicide in depressed patients remains until significant remission 
occurs. Potentially suicidal patients should not have access to large quantities of this drug. 
Prescriptions should be written for the smallest amount feasible. Concurrent electroshotk 
therapy may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug several 
days before elective surgery. Both elevation and lowering of blood sugar levels have been re- 
ported. Use with caution in patients with impaired liver function. 


Adverse Reactions: Note: Included in this listing are a few adverse reactions not reported 
with this specific drug. However, pharmacological similarities among the tricyclic antide- 
pressant drugs require that each reaction be considered when amitriptyline is administered. 
Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. CMS and Neuromuscular: Confusional states; disturbed 
concentration: disorientation; delusions; hallucinations; excitement; anxiety; restless- 
ness: insomnia; nightmares; numbness, tingling, and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; tremors; seizures; alteration in EEG pat- 
terns: extrapyramidal symptoms; tinnitus; syndrome of inappropriate ADH (antidiuretic 
hormone) secretion. Anticholinergic: Dry mouth, blurred vision, disturbance of accommoda- 
tion. increased intraocular pressure, constipation, paralytic ileus, urinary retention, dilata- 
tion of urinary tract. Allergic: Skin rash, urticaria, photosensitization, edema of face and 
tongue. Hematologic: Bone marrow depression including agranulocytosis, leukopenia, 
eosinophilia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black tongue, 
rarely hepatitis (including altered liver function and jaundice). Endocrine: Testicular swelling 
and gynecomastia in the male, breast enlargement and galactorrhea in the female, increased 
or decreased libido, elevation and lowering of blood sugar levels. Other: Dizziness, weak- 
ness, fatigue, headache, weight gain or loss, increased perspiration, urinary frequency, 
mydriasis, drowsiness, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment 
after prolonged administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 


Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. In addition, the intravenous adminis- 
tration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of tri- 
cyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, the dosage 
should be repeated as required, particularly if life-threatening signs sueh as arrhythmias, 
convulsions, and deep coma recur or persist after the initial dosage of physostigmine. 


How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitriptyline * 
HCI, in single-unit packages of 100 and bottles of 100 and 1000; tablets containing 75 mg 
and 100 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 100; tablets 
containing 150 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 30 and 
100: for intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and water for 
injection q.s. 1 ml. . 


For more detailed information, consult yor MSD representative or see full gosn informa- 
tion. Merck Sharp & Dohme, Division of Merck & Co., Inc., West Point, Pa. f. J7ELI8(116) 


Coverage and Utilization . 
of Care for Mental Conditions 
Under Health Insurance 
—Various Studies, 1973—74 


By Louis S. Reed, Ph.D. 
Consultant in Health Economics, American Psychiatric Association 


This book reports six studies that add to the growing body of data demonstrating the feasibility of cov- 
ering mental illness under health insurance. Although in some ways it may be considered a supplement to 
APA's 1972 book HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST (Reed, 
Myers, and Scheidemandel), all of the data are new. The studies cover the following areas: 


e Utilization of mental benefits under the Blue Cross and Blue Shield plan for federal employees, docu- 
menting that a “plateau” in the use of these benefits was reached in 1973-74. 


* Comparison of benefits for mental and other illnesses under selected employee health benefit plans. 
* Coverage of mental illness under collective bargaining agreements of selected unions. 


* Utilization of care for mental conditions under the Canadian health insurance program, which gives 
the same coverage for mental as for other conditions. 


* Updating of information on Blue Cross benefits for hospital care of mental illness. 


* Data from selected Blue Cross and Blue Shield plans on coverage and utilization of mental condi- 
tions, with emphasis on major medical coverage. 
80pp. Paperbound 


Single copy, $4.00; 10-49 copies; $3.80 each; 50 or more copies, $3.20 each. 


SPECIAL OFFER: One copy of this book (regular price, $4.00) and one copy of HEALTH INSURANCE 
AND PSYCHIATRIC CARE: UTILIZATION AND COST (regular price, $6.50) for $8.50. 


-—— EE SS SEE SSS a — — o — t — — —U— A — SOS SSS — — e —— —— — —— — EO eB OO eSB ewes — A —— — —— — — — a —— Oe eSB Oe eB ee co 4 4 co oo ——— —— —— eww — — — —— — A — — — — A— —— — — — — —— —— —— — —— es 


Publications Services Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me |... copies of COVERAGE AND UTILIZATION OF CARE FOR MENTAL CONDI- 
TIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74. Single copy, $4.00; 10-49 cop- 
ies, $3.80 each; 50 or more copies, $3.20 each. 


Please send me... copies of the SPECIAL OFFER @ $8.50 each. (COVERAGE AND UTILIZATION OF 
CARE FOR MENTAL CONDITIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74 
and HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST.) 
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of adverse sideeffectson  .. 
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molindone HCI 








an effective antipsychotic agent 


e nota phenothiazine 


FAVORABLE BENEFIT/RISK PROFILE, 
WHICH MAY ENHANCE COMPLIANCE* 
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Tolerance development 










Further advantages 
with MOBAN® 


The pharmacological effect from 
a single oral dose persists for 


* | incidence Hepatotoxic changes eee hours, permitting A.s. 
s ; osage, once the daily dosage 
. Ophthalmological changes level is established. 
dE Excessive weight gain Several clinicians have reported 
that obese patients on MOBAN® 

Impotence we frequently experienced a marked 
Decreased libido reduction in weight toward 

A Skin pigmentation ri NNIDE 

oa Thyroid function changes How to use MOBAN® 





Persistent tardive dyskinesia 












Sedation 









The usual starting dose is 

90-75 mg/day. You can increase 
to 100 mg/day in 3-4 days. Titrate 
individually up or down depend- 


“incidence Adverse drug interactions ng on patient res pCR a 
3 Hypotension patients may require an increase 
; Hematological changes to 400 mg/day. (However, the 
E Lactation long-term safety of 400 mg/day 
S has not been established.) Please 
E 1 Amenorr hea refer to complete prescribing 
E ; Information for further dosage 
ES hips changes instructions. 
2 :. AT 2 vein j t t i For eee prescribing information, please 
P rsistent symptoms Lai oni 

"1 of tardive dyskinesia 





Extrapyramidal reactions — 





*This table compiled from clinical and field reports, according to the best available information 


€ndo Laboratories, Inc. 


Subsidiary of E | du Pont de Nemours & Co (Inc ) 
Garden City. New York 11530 
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Patients become easier to manage on 


MOBAN 
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molindone HCI 


DESCRIPTION MOBAN® (molindone hydrochloride) is a 
dihydroindolone compound which is not structurally related to the 
phenothiazines, the butyrophenones or the thioxanthenes. 
MOBAN® is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4 (5H)-one hydrochloride. It is a white crystalline powder, 


freely soluble in water and alcohol and has a molecular weight cf 
312.67. 


MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN* (molindone hydrochloride) has a pharmacological 
profile in laboratory animals which predominantly resembles that of 
major tranquilizers causing reduction of spontaneous locomotion 
and aggressiveness, suppression of a conditional response and 
antagonism of the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, MOBAN® antagonizes the 
depression caused by the tranquilizing agent tetrabenazine. 


In human clinical studies tranquilization is achieved in the absence 
of muscle relaxing or incoordinating effects. Based on EEG studies, 
MOBAN® exerts its effect on the ascending reticular activating 
system. 


Human metabolic studies show MOBAN® (molindone hydrochloride) 
to be rapidly absorbed and metabolized when given orally. 
Unmetabolized drug reached a peak blood level at 1.5 hours. 
Pharmacological effect from a single oral dose persists for 24-36 
hours. There are 36 recognized metabolites with less than 2-3% 
unmetabolized MOBAN® being excreted in urine and feces. 
INDICATIONS MOBAN® (molindone hydrochloride) is indicated n the 
management of the manifestations of schizophrenia. 
CONTRAINDICATIONS MOBAN® (molindone hydrochloride) is 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states, and in 
patients with known hypersensitivity to the drug. 

WARNINGS Usage in Pregnancy: Studies in the pregnant patient 
have not been carried out. Reproduction studies have been 
performed in the following animals: 


Pregnant Rats oral dose— 20 mg/kg/day—10 days 
no adverse effect 

40 mg/kg/day—10 days 
no adverse effect 
Pregnant Mice oral dose— — 20 mg/kg.day— 10 days 


slight increase resorptions 

40 mg/kg/day— 10 days 
slight increase resorptions 
Pregnant Rabbits oral dose— 5 mg/kg/day— 12 days 
no adverse effect 

10 mg/kg/day— 12 days 
no adverse effect 

20 mg/kg/day— 12 days 
no adverse effect 


Animal reproductive studies have not demonstrated a teratogenic 
potential. The anticipated benefits must be weighed against the 
unknown risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the content of MOBAN* 
(molindone hydrochloride) in the milk of nursing mothers. 

Usage in Children: Use of MOBAN® (molindone hydrochloride) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not been 
established. 


PRECAUTIONS Some patients receiving MOBAN* (molindone 
hydrochloride) may note drowsiness initially and they should be 
advised against activities requiring mental alertness until their 
response to the drug has been established. 


Increased activity has been noted in patients receiving MOBAN* 
Caution should be exercised where increased activity may be 
harmful. 

MOBAN® does not lower the seizure threshold in experimental 
animals to the degree noted with more sedating antipsychotic 
drugs. However, convulsive seizures have been reported in a few 
instances. * . 
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The physician should be aware that this tablet preparation contains 
calcium sulfate as an excipient and that calcium ions may interfere 
with the absorption of preparations containing phenytoin sodium 
and tetracyclines. 


MOBAN® has an antiemetic effect in animals. A similar effect may 
occur in humans and may obscure signs of intestinal obstruction or 
brain tumor. 


ADVERSE REACTIONS CNS EFFECTS The most frequently occurring 
effect is initial drowsiness that generally subsides with continued 
usage of the drug or lowering of the dose. 


Noted less frequently were depression, hyperactivity and euphoria. 
Neurological 

Extrapyramidal Reactions 

Extrapyramidal reactions noted below may occur in susceptible 
individuals and are usually reversible with appropriate 
management. 


Akathisia 
Motor restlessness may occur early. 


Parkinson Syndrome 

Akinesia, characterized by rigidity, immobility and reduction of 
voluntary movements and tremor, have been observed. Occurrence is 
less frequent than akathisia. 


Dystonic Syndrome 

Prolonged abnormal contractions of muscle groups occur 
infrequently. These symptoms may be managed by the addition of a 
synthetic antiparkinson agent (other than L-dopa), small doses of 
sedative drugs, and/or reduction in dosage. 


Autonomic Nervous System 

Occasionally blurring of vision, tachycardia, nausea, dry mouth and 
salivation have been reported. Urinary retention and constipation 
may occur particularly if anticholinergic drugs are used to treat 
extrapyramidal symptoms. 


Hematological 

There have been rare reports of leucopenia and leucocytosis. If such 
reactions occur, treatment with MOBAN® may continue if clinical 
symptoms are absent. Alterations of blood glucose, liver function 
tests, B.U.N., and red blood cells have not been considered clinically 
significant. 


Metabolic and Endocrine Effects 

Alteration of thyroid function has not been significant. Amenorrhea 
has been reported infrequently. Resumption of menses in previously 
amenorrheic women has been reported. Initially heavy menses may 
occur. Lactation associated with MOBAN® therapy has not been 
reported. Increase in libido has been noted in some patients. 
Impotence has not been reported. Although both weight gain and 
weight loss have been in the direction of normal or ideal weight, 
excessive weight gain has not occurred with MOBAN®. 


Cardiovascular 

Rare, transient, non-specific T wave changes have been reported on 
E.K.G. Association with a clinical syndrome has not been 
established. Rarely has significant hypotension been reported. 


Ophthalmological 

Lensopacities and pigmentary retinopathy have not been reported 
where patients have received MOBAN* (molindone hydrochloride). In 
some patients, phenothiazineinduced lenticularopacities have 
resolved following discontinuation of the phenothiazine while 
continuing therapy with MOBAN®. 

Skin 

Early, non-specific skin rash, probably of allergic origin, has 
occasionally been reported. Skin pigmentation has not been seen 
with MOBAN® usage alone. 


MOBAN® (molindone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions are often extensions of the pharmacological activity of a 
drug, all of the known pharmacological effects associated with other 
antipsychotic drugs should be kept in mind when MOBAN® is used. 
Upon abrupt withdrawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia 
Although rarely reported with MOBAN® (molindone hydrochloride) 
symptoms were reversible upon discontinuation of therapy. 


Tardive dyskinesia associated with other agents has appeared in 
some patients on long-term therapy and has also appeared after 
drug therapy has been discontinued. The risk appears to be greater 
in elderly patients on high-dose therapy, especially females. The 
symptoms are persistent and in some patients appear to be 
irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing 


movements). There may be involuntary movements of extremities. 


There is no known effective treatment of tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. Should it be necessary to 
reinstitute treatment, or increase the dosage of the agent, or switch 
to a different antipsychotic agent, the syndrome may be masked. It 
has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication is 
stopped at that time the syndrome may not develop. 


DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
MOBAN® (molindone hydrochloride) should be individualized. 


Initial Dosage Schedule e 
The usual starting dosage is 50-75 mg/day. 


—|ncrease to 100 mg/day in 3 or 4 days. 


—Based on severity of symptomatology, dosage may be titrated 
up or down depending on individual patient response. 


—An increase to 225 mg/day may be required in patients with 
severe symptomatology. 


—Some chronic, treatment resistant patients, may require up to 
400 mg/day (however, the long term safety of 400 mg/day has 
not been established). 

Elderly and debilitated patients should be started on lower dosage. 
Maintenance Dosage Schedule . 
].Mild—5 mg-15 mg three or four times a day. 

2. Moderate— 10 mg-25 mg three or four times a day. 

3. Severe— 225 mg/day may be required. 

Dosages may be administered once a day. 

DRUG INTERACTIONS Potentiation of drugs administered 
concurrently with MOBAN* (molindone hydrochloride) has not been 
reported. Additionally, animal studies have not shown incr@sed 
toxicity when MOBAN® is given concurrently with representative 
members of three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson crugs). 

MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
should be the rule. 

Gastric lavage is indicated for the reduction of absorption of 
MOBAN® (molindone hydrochloride) which is freely soluble in water. 
Since the adsorption of MOBAN® (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidote 
must be considered of theoretical value. 

Emesis in a comatose patient is contraindicated. Additionally, while 
the emetic effect of apomorphine is blocked by MOBAN® in animals, 
this blocking effect has not been determined in humans. 

A significant increase in the rate of removal of unmetabolized 
MOBAN® from the body by forced diuresis, peritoneal or renal 
dialysis would not be expected. (Only 2% of a single ingested dose 
of MOBAN® is excreted unmetabolized in the urine.) 

However, poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be based on 
general principles, the amount of unmetabolized MOBAN® in feces 
is less than 1%. Extrapyramidal symptoms have responded to the 
use of diphenhydramine (Benadryl) and the synthetic 
anticholinergic antiparkinson agents (i.e., Artane" , Cogentin", 
Akineton * ). 

HOW SUPPLIED As tablets in bottles of 100 and 1000 with potencies 
and colors as follows: 5 mg orange, 10 mg lavender, 25 mg light 
green. 


* Benadryl — Trademark, Parke Davis and Co. 
*Artane—Trademark, Lederle Laboratories 
*Cogentin—Trademark, Merck Sharp & Dohme 
*Akineton—Trademark, Knoll Pharmaceutical Co. 


MOBAN* is an Endo Registered U.S. Trademark 
U.S. Pat. 3,491,093 . 


Endo Laboratories, Inc. 


Subsidiary of E I. du Pont de Nemours & Co. (hc. 
Garden City. New York 11530 
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IMMEDIATE OPENING FOR 
A CHILD PSYCHIATRIST 


The Richard H. Hutchings Psychiatric 
Center and the Onondaga County Department 
of Mental Health offer a challenging position 
to a qualified Child Psychiatrist as Clinical 
Director for a Five County Children’s Mental 
Health Service Program. This program is 
comprised of inpatient, outpatient, and day 
treatment components. Opportunities include: 


A major affiliation with SUNY, College 
of Medicine in Syracuse; 

Extensive fringe benefits; 

Salary commensurate with experience 

Research and teaching opportunities 


For information contact: 


Shirley L. Rubert, M.D. 

Director 

Richard H. Hutchings Psychiatric Center 
P.O. Box 27, University Station 
Syracuse, New York 13210 

(315) 473-4945 


THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 Ibs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 
Reasonably priced, too. Only $4.25, 3 for $12.00, 6 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 

JESSE JONES BOX CORP. (Since 1843) 


Department JP9—Philadelphia 41, Pa. 19141 


A- CHAIRMAN 
FE" DEPARTMENT OF 
PSYCHIATRY 


The University of Rochester School of 
Medicine and Dentistry and Strong 
Memorial Hospital invite applications 
or recommendations for Chairman of 
the Department and Chief of the Psychi- 
atric Service. The position calls for 
leadership in the field and ability to ad- 
minister a multifaceted department with 
a strong tradition of teaching and 
scholarship. Address correspondence to: 


J. Lowell Orbison, M.D., Dean 
University Medical Center 
Rochester, New York 14642 


An Equal Opportunity Employer (M/F) 


THE UNIVERSITY OF 
VERMONT COLLEGE 
OF MEDICINE 


Department of Psychiatry 


is seeking a psychiatrist to direct a 
new outpatient facility which 
emphasizes collaboration with family 
physicians and other health care pro- 
fessionals. Excellent opportunity for 
medically oriented psychiatrist who 
enjoys teaching and practice in a pic- 
turesque rural area. Send curriculum 
vitae to Chairman, Department of 
Psychiatry, University of Vermont, 
College of Medicine, Burlington, Ver- 
mont 05401. 


An equal opportunity employer os 
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PERTOFRANE (olesjoramine HCI NF) 
your first choice for the 3 of 10 
patients who dont respond. 


because of: 





» CLINICAL EFFECTIVENESS even when 
"most patients had a history of several depressive 
episodes, hospitalizations, ECT or poor response 
to numerous other drugs." 


» LOW SIDE EFFECTS PROFILE with less 
sedating properties than amitriptyline or doxepin* E 
and less anticholinergic activity." 


» ENHANCED PATIENT ACCEPTANCE through 
a flexible dosage schedule plus rapid onset 
of action. 





PERTOF: RANE iiia they don't respond. 


(Oesioramíne HCI NF) 





LABORATORIES 
USV Laboratories Inc. 
Manati, P.R. wee 


Please see next page for brief summary of prescribing information and references. 
A85 


A86 


! I 
/ 


PERTOFRANE ° . 
(o'esioramine HCO NF) . 


Indication: For relief of mental depression. Contraindications: 
Do not use MAO inhibitors concomitantly or within 2 weeks of the 
use of this drug. Hyperpyretic crises or severe convulsive seizures 
may occur with such combinations; potentiation of adverse reac- 
tions can be serious or even fatal. When substituting Pertofrane 
(desipramine HCI) in patients receiving an MAO inhibitor, allow 
an interval of at least 14 days. Initial dosage in such patients 
should be low and increases should be gradual and cautiously 
prescribed. The drug is contraindicated following recent myocar- 
dial infarction and in patients with a known hypersensitivity to 
tricyclic antidepressants. Warnings: Activation of psychosis may 
occasionally be observec in schizophrenic patients. Due to 
atropine-like effects and sympathomimetic potentiation, use only 
with the greatest care in patients with narrow-angle glaucoma 
or urethral or ureteral spasm. Do not use in patients with the fol- 
lowing conditions unless the need outweighs the risk: severe 
coronary heart disease with EKG abnormalities, progressive 
heart failure, angina pectoris, paroxysmal tachycardia and 
active seizure disorder (may lower seizure threshold). This drug 
may block the action of the antihypertensive, guanethidine, and 
related adrenergic neuron-blocking agents. Hypertensive 
episodes have been observed during surgery. The concurrent use 
of other central nervous system drugs or alcohol may potentiate 
adverse effects. Since many such drugs may be used during 
surgery, desipramine should be discontinued prior to elective 
procedures. The potentiation resulting from excessive use of 
alcohol may increase the danger inherent in a suicide attempt or 
overdosage. Caution patients on the possibility of impaired abil- 
ity to operate a motor vehicle or dangerous machinery. Do not 
use in women who are or may become pregnant, or in children 
under 12 years of age, unless the clinical situation warrants the 
potential risk. Because of increased sensitivity to the drug, use 
lower than normal dosage in adolescent and geriatric patients. 
Precautions: Potentially suicidal patients require careful super- 
vision and protective measures during therapy. Prescriptions 
should be limited to small quantities. Discontinuation of the 
drug may be necessary in the presence of increased agitation 
and anxiety shifting to hypomanic or manic excitement. Atro- 
pine-like effects may be more pronounced (e.g. paralytic ileus) in 
susceptible patients and in those receiving anticholinergic drugs 
(including antiparkinsonism agents). Prescribe cautiously in hy- 
perthyroid patients and in those receiving thyroid medications. 
transient cardiac arrhythmias have occurred in rare instances. 
Periodic blood and liver studies should supplement careful 
clinical observations in all patients undergoing extended courses 
of therapy. Adverse Reactions: The following have been reported: 
Nervous System: dizziness, drowsiness, insomnia, headache, 
disturbed visual accommodation, tremor, unsteadiness, tinnitus. 
paresthesias, changes in EEG patterns, epileptiform seizures. 
mild extrapyramidal activity, falling and neuromuscular incoor- 
dination. A confusional state (with such symptoms as hallucina- 
tions and disorientation), particularly in older patients and at 
higher dosage, may require discontinuation of the drug. Gas- 
trointestinal Tract: anorexia, dryness of the mouth, nausea, 
epigastric distress, constipation and diarrhea. Skin: skin rashes 
(including photosensitization), perspiration and flushing sensa- 
tions. Liver: rare cases of transient jaundice (apparently of an 
obstructive nature) and liver damage. If jaundice or abnormali- 
ties in liver function tests occur, discontinue the drug and inves- 
tigate. Blood Elements: bone-marrow depression, 
agranulocytosis, thrombocytopenia and purpura. If these occur, 
discontinue the drug. Transient eosinophilia has been observed. 
Cardiovascular System: orthostatic hypotension and tachy- 
cardia. Carefully supervise patients requiring concomitant vaso- 
dilating therapy, particularly during initial phases. 
Genitourinary System: urinary frequency or retention and 
impotence. Endocrine System: occasional hormonal effects, 
including gynecomastia, galactorrhea and breast enlargement, 
and decreased libido and estrogenic effect. Sensitivity: 
urticaria and rare instances of drug fever and cross-sensitivity 
with imipramine. Dosage: All patients except geriatric and ado- 
lescent: 75 to 150 mg./day in divided doses or as single daily 
dose. Dosage may be increased up to 200 mg. daily. Geriatric 
and adolescent patients should usually be started with lower 
dosage (25 to 50 mg. daily) and may not tolerate higher doses. 
Dosage may be increased up to 100 mg. daily. Lower mainte- 
nance dosages should be continued for at least 2 months after 
obtaining a satisfactory response. Therapy may be given in 
divided doses or as a single daily dose. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000. 


References: 

1. Barringer, T.J.: Desipramine (Pertofrane) in the treatment of depression, 
Psychosomatics, Third Symposium: Anxiety and Depression 6:326. 1965. 2 
Bondurant, W.W. Ill anc Ford, H.: Depression and manic depression in Cur- 
rent Therapy 1976 (Conn, H.F., ed.), Philadelphia, Saunders, 1976, p. 841. 3. 
Ayd, FJ., Jr: Central anticholinergic activity and tricyclic antidepressant 
efficacy, Int. Drug Ther. Newsletter 10:21. 1975. 
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We now have everything we need to save 


about half the people who get cancer. 
Please don’t quit on us now. 


We're halfway there. 
We want to cure cancer in your life 


in from research laboratories all over the world. 
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every neighborhood. To every age group. Across 


every income level. 
To help. In a thousand ways. 
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Maybe someday it'll be helping you. 
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ACTIONS — Pharmacologically, clorazepate dipotassium has the charac- 
teristics of the benzodiazepines. It has depressant effects on the central 
nervous system. The primary metabolite, nordiazepam, quickly appears in 
the blood stream. The serum half-life is about 2 days. The drug is 
metabolized in the liver and excreted primarily in the urine. (See CLINICAL 
PHARMACOLOGY section.) 


INDICATIONS — TRANXENE is indicated for the symptomatic relief of anx- 
iety associated with anxiety neurosis, in other psychoneuroses in which 
anxiety symptoms are prominent features, and as an adjunct in disease 
States in which anxiety is manifested. 

TRANXENE is indicated for the symptomatic relief of acute alcohol with- 
drawal. 

The effectiveness of TRANXENE in long-term use, that is, more than 4 
months, has not been assessed by systematic clinical studies. The physi- 
cian should reassess periodically the usefulness -of the drug for the in- 
dividual patient. 


CONTRAINDICATIONS — TRANXENE is contraindicated in patients with a 
known hypersensitivity to the drug, and in those with acute narrow angle 
glaucoma. 


WARNINGS — TRANXENE is not recommended for use in depressive 
neuroses or in psychotic reactions. 

Patients on TRANXENE should be cautioned against engaging in hazard- 
ous occupations requiring mental alertness, such as operating dangerous 
machinery including motor vehicles. 

Since TRANXENE has a central nervous system depressant effect, pa- 
tients should be advised against the simultaneous use of other CNS-depres- 
sant drugs, and cautioned that the effects of alcohol may be increased. 

Because of the lack of sufficient clinical experience, TRANXENE is not 
recommended for use in patients less than 18 years of age. 


Physical and Psychological Dependence: 

Withdrawal symptoms (similar in character to those noted with barbiturates 
and alcohol) have occurred following abrupt discontinuance of clorazepate. 
Symptoms of nervousness, insomnia, irritability, diarrhea, muscle aches 
and memory impairment have followed abrupt withdrawal after long-term 
use of high dosage. 

Caution should be observed in patients who are considered to have a psy- 
chological potential for drug dependence. 

Evidence of drug dependence has been observed in dogs and rabbits 
whch was characterized by convulsive seizures when the drug was 
abruptly withdrawn or the dose was reduced; the syndrome in dogs could be 
abolished by administration of clorazepate. 

Usage in Pregnancy: 

An increased risk of congenital malformations associated with the use of minor tran- 
quilizers (chlordiazepoxide, diazepam, and meprobamate) during the first trimester of 
pregnancy has been suggested in several studies. TRANXENE, a benzodiazepine deriva- 
tive, has not been studied adequately to determine whether it, too, may be associated 
with an increased risk of fetal abnormality. Because use of these drugs is rarely a matter 
of urgency, their use during this period should almost always be avoided. The possibility 
that a woman of childbearing potential may be pregnant at the time of institution of 
therapy should be considered. Patients should be advised that if they become pregnant 
during therapy or intend to become pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 
TRANXENE should not be given to nursing mothers since it has been re- 
ported that nordiazepam is excreted in human breast milk. 


PRECAUTIONS — In those patients in which a degree of depression accom- 
panies the anxiety, suicidal tendencies may be present and protective 
measures may be required. The least amount of drug that is feasible should 
be available to the patient. 

Patients on TRANXENE for prolonged periods should have blood counts 
and liver function tests periodically. The usual precautions in treating pa- 
tients with impaired renal or hepatic function should also be observed. 

In elderly or debilitated patients, the initial dose should be small, and in- 
crements should be made gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most frequently reported was 
drowsiness. Less commonly reported (in descending order of occurrence) 
were: dizziness, various gastrointestinal complaints, nervousness, blurred 
vision, dry mouth, headache, and mental confusion. Other side effects in- 
cluded insomnia, transient skin rashes, fatigue, ataxia, genitourinary com- 
plaints, irritabilfty, diplopia, depression and slurred speech. 

e There have been reports of abnormal liver and kidney function tests and 
of decrease in hematocrit. 

Decrease in systolic blood pressure has been observed. 


DOSAGE AND ADMINISTRATION 

For the symptomatic relief of anxiety: 

TRANXENE is administered orally. The capsules may be given in divided 
doses. The usual daily dose is 30 mg. The dose should be adjusted gradu- 
ally within the range of 15 to 60 mg. daily in accordance with the response 
of the patient. In elderly or debilitated patients it is advisable to initiate 
treatment at a daily dose of 7.5 to 15 mg. 


CAPSULES, 
SINGLE DOSE TABLETS f 
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TRANXENE capsules may also be administered as a single dose daily at- 
bedtime; the recommended initial dose is 15 mg. After the initial dose, the 
response of the patient may require adjustment of subsequent dosage. 
Lower doses may be indicated in the elderly patient. Drowsiness may occur 
at the initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg.) may be administered as a single dose 
every 24 hours. This tablet is intended as an alternate dosage form for the 
convenience of patients stabilized on a dose of 7.5 mg. capsules three times 
a day. TRANXENE-SD tablets should no: be used to initiate therapy. 

TRANXENE-SD HALF STRENGTH tablets (11.25 mg.) may be ad- 
ministered as a single dose every 24 hours. 


For the symptomatic relief of acute alcohol withdrawal: 
Recommended schedule: 1st 24 hours, 30 mg. TRANXENE initia!ly, followed 
by 30 to 60 mg. in divided doses; 2nd 24 hours, 45 to 90 mg. in divided 
doses; 3rd 24 hours, 22.5 to 45 mg. in divided doses; 4th day, 15 to 30 mg. 
in divided doses. Thereafter gradually reduce to 7.5 to 15 mg. daily, and 
discontinue as soon as condition is sta»le. Maximum daily dose is 90 mg. 
Avoid excessive reductions in total drug on successive days. 


DRUG INTERACTIONS — If TRANXENE is to be combined with other drugs 
acting on the central nervous system, careful consideration should be given 
to the pharmacology of the agents to be employed. Animal experience indi- 
Cates that TRANXENE prolongs the sleeping time after hexobarbital or after 
ethyl alcohol, increases the inhibitory effects of chlorpromazine, but does 
not exhibit monoamine oxidase inhibition. Clinical studies have shown in- 
creased sedation with concurrent hypnotic medications. The actions of the 
benzodiazepines may be potentiated by barbiturates, narcotics, 
phenothiazines, monoamine oxidase inhibitors or other antidepressants. 

If TRANXENE is used to treat anxiety associated with somatic disease 
states, careful attention must be paid to possible drug interaction with con- 
comitant medication. 


MANAGEMENT OF OVERDOSAGE — Overdosage is usually manifested by 
varying degrees of CNS depression ranging from slight sedation to coma. As 
in the management of overdosage with any drug, it should be borne in mind 
that multiple agents may have been taken. 

There are no specific antidotes for the benzodiazepines. The treatment of 
overdosage should consist of the general measures employed in the man- 
agement of overdosage of any CNS depressant. Gastric evacuation either by 
the induction of emesis, lavage, or both, should be performed immediately. 
General supportive care, including frequent monitoring of the vital signs 
and close observation of the patient, is indicated. Hypotension, though 
rarely reported, may occur with large overdoses. In such cases the use of 
agents such as Levophed® (levarterenol) or Aramine* (metaraminol) should 
be considered. 

While reports indicate that individuals have survived overdoses of 
TRANXENE (clorazepate dipotassium) as high as 450 to 675 mg., these 
doses are not necessarily an accurate indication of the amount of drug ab- 
sorbed since the time interval between ingestion and the institution of treat- 
ment was not always known. Sedation in varying degrees was the most 
common physiological manifestation of TRANXENE overdosage. Deep coma 
when it occurred was usually associatec with the ingestion of other drugs in 
addition to TRANXENE. 


CLINICAL PHARMACOLOGY — Studies in healthy men have shown that 
TRANXENE has depressant effects on the central nervous system. 
Prolonged administration of single daily doses as high as 120 mg. was 
without toxic effects. Abrupt cessation of high doses was followed in some 
patients by nervousness, insomnia, irritability, diarrhea, muscle aches, or 
memory impairment. 


Absorption — Excretion: 

After oral administration of TRANXENE, there is essentially no circulating 
parent drug. Nordiazepam, its primary metabolite, quickly appears in the 
blood stream. In 2 volunteers given 15 mg. (50 uC) of 4C-TRANXENE, 
about 80% was recovered in the urine and feces within 10 days. Excretion 
was primarily in the urine with about 1% excreted per day on day 10. 
HOW SUPPLIED — TRANXENE (clorazepate dipotassium) is supplied as 
Capsules in three dosage strengths: 

3.75 mg. capsules (gray with white cap) in bottles of 100 (NDC 
0074-3417-13) and 500 (NDC 0074-3417-53). Also available in ABBO- 
PAC® unit dose packages of 100 capsules (NDC 0074-3417-11). 

7.5 mg. capsules (gray with maroon cap) in bottles of 30 (NDC 
0074-3418-30), 100 (NDC 0074-3418-13) and 500 (NDC 0074-3418-53). 
Also available in ABBO-PAC unit dose packages of 100 capsules (NDC 
0074-3418-11). 

15 mg. capsules (all gray) in bottles of 100 (NDC 0074-3419-13) and 500 
(NDC 0074-3419-53). Also available in ABBO-PAC unit dose packages of 
100 capsules (NDC 0074-3419-11). 

TRANXENE-SD single dose tablets are supplied in two dos ge strengths: 


TRANXENE-SD 22.5 mg. tablets (tan-colored) in bottles “of 100 (NDC 
0074-2997-13). 


TRANXENE-SD HALF STRENGTH 11.25 mg. tablets (blue-colored) in'bottles 
of 30 (NDC 0074-2699-30) and 100 (NDC 0074-2699-13). 
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_. Awake-on the job, 
yet anxieties resolved 





Troublesome drowsiness 
uncommon 


Tranxene lets you manage anxiety in most 
patients without problem sedation. Any 
initial drowsiness is usually transient. 


Calming without 
impairment 

Patients not oversedated can function better 
on the job*or at home. By avoiding excessive 


sedation, Tranxene helps you calm patients ° 
without compromising their capacities. . 
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*Of course patients should be cautioned against 
hazardous tasks requiring mental alertness. 
See overleaf for prescribing information. 
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CHLORPROMAZINE °°" 
: of the HC] 


Out of the hospital. He came in with a psy- maintenance therapy, ‘Thorazine’ offers ef- 
chiatric emergency but left more like himself fective antipsychotic therapy with 18 con- 
—delusions, hallucinations and other psy- ^ venient dosage forms and strengths. This 
chotic target symptoms under control with means you can precisely tailor dosage to 
Thorazine. And 'Thorazine maintenance the individual patient's needs throughout 
can help keep him out of the hospital in the entire course of therapy. 
the future. ‘Thorazine’. The most widely tested and 

— Frominitial psychiatricemergencythrough highly flexible antipsychotic available today. 


Helps return psychotic patients to reality 








Before prescribing, see complete prescribing convulsant action of barbiturates is not intensified, newborn: psychotic symptoms, catatonic-like 
information in SK&F literature or PDR. The Antiemetic effect may mask signs of toxic drug states, cerebral edema; convulsive seizures; 
e following is a brief summary. overdosage or obscure diagnosis of conditions „abnormality of the cerebrospinal fluid proteins: 
such as intestinal obstruction, brain tumor, and urticarial reactions and photosensitivity, exfolia- k 
Bodicsiisis Reye's syndrome (see Warnings). Discontinue tive dermatitis, contact dermatitis; lactation and 
k Based on a review of this drug by the National high-dose, long-term therapy gradually. breast engorgement (in females on large doses), 
Academy of Sciences— National Research Patients on long-term therapy, especially high false positive pregnancy tests, amenorrhea, 
P Council and/or other information, FDA has doses, should be evaluated periodically for em hyperglycemia, hypoglycemia, 
classified the indications as follows: possible adjustment or discontinuance of drug : ere UB dry ae nasal congestion. constipa- 
2 4 therapy ion, adynamic ileus, urinary retention. miosis, 
Effective: For the management of manifesta- PUES" "Xx : - 
iffec : Er mydriasis; after prolonged substanti: ses, ski 
tions of psychotic disorders. For control of the Adverse Reactions: Drowsiness, cholestatic jaun- nena pfsHgn. s Pr l : KAF ne - : d skin 
‘ yc ; S. : . x: : } 8 ellal keratopathy, lenticul: 
and corneal deposits and pigmentary re athy 
(manic phase) hemolytic anemia, thrombocytopenic purpura and ec, ane PEMEMATyTO 
phase). : ; diei 2s visual impairment; mild fever (after large I.M 
TOS TE Fufiriderate pancytopenia: postural hypotension, tachycardia, Lc a 
Probably effective: For the control of moderate BENE dier ccs ail ceranae a dini dosage); hyperpyrexia; increased appetite and — 
icis EU Vs -: ainting, dizziness and, occasionally, a shock-like A : 
to severe agitation, hyperactivity or aggres- a a À À - weight; a systemic lupus erythematosus-like 
: itc : condition: reversal of epinephrine effects; EKG LA 
siveness in disturbed children. i i syndrome; peripheral edema. 
- changes have been reported, but relationship to ; 
Possibly effective: For control of excessive myocardial damage is not confirmed: neuro- NOTE: Sudden death in patients taking pheno- 
anxiety, tension and agitation as seen in muscular (extrapyramidal) reactions; pseudo- thiazines (apparently due to cardiac arrest or 
neuroses. parkinsonism, motor restlessness. dystonias, asphyxia due to failure of cough reflex) has been 
Final classification of the less-than-effective persistent tardive dyskinesia, hyperreflexia in the reported, but no causal relationship has been 
indications requires further investigation. established. 
Supplied: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 
Contraindications: Comatose states, presence of and 200 mg., in bottles of 100; Single Unit Packages 
large amounts of C.N.S. depressants, or bone of 100 (intended for institutional use only). 
» “4 > Ë 2 ^ 7u rs 
marrow depression. Spansule * capsules, 30 mg., 75 mg., 150 mg., 
Waerdinps: The posatbility of exipapyramidal 200 mg. and 300 mg., in bottles of 50; in Single 
reactions from "horazine' may confuse the Unit Packages of 100 (intended for institutional 
; = Le qoe ata use only). ^ 
diagnosis of Reve's syndrome or other encepha- D ur i 
‘ : + - 3 Injection, 25 mg./ml.; Syrup, 10 mg./5 ml.; 
lopathy. Therefore, avoid use in children or Sappadiiories, 25 shy. nd 100 
\ ! ‘ s 's, 25 mg. mg. 
adolescents with suspected Reye's syndrome. - s 1 e LR 
3 1 Concentrate (intended for institutional use only), 
Avoid using in patients hypersensitive (e.g., blood 30 mg. /ml. and 100 mg. / ml 
dyscrasia, jaundice) to any phenothiazine. Caution 
patients about activities requiring alertness (e.g.. - a $ 
operating vehicles or machinery) especially during Smith Kline &French Laboratories 
I 
the first few days' therapy. Avoid concomitant Division of SmithKline Corporation 
use with alcohol. May counteract antihyperten- Philadelphia 
sive effect of guanethidine and related compounds. 
Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged extra- 
pyramidal s@zns in newborn whose mothers had 
received ghlorpromazine. 
S Precautions: Use cautiously in persons with 


cardiovascular, liver or chronic respiratory 
disease, or with acute respiratory infections. Due 
to cough reflex suppression, aspiration of vomitus 
is possible. May prolong or intensify the action 

of C.N.S. depressants, organophosphorus insecti- 
cides, heat, atropine and related drugs. (Reduce 
dosage of concomitant C.N.S. depressants.) Anti- 
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The Joint Information Service of the American Psychiatric Association 
and the Mental Health Association releases Two New Volumes‘That 


Focus on the 
Elderly 


This carefully documented book reports a field study of ten programs, four in America 
and six in England and Scandinavia, which serve as practical demonstrations of 
creative mental health services for the elderly. They include: 

e a novel “Neighborhood Family" providing vigorous support to elderly residents of 
several trailer parks 

e ahigh school for the elderly which sends its students abroad for study trips 

e a "Human Development Project" that focuses on responding to the psychological 
needs of the elderly 

e a carefully coordinated system of "respite hospitalization," which promotes 


t 





Elderly health of the elderly while allowing maximum use of hospital beds and family resources 
e a “Lucy Booth,” patterned after the Peanuts comic strip, which provides easy 
Raymond Glasscote access to many kinds of services 

Jon E. Gudeman e and many other innovative, successful approaches. 
Donald Miles Each program is subjected to intensive scrutiny. The resulting document becomes a 
PREFACE BY JACK WEINBERG handbook, and, as well, a forum through which some of the world’s most experienced 

EE practitioners of “the psychiatry of old age" present their views. 

Dr. Wilma Donohue, director of the International Center for Social Gerontology, 
characterizes this volume as "a masterful job of putting everything in relief . . . the 





guidelines for action are right here.” 
190 pages. Casebound. Price $8.50. 
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OLD FOLKS 


Concerned about the very bad reputation that nursing homes have received from 
many quarters in recent years, the Joint Information Service set up a field study to AT HOMES 
visit a systematically chosen sample of nursing homes, and board-and-care homes as aj E soo Lira tuned 
well, to see to what extent the care of and the quality of life for the patients differed 
from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 


board-and-care homes in ten locales were visited, in each case by the senior author ENA Gilaboibs 
accompanied by two mental health professionals. pal at vr 
The teams were surpised to learn that care and quality of life in many of the nursing Alex Butterfield, de Ruth Lewis 
and board-and-care homes they visited were better—sometimes dramatically better— PRES ree ex hae 
than that in the mental health facilities and often at lower cost. ee eee 


This unique publication provides an overview of all facilities visited plus vignettes 
of approximately half. Federal and state rules and regulations are also expertly syn- 
thesized into brief and readable style. THE JOINT INFORMATION SERVICE 
148 pages. Casebound. Price $6.50 





Publication Sales Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 














Please send: copies of Creative Mental Health Services for the Elderly @ $8.50 per copy 
. . copies of Old Folks at Homes @ $6.50 per copy 
. . sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 
over the regular combined price of $15.00) e 
Bill me Check enclosed. . 
Name 
Addrgss 
City eC Ear E Zip 
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Mapuscilipts are accepted for consideration with the un- 
derstanding that they represent original material, have not 
been published previously, and are not being considered for 
publication elsewhere. Papers with multiple authors are re- 
viewed with the assumption that all authors have approved 
them. 


Copyright 


The Journal requires express transfer of copyright to the 
American Psychiatric Association so that the author(s) and 
the Association are protected from misuse of copyrighted 
material. All submissions must be accompanied by a cover 
letter signed by all authors and using the following wording: 

In consideration of the American Journal of Psychiatry's tak- 
ing action in reviewing and editing my submission [include title 
here] the author(s) undersigned hereby transfers, assigns, or 

therwise conveys all copyright ownership to the American 
_~ PS¥ehiatric Association in the event that such work is pub- 
lished by the American Psychiatric Association. 

Work done as part of an individual's duties as a federal 
employee is in the public domain. The cover letter in such 
cases should contain the following wording and should be 
signed by all authors: 

The work described in [include title here] was done as part 
of my (our) employment with the federal government and is 
therefore in the public domain. 


Review Process 


Papers are reviewed by at least two experts to determine 
the originality, validity, and significance of content and con- 
clusions. Authors will usually be advised within 2-3 months 
of the decision on their paper, although delays are some- 
times unavoidable. Reviewers’ comments will be returned 
with rejected manuscripts if they are judged to be useful to 
the authors. All reviewers remain anonymous. 


Informed Consent 


Manuscripts that report the results of experimental inves- 
tigation with human subjects must include a statement that 
informed consent was obtained after the procedure(s) had 
been fully explained. 


SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in triplicate to Francis 
J. Braceland, M.D.. Editor, American Journal of Psychia- 
try, 1700 Eighteenth St., N.W., Washington, D.C. 20009. All 
correspondence will be sent to the first-named author unless 
otherwise specified. Papers that are not accompanied by the 
appropriate cover letter, including the copyright transfer 
statement, will not be reviewed until such a statement is re- 
ceived. 

Authors will be notified as soon as possible of the receipt 
of their paper; at this time, the paper will be assigned a num- 
ber that must be included in all further correspondence. It is 
imperative: that authors of papers under consideration notify 
the Journal offchanges of address. 


,Annual Meeting Papers 


The Journal has first refusal rights for numbered papers 
accepted for presentation at the Association's annual meet- 
ings. Authors of annual meeting papers should follow in- 
structions they will receive in a letter from the Editor before 
the meeting. Annual meeting papers may be submitted for 
review before the meeting only if they are in final form, i.e.. 
are ready for review. Authors must not submit their papers 


papers are subject fo the same peer review criteria as other 
submissions, and not all papers can be published in the Jour- 
nal. Authors who wish to submit their papers elsewhere 
must secure permission from the Editor. The Journal will 
assign its own number to each paper received for review; 
this number must appear in any further communications 
about the paper. The copyright transfer statement described 
above must accompany annual meeting papers submitted for 
review. 


Length 


The length of submitted material should not exceed the 
following specifications unless a special arrangement has 
been made with the Editor. Regular articles—3,800 words or 
the equivalent, including references. tables, and figures 
(about 15 manuscript pages). Brief Communications—2,500 
words or equivalent (about 10 manuscript pages). Clinical 
and Research Reports—1,000 words, 10 references, | table 
(no figures can be used in this section). Letters to the Edi- 
tor—500 words, 5 references. The number of words, tables, 
and figures should be noted on the title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele- 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor; au- 
thors who have ideas for overview articles are advised to 
check with the Editor to ensure that a similar work is not in 
preparation. Overviews should not exceed 25 double-spaced 
pages (about 7,500 words) and should have no more than 100 
references. All overviews, including those written by in- 
vitation, are given the same peer review received by other 
papers. 


Regular Articles and Brief Communications 
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is length. The “brief communication" designation does not 
imply less sophisticated or complete work: it merely means 
that the content can be expressed within the upper limit of 
2,500 words. There is no difference in the review procedure 
or scheduling of these articles. Authors who submit unneces- 
sarily long articles with redundancies and loose writing style 
will be asked to shorten them, which can delay publication. 
Authors should choose their words carefully, avoiding 
lengthy introductions containing material that is common 
knowledge, summaries that merely repeat the results, unnec- 
essary tables, figures or references, etc. Single case reports 
will not be accepted as regular articles or Brief Communica- 
tions; these papers should be submitted as Clinical and Re- 
search Reports. 


Clinical and Research Reports 
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1,000 words, 10 references, 1 table, and no figures ) reporting 
new research findings, including preliminary data from pilot 
studies, and case reports that 1) describe new syndromes, 2) 
cast a new light on established ones, 3) indicate a new thera- 
peutic procedure of potential value, or 4) describe adverse 
effects or previously unreported complications of drugs or 
therapeutic interventions. Because of the stringent criteria 
for this section, authors can expect more rapid ptibligation 
than is possible in other sections. Submitted papers fhat sub- 
stantially exceed the stated maximum length or contain fig- 
ures will be returned to the author unreviewed. 
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Prompt Publication Policy -. 


Articles submitted for prompt publication can be of either 
regulat or Brief Communication length}(a "prompt pub- 


=, lication policy" is automatically in effect fbr Clinical and Re- 


search Reports). These papers are givé} priority in sched- 
uling; however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality, and authors must 
state their reasons for wanting rapid review in a cover letter 
to the Editor. It is important to think carefully about the na- 
ture of the paper before requesting prompt publication; a pa- 
per may be delayed if it is submitted inappropriately. 


Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion *'for publication"! in the upper right corner. Letters criti- 
cal of an article published in the Journal will automatically 
be sent to the authors for reply. The Journal is unable to 
notify authors of receipt of letters or to return those not pub- 
lished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper: 
two copies are required. Letters that are not typed appropri- 
ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review or listing may be sent di- 
rectly to the Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. Book re- 
views are usually solicited by the editor. Authors interested 
in reviewing a particular book are urged to contact the edito- 
rial office to see if the Editor wishes the book to be reviewed 
and to ascertain whether it has been previously assigned to 
another reviewer. Reviews are usually less than 500 words 
long, seldom contain references, and will be edited. 


TYPING AND ARRANGING THE PAPER 


All manuscripts must be typed in upper- and lowercase on 
one side only of 22 x 28 cm (8% x 11 inches) nonerasable 
bond paper. All parts of the manuscript, including case re- 
ports, quotations, references, and tables, must be double- 
spaced throughout. All 4 margins must be 334 cm (1% inch- 
es). The manuscript should be arranged in the following or- 
der, with each numbered item beginning a new page: 1) title 
page, 2) précis, 3) text, 4) references, 5) tables, 6) footnotes 
to text, and 7) figure captions. All pages must be numbered, 
with the title page as number 1. Please consult the following 
section on Journal style specifications for criteria for each 
part of the paper. 


STYLE SPECIFICATIONS 


Title Page 


Title. The title should be informative but as brief as pos- 
sible. Headline style (declarative sentences) should be 
avoided. Abbreviations and acronyms are rarely used in ti- 
tles. 

By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footnote. Please include degrees (other than 
honorary or undergraduate) after the authors’ names. 

Previous presentation. If the paper has been presented 
orally, please give the name of the meeting, the place, and 
inclusive^dates. 

Author affiliations. The authors’ position titles and affilia- 
tions should be given in a paragraph using complete sen- 
tences. A full address is necessary only for the author who is 
to receive reprint requests. 


Acknowledgments. Acknowledgments should be in a sepa- 
rate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number. Individual acknowledgments should | 
possible. Acknowledgments of companies tht supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right cornereand a phone 
number for the corresponding author in the lower right. 


Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


as brief as. 9 
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Headings and subheadings should be inserted at i m 
able intervals in all types of papers. Footnotes to text materi- — — 


al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
"Comment" or **Conclusions" section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say "differences be- 
tween the groups were significant." In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 

Abbreviations. All abbreviations (other than those for 
metric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial; a complete review of the literature is rarely desirable. 
Accuracy of citation is the author's responsibility. Refer- 
ences should conform exactly to the original spelling, ac- 
cents, punctuation, etc. Authors should be sure that all refer- 


ences listed have been cited in text: no bibliographies can be «a 


used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor's responsibility to obtain permission to refer to another 
individual's unpublished observations. Manugcripts that are 
actually ‘in press" may be cited as such in the reference list; 
the name of the journal must be included. 

Type references in the style shown below and on the next® 
page, double-spaced throughout (not just a line between 
references). List up to three authors: designate one or more 
authors past the third "et al." Abbreviations of journal 
names should conform to the style used in Index Medicus; 
journals not indexed there should not be abbreviated. 
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Tables 
Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
generally reserved for data presentation and not used as lists 
or charts. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
for table style. Please note that no vertical rules or internal 
horizontal rules are used. It is usually desirable to give both 
numbers and percentages where applicable. All units of mea- 
surement must be specified within the table. Metric measure- 
ments are used in tables and throughout the text. Each table 
uld be identified numerically and include a concise title. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author's name and the title of the 
paper should appear on a gummed label affixed to the back 
of each glossy. All figures should be able to withstand re- 
düction to about 8 cm (3% inches). Authors are urged to 
consider carefully the necessity of figures; they may be 
asked to delete figures that repeat information available in 
text. It is often advisable to obtain professional assistance 
in the preparation of figures. 
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PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors Will be notified of acceptancé of their papers; pa- 
pers will then be edited and sent to thelrst-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley(groofs are sent to'authors, so the edited 
manuscript should ġe read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St.. N.W., Washington, D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit use for educational purposes or of an 
author who wishes to reprint his/her own material. Requests 
will be facilitated if they are accompanied by written per- 
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~ Halluci nales 
and delusions 
rapidly controlled 


Trapped by unrealistic perceptions... 

...and terrified by his hallucinations and delusions on admission. Because 
Navane (thiothixene) is particularly effective in controlling these symptoms and 
their resulting suspiciousness and anxiety, it can provide the essential first step 
toward restoring stabilization and facilitating the development of purposeful activity. 

e Extensive clinical data and widespread experience confirm the effectiveness of 
INavane in rapidly controlling such typical psychotic behavior on admission. 


Long-term therapy is facilitated... 


...because Navane offers an unsurpassed safety record among effective 
neuroleptic agents, permitting continuing control of symptoms of psychoses such 
as hallucinations and delusions. Like other antipsychotic agents, extrapyramidal 
symptoms may occur, but are readily controlled through dosage adjustments 
or antiparkinsonian agents. Cardiovascular effects such as hypotension, and hepatic 
or hematopoietic effects rarely occur and are generally mild and transient, with 

. no jaundice or agranulocytosis reported to date. 


^ 





An effective first step towards discharge... 


Navane 
- (thiothixene) (thiothixene HCI) 


Capsules | mg., 2 mg., 5 mg., 10 mg., 20 mg. Concentrate 5 mg./ml.—Intramuscular 2 mg./ml. 





For prescribing information, including adverse reactions and ROCRIG 


a gs . e . > A division of Pfizer Pharmaceuticals 
contraindications, please see following page of this advertisement. New York, New York 10017 


`~ 
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of 


oY 





N 


PRESCRIBING INFORMATION 

Navane® (thiothixene) ; 
Capsules 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 
(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Actions. Navane is a psychotropic agent of the 
thioxanthene series. Navane possesses certain 
chemical and pharmacological similarities to the 
piperazine phenothiazines and differences from the 
aliphatic group of phenothiazines. Navane's mode 
of action has not been clearly established. 
Indications. Navane is effective in the manage- 
ment of manifestations of psychotic disorders. 
Contraindications. Navane is contraindicated in 
patients with circulatory collapse, comatose states, 
central nervous system depression due to any 
cause, and blood dyscrasias. Navane is contra- 
indicated in individuals who have shown hyper- 
sensitivity to the drug. It is not known whether 
there is a cross-sensitivity between the thioxan- 
thenes and the phenothiazine derivatives, but this 
possibility should be considered. 

Warnings. Usage in Pregnancy — Safe use of 
Navane during pregnancy has not been estab- 
lished. Therefore, this drug should be given to 
pregnant patients only when, in the judgment of 
the physician, the expected benefits from the 
treatment exceed the possible risks to mother and 
fetus. Animal reproduction studies and clinical 
experience to date have not demonstrated any 
teratogenic effects. 

In the animal reproduction studies with Navane, 
there was some decrease in conception rate and 
litter size, and an increase in resorption rate in 
rats and rabbits, changes which have been simi- 
larly reported with other psychotropic agents. 
After repeated oral administration to rats (5 to 
15 mg/kg/day), rabbits (3 to 50 mg/kg/day), and 
monkeys (1 to 3 mg/kg/day) before and during 
gestation, no teratogenic effects were seen. (See 
Precautions.) ‘ , 

Usage in Children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established. 

As is true with many CNS drugs, Navane may 
impair the mental and/or physical abilities re- 
quired for the performance of potentially hazard- 
ous tasks such as driving a car or operating ma- 
chinery, especially during the first few days of 
therapy. Therefore, the patient should be cau- 
tioned accordingly. i 

As in the case of other CNS-acting drugs, pa- 

tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS depressants and with 
alcohol. 
Precautions. An antiemetic effect was observed 
in animal studies with Navane; since this effect 
may also occur in man, it is possible that Navane 
may mask signs of overdosage of toxic drugs and 
may obscure conditions such as intestinal ob- 
struction and brain tumor. 

In consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate convulsions, extreme caution should 
be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Al- 
though Navane potentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is admin- 
istered concurrently. 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with other CNS depressants other than 
anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic 
properties, Navane should be used with caution 
in patients who are known or suspected to have 
glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related 
drugs. 

Use with caution in patients with cardiovascu- 
lar disease. 

Also, careful observation should be made for 
pigmentary retinopathy, and lenticular pigmenta- 
tion (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
for prolonged periods). Blood dyscrasias (agran- 
ulocytosis, pancytopenia, thrombocytopenic pur- 
pura), and liver damage (jaundice, biliary stasis) 
have been reported with related drugs. 

Undue exposure to sunlight should be avoided. 
Photosensitive reactions have been reported in 
patients on Navane. 

Intramuscular Administration — As with all in- 
tramuscular preparations, Navane Intramuscular 
should be injected well within the body of a rela- 
tively large muscle. The preferred sites are the 
upper outer quadrant of the buttock (i.e., gluteus 
maximus) and the mid-lateral thigh. 

The deltoid area should be used only if well de- 
veloped, su&h as in certain adults and older chil- 
dren, and then only with caution to avoid radial 
nerve injmry. Intramuscular injections should not 
be made into the lower and mid-thirds of the 
upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent 
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injection into a blood vessel. 

Adverse Reactions. Note: Not all of the following 
adverse reactions have been reported with Navane 
(thiothixene). However, since Navane has certain 
chemical and pharmacologic similarities to the 
phenothiazines, all of the known side effects and 
toxicity associated with phenothiazine therapy 
should be borne in mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness, and syncope. In the event 
hypotension occurs, epinephrine should not be 
used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspe- 
cific EKG changes have been observed in some 
patients receiving Navane. These changes are usu- 
ally reversible and frequently disappear on con- 
tinued Navane therapy. The incidence of these 
changes is lower than that observed with some 
phenothiazines. The clinical significance of these 
changes is not known. 

CNS effects: Drowsiness, usually mild, may 
occur although it usually subsides with continu- 
ation of Navane therapy. The incidence of seda- 
tion appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain 
aliphatic phenothiazines. Restlessness, agitation 
and insomnia have been noted with Navane. Sei- 
zures and paradoxical exacerbation of psychotic 
symptoms have occurred with Navane infre- 
quently. 

Hyperreflexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

In addition, phenothiazine derivatives have been 
associated with cerebral edema and cerebrospinal 
fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo- 
parkinsonism, akathisia, and dystonia have been 
reported. Management of these extrapyramidal 
symptoms depends upon the type and_severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent. More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis- 
tering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all ant:- 
psychotic agents tardive dyskinesia may appear in 
some patients on long term therapy or may occur 
after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on 
high-dose therapy, especially females. The symp- 
toms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the 
tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, 
chewing movements). Sometimes these may be 
accompanied by involuntary movements of ex- 
tremities, 

There is no known effective treatment for tar- 
dive dyskinesia: antiparkinsonism agents usually 
do not alleviate the symptoms of this syndrome. 
It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, 
or increase the dosage of the agent, or switch to a 
different antipsychotic agent, the syndrome may 
be masked. 

It has been reported that fine vermicular move- 
ments of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that 
time, the syndrome may not develop. 

Hepatic effects: Elevations of serum trans- 
aminase and alkaline phosphatase, usually tran- 
sient, have been infrequently observed in some 
patients. No clinically confirmed cases of jaur- 
dice attributable to Navane have been reported. 

Hematologic effects: As is true with certain 
other psychotropic drugs, leukopenia and leuco- 
cytosis, which are usually transient, can occur 
occasionally with Navane. Other antipsychotic 
drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia 
and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, 
photosensitivity and rare cases of anaphylaxis 
have been reported with Navane. Undue exposure 
to sunlight should be avoided. Although not ex- 
perienced with Navane, exfoliative dermatitis and 
contact dermatitis (in nursing personnel) have 
been reported with certain phenothiazines, 

Endocrine disorders: Lactation, moderate breast 
enlargement and amenorrhea have occurred in a 
small percentage of females receiving Navane. If 
persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Pheno- 
thiazines have been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal congestion, constipation, increased sweat- 
ing, increased salivation, and impotence have oc- 
curred infrequently with Navane therapy. Pheno- 
thiazines have been associated with miosis, my- 
driasis, and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorex- 
ia, nausea, vomiting, diarrhea, increase in appe- 
tite and weight, weakness or fatigue, polydipsia 
and peripheral edema. 


avane (thidthixene) (thiothixene hydrochloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml 


Although not reported with Navezc;" e 
indicates there is a relationship between pheno- 
thiazine therapy and the occurrence of à systemic 
lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been 
reported in patients who have received certain 
phenothiazine derivatives. In some cases the cause 
of death was apparently cardiae arrest or asphyxia 
due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be 
established that death was due to phenothiazine 
administration. 

Dosage and Administration, Dosage of Navane 
should be individually adjusted depending on the 
chronicity and severity of the condition. In gen- 
eral, small doses should be used initially and 
gradually increased to the optimal effective level, 
based on patient response. 

Some patients have been successfully main- 
tained on once-a-day Navane therapy. 

Usage in children under 12 years of age is not 
recommended because safe conditions for its use 
have not been established. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only. Where more rapid control and 
treatment of acute behavior is desirable, the intra- 
muscular form of Navane may be indicated. It is 
also of benefit where the very nature of the pa- 
tient's symptomatology, whether acute or chropj 
renders oral administration impractical oe «v 
impossible. 

For treatment of acute symptomatology or in 
patients unable or unwilling to take oral medica- 
tion, the usual dose is 4 mg of Navane Intramus- 
cular administered 2 to 4 times daily. Dosage may 
be increased or decreased depending on response. 
Most patients are controlled on a total daily dos- 
age of 16 to 20 mg. The maximum recommended 
dosage is 30 mg/day. An oral form should sup- 
plant the injectable form as soon as possible. It 
may be necessary to adjust the dosage when 
changing from the intramuscular to oral dosage 
forms. Dosage recommendations for Navane Cap- 
sules and Concentrate appear in the folléwing 
paragraphs. 

Navane Capsules; Navane Concentrate—In 
milder conditions, an initial dose of 2 mg three 
times daily. If indicated, a subsequent increase to 
15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5e 
mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If 

indicated, an increase to 60 mg/day total «daily 
dose is often effective. Exceeding a total daily 
dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms of 
gross overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or 
coma, 

Treatment: Essentially symptomatic and sup- 
portive. For Navane oral, early gastric lavage is 
helpful. For Navane oral and Intramuscular, keep 
patient under careful observation and maintain an 
open airway, since involvement of the extrapyra- 
midal system may produce dysphagia and respira- 
tory difficulty in severe overdosage. If hypoten- 
sion occurs, the standard measures for managing 
circulatory shock should be used (I.V. fluids and/ 
or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most suitable drugs. Other 
pressor agents, including epinephrine, are not rec- 
ommended, since phenothiazine derivatives may 
reverse the usual pressor elevating action of these 4 
agents and cause further lowering of blood pres- 


re. 

If CNS depression is present, recommended 
stimulants include amphetamine, dextroampheta- 
mine, or caffeine and sodium benzoate. Picro- 
toxin or pentylenetetrazol should be avoided. Ex- 
trapyramidal symptoms may be treated with anti- 
parkinson drugs, 

There are no data on the use of peritoneal or 

hemodialysis, but they are known to be of little 
value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg, 2 mg, 5 mg, and 10 
mg. of thiothixene in bottles of 100 and 1,000. 
Navane is also available as capsules containing 
20 mg of thiothixene in bottles of 100 and 500. 

Navane (thiothixene hydyochldride) Concen- 
trate is available in 120 ml (4 oz.) bottles with an 
accompanying dropper calibrated at 2 mg, 4 mg, 
5 mg, 6 mg, 8 mg, and 10 mg. Each ml contains 
thiothixene hydrochloride equivalent to 5 mg ef 
thiothixene. Contains alcohol, U.S.P. 7.096 v/v 
(small loss unavoidable). 

Navane (thiothixene hydrochloride) Intramus- 
cular solution is available in a 2 ml amber glass 
vial in packages of 10. Each ml contains thio- 
thixene hydrochloride equivalent to 2 mg of thio- 
thixene, dextrose 5% w/v, benzyl alcohol 0.9% 
w/v, and propyl gallate 0.02% w/v. 

More detailed professional information avail- 


able on request. 
ROeRIG CZ» 


A division of Pfizer Pharmaceuticals 
New York. New York 10017 
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We are proud to announce the addition of The Psychiatric Clinics of North 
America to our library of successful periodicals. 


This new series will offer timely, thorough and authoritative coverage of current 
topics of interest in the field of psychiatry. Our symposia format is ideal for the 
presentation of many-sided controversies, and provides the kind of in-depth 
examination of a subject that is rarely found in journals or other periodicals. 


Attuned to the current trend toward a "psychophysiological" aoproach to psychiatry, 
the new series will emphasize solid clinical and scientific information. The 
contributors to the Clinics, all respected authorities in their specialties, will give you 
reliable, practice-applicable data — not educated opinions. 


For the small price of a yearly subscription, these fine hardbound periodicals will 
keep you abreast of new developments 
and remain as longstanding references. 
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„WIth a low incidence | 
— of adverse side effects on 


 MOBAN 


molindone HCI 


ean effective antipsychotic agent 









E. e nota phenothiazine 
FAVORABLE BENEFIT/RISK PROFILE, Further advantages 
WHICH MAY ENHANCE COMPLIANCE* with MOBAN" 
- The pharmacological effect from G 
NO Tolerance development a single oral dose persists for 
incidence Hepatotoxic changes 24-36 hours, permitting h.s. 





dosage, once the daily dosage 









©- Ophthal mological changes level is established. 
Excessive weight gain Several clinicians have reported 
that obese patients on MOBAN* 
Impotence E frequently experienced a marked 
Decreased libido reduction in weight toward ‘4 
Skin pigmentation normal weight. 
Thyroid function changes How to use MOBAN? 





Persistent tardive dyskinesia The usual starting dose is 


90-75 mg/day. You can increase 








: to 100 mg/day in 3-4 days. Titrate 
LOW sedation | individually up or down depend- 
incidence Adverse drug interactions hd pa a Some 
chronic, treatment-resistant 
Hypotension patients may require an increase 
Hematological changes to 400 mg/day. (However, the 
Lactation long-term safety of 400 mg/day 
has not been established.) Please 
Amenorrhea refer to complete prescribing 
information for further dosage 
— changes instructions. 
In ras : For complete prescribing information, please 
Nonpersistent symptoms — 
„Of tardive dyskinesia 
| Endo Laboratories, Inc. 
MODER ATE Extrapyramidal reactions Subsidiary of E | du Pont de Nemours & Co (inc ) 


Garden City. New York 11530 


incidence 


*This table compiled from clinical and field reports, according to the best available information 
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Patients become easier to manage on 


^ MODBAN EES 





molindone HCI 


DESCRIPTION MOBAN® (molindone hydrochloride) is a 
dihydroindolone compound which is not structurally related to the 
phenothiazines, the butyrophenones or the thicxanthenes. 
MOBAN® is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4 (5H)-one hydrochloride. It is a white crystalline powder, 


freely soluble in water and alcohol and has a molecular weight of 
312.67. 


O 
O N-CH2 CH2-CH3 
T | CH; e HCI 
H 
MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN® (molindone hydrochloride) has a pharmacological 
profile in laboratory animals which predominantly resembles that of 
major tranquilizers causing reduction of spontaneous locomotion 
and aggressiveness, suppression of a conditional response and 
antagonism of the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, MOBAN* antagonizes the 
depression caused by the tranquilizing agent tetrabenazine. 


In human clinical studies tranquilization is achieved in the absence 
of muscle relaxing or incoordinating effects. Based on EEG studies, 
MOBAN® exerts its effect on the ascending reticular activating 
system. 


Human metabolic studies show MOBAN® (molindone hydrochloride) 
to be rapidly absorbed and metabolized when given orally. 
Unmetabolized drug reached a peak blood level at 1.5 hours. 
Pharmacological effect from a single oral dose persists for 24-36 
hours. There are 36 recognized metabolites with less than 2-3% 
unmetabolized MOBAN® being excreted in urine and feces. 


INDICATIONS MOBAN® (molindone hydrochloride) is indicated in the 
management of the manifestations of schizophrenia. 


CONTRAINDICATIONS MOBAN* (molindone hydrochloride) is 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states, and in 
patients with known hypersensitivity to the drug. 


WARNINGS Usage in Pregnancy: Studies in the pregnant patient 
have not been carried out. Reproduction studies have been 
performed in the following animals: 
Pregnant Rats oral dose— 20 mg/kg/day—10 days 
no adverse effect 

40 mg/kg/day— 10 days 
no adverse effect 
Pregnant Mice oral dose— 
slight increase resorptions 


20 mg/kg/day— 10 days 


40 mg/kg; day— 10 days 
slight increase resorptions 
Pregnant Rabbits oral dose— 5 mg/kg day— 12 days 
no adverse effect 

10 mg/kg/day— 12 days 
no adverse effect 

20 mg/kg/day— 12 days 
no adverse effect 


Animal reproductive studies have not demonstrated a teratogenic 
potential. The anticipated benefits must be weighed against the 
unknown risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the content of MOBAN* 
(molindone hydrochloride) in the milk of nursing mothers. 


Usage in Children: Use of MOBAN* (molindone hydrochloride) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not been 
established. 


PRECAUTIONS Some patients receiving MOBAN* (molindone 
hydrochloride) may note drowsiness initially and they should be 
advised against activities requiring menta! alertness until their 
response to the drug has been established. 


Increased activity has been noted in patients receiving MOBAN* 
Caution should be exercised where increased activity may be 
harmful. 


MOBAN® does not lower the seizure threshold in experimental 
animals to the degree noted with more sedating antipsychotic 
drugs. However, convulsive seizures have been reported in a few 
instances. * . 
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The physician should be aware that this tablet preparation contains 
calcium sulfate as an excipient and that calcium ions may interfere 
with the absorption of preparations containing phenytoin sodium 
and tetracyclines. 


MOBAN® has an antiemetic effect in animals. A similar effect may 
occur in humans and may obscure signs of intestinal obstruction or 
brain tumor. 


ADVERSE REACTIONS CNS EFFECTS The most frequently occurring 
effect is initial drowsiness that generally subsides with continued 
usage of the drug or lowering of the dose. 


Noted less frequently were depression, hyperactivity and euphoria. 
Neurological 

Extrapyramidal Reactions 

Extrapyramidal reactions noted below may occur in susceptible 
individuals and are usually reversible with appropriate 
management. 

Akathisia 

Motor restlessness may occur early. 

Parkinson Syndrome 

Akinesia, characterized by rigidity, immobility and reduction of 
voluntary movements and tremor, have been observed. Occurrence is 
less frequent than akathisia. 


Dystonic Syndrome 

Prolonged abnormal contractions of muscle groups occur 
infrequently. These symptoms may be managed by the addition of a 
synthetic antiparkinson agent (other than L-dopa), small doses of 
sedative drugs, and/or reduction in dosage. 


Autonomic Nervous System 

Occasionally blurring of vision, tachycardia, nausea, dry mouth and 
salivation have been reported. Urinary retention and constipation 
may occur particularly if anticholinergic drugs are used to treat 
extrapyramidal symptoms. 


Hematological 

There have been rare reports of leucopenia and leucocytosis. If such 
reactions occur, treatment with MOBAN* may continue if clinical 
symptoms are absent. Alterations of blood glucose, liver function 
tests, B.U.N., and red blood cells have not been considered clinically 
significant. 


Metabolic and Endocrine Effects 

Alteration of thyroid function has not been significant. Amenorrhea 
has been reported infrequently. Resumption of menses in previously 
amenorrheic women has been reported. Initially heavy menses may 
occur. Lactation associated with MOBAN® therapy has not been 
reported. Increase in libido has been noted in some patients. 
Impotence has not been reported. Although both weight gain and 
weight loss have been in the direction of normal or ideal weight, 
excessive weight gain has not occurred with MOBAN®. 


Cardiovascular 

Rare, transient, non-specific T wave changes have been reported on 
E.K.G. Association with a clinical syndrome has not been 
established. Rarely has significant hypotension been reported. 


Ophthalmological 

Lens opacities and pigmentary retinopathy have not been reported 
where patients have received MOBAN® (molindone hydrochloride). In 
some patients, phenothiazine induced lenticular opacities have 
resolved following discontinuation of the phenothiazine while 
continuing therapy with MOBAN®. 

Skin 

Early, non-specific skin rash, probably of allergic origin, has 
occasionally been reported. Skin pigmentation has not been seen 
with MOBAN® usage alone. 


MOBAN® (molindone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions are often extensions of the pharmacological activity of a 
drug, all of the known pharmacological effects associated with other 
antipsychotic drugs should be kept in mind when MOBAN® is used. 
Upon abrupt withdrawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia 
Although rarely reported with MOBAN® (molindone hydrochloride) 
symptoms were reversible upon discontinuation of therapy. 


Tardive dyskinesia associated with other agents has appeared in 
some patients on long-term therapy and has also appeared after 
drug therapy has been discontinued. The risk appears to be greater 
in elderly patients on high-dose therapy, especially females. The 
symptoms are persistent and in some patients appear to be 
irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing 


movements). There may be involuntary movements of extremities. 


There is no known effective treatment of tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. Should it be necessary to 
reinstitute treatment, or increase the dosage of the agent, or switch 
to a different antipsychotic agent, the syndrome may be masked. It 
has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication is 
stopped at that time the syndrome may not develop. 


DOSAGE AND ADMINISTRATION initial and maintenance doses of 
MOBAN® (molindone hydrochloride) should be individualized. 


Initial Dosage Schedule 
The usual starting dosage is 50-75 mg/day. 


—Increase to 100 mg/day in 3 or 4 days. 


— Based on severity of symptomatology, dosage may be titrated 
up or down depending on individual patient response. 


—An increase to 225 mg/day may be required in patients with 
severe symptomatology. 


—Some chronic, treatment resistant patients, may require up to 
400 mg/day (however, the long term safety of 400 mg/day has 
not been established). 


Elderly and debilitated patients should be started on lower dosage. 
Maintenance Dosage Schedule e 
].Mild—5 mg-15 mg three or four times a day. 

2. Moderate— 10 mg-25 mg three or four times a day. 

3. Severe— 225 mg/day may be required. 

Dosages may be administered once a day. 


DRUG INTERACTIONS Potentiation of drugs administered 
concurrently with MOBAN* (molindone hydrochloride) has not been 
reported. Additionally, animal studies have not shown increased — 
toxicity when MOBAN* is given concurrently with representative 
members of three classes of drugs (i.e., barbiturates, chloral 

hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
should be the rule. 


Gastric lavage is indicated for the reduction of absorption of 
MOBAN® (molindone hydrochloride) which is freely soluble in water. 


Since the adsorption of MOBAN® (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidote 
must be considered of theoretical value. 


Emesis in a comatose patient is contraindicated. Additionally, while 
the emetic effect of apomorphine is blocked by MOBAN® in animals, 
this blocking effect has not been determined in humans. 


A significant increase in the rate of removal of unmetabolized 
MOBAN® from the body by forced diuresis, peritoneal or renal 
dialysis would not be expected. (Only 2% of a single ingested dose 
of MOBAN® is excreted unmetabolized in the urine.) 


However, poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be based le 
general principles, the amount of unmetabolized MOBAN* in feces * 
is less than 1%. Extrapyramidaf symptoms have responded to the 
use of diphenhydramine (Benadryl") and the synthetic 
anticholinergic antiparkinson agents (i.e., Artane*, Cogentin", 
Akineton”). 


HOW SUPPLIED As tablets in bottles of 100 and 1000 with potencies 
and colors as follows: 5 mg orange, 10 mg lavender, 25 mg light 
green. 


* Benadryl — Trademark, Parke Davis and Co. 
*Artane —Trademark, Lederle Laboratories 

* Cogentin —Trademark. Merck Sharp & Dohme 

* Akineton — Trademark, Knoll Pharmaceutical Co. 


MOBAN* is an Endo Registered U.S. Trademark 
U.S. Pat. 3,491,093 . 


Endo Laboratories. Inc. 


Subsidiary of E | du Pont de Nemours & Co. (Imc.) 


Garden City. New York 11530 
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DIRECTOR OF PSYCHIATRY 


Harlem Hospital Center, affiliated with Colum- 
bia University College of Physicians and Surgeons, 
is seeking a Director of Psychiatry. Serving a 
catchment area population of about 150,000, the 
Department offers a wide range of programs, in- 
cluding a 37 bed inpatient unit, emergency and 
chronic ambulatory care for pediatric, adult and 
geriatric patients, extensive consultation services, 
and in- and outpatient alcohol programs. Staff in- 
cludes 25 psychiatry residents, 35 attending psychi- 
atrists, and 38 other mental health professionals. 
The training program has close ties with 
other Columbia-affiliated hospitals, and the posi- 
tion includes a Columbia University faculty ap- 
pointment. Women and minority candidates are 
encouraged to apply; Columbia University is an 

' equal opportunity employer. 

CONTACT: 

John C.M. Brust, M.D. 
Chairman 
Search Committee 
Department of Neurology 
Harlem Hospital Center 
506 Lenox Avenue 
New York, New York 10037 
TELE: (212) 621-3365, 3338 








Flexibility is our forte: The Brown Schools ~! 


Because we maintain great flexibility at all three of our treat- 
ment centers, each resident follows an individualized plan of 
treatment, training, education and care prescribed for that 
resident alone. 


And we believe that residential treatment conducted in this 
highly individualized manner still is the most effective treatment 
for many. Our large, experienced staff is skilled in the treatment 
of children, adolescents and adults with learning disabilities, 
neurological impairment, mental retardation or emotional 
disturbance. 


Our three treatment centers are geographically separated to pro- 
vide the appropriate residential milieu, yet close enough that 
residents benefit from the comprehensive training and expertise 
of the entire staff. All three are psychiatrically oriented, so that 
we are prepared to treat emotional disturbance in persons of any 
intellectual capacity and of any age. 





GROVE SCHOO 


* ESTABLISHED 1934 i 


e |.Q. NORMAL & GIFTED 
e AGES: 12—18 
e GRADES: 6—12 


e 12 MONTH PROGRAM 
STATE ACCREDITED 


e DIPLOMA AWARDED 
COLLEGE ADMITTED 


e STUDENTS: 80 

e STAFF: 50 

e PSYCHIATRISTS: 6; 
PSYCHOLOGISTS: 2; 
TEACHERS: 22; 


PSYCHIATRIC SOCIAL 
WORKER 


e 2 INDIVIDUAL THERAPY 
SESSIONS WEEKLY 

e GROUP, RELATIONSHIP, & 

MILIEU THERAPY 























MADISON, CONNECTICUT 
(203) 245-2778 


Brochure upon Request 


"Approved by the Joint Commission on Accreditation of Hospitals" 


For information, write: Director of Admissions / Department 
C-0 / THE BROWN SCHOOLS / P.O. Box 4008, Austin, Texas 
78765 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 

From Texas Free: (800) 292-5404 


Jackson R. Day, M.D./Medical and Psychiatric Director; James 
L. Boynton, M.D.; Thomas F. Caldwell, D.D.S., John L.Carrick, 
M.D.; Patrick A. Cato, M.D.; Nelson Ceballos, M.D.; Kenneth 
R. Dorman, M.D.; James D. Hinkle, M.D.; Kurt Lekisch, M.D.; 
Daniel T. Matthews, M.D.; William R. Sanders, M.D.; Willis 
M. Thorstad, M.D.; Ira E. Tunnell, M.D. 


All our programs are accredited by the appropriate councils of 
the Joint Commission on Accreditation of Hospitals. 


yrs 


THE 4 
BROWN 
SCHOOLS 


An equal opportunity employer. 
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and ELAVIL is helping 








(AMITRIPTYLINE HCI MSD) 


Helping with 
symptom relief 


ELAVIL usually relieves a broad range of symptoms associated 
with depression, including sleep disturbance, one of the most 
frequently observed in the "constellation of symptoms; 

and usually the first symptom to respond to therapy. 


And, the anxiety-reducing sedative component extends 
the drugs clinical value when depression is accompanied 
by symptoms of anxiety. 


Helping with convenient 
dosage regimens 


ELAVIL offers a variety of convenient dosage regimens. 

A once-daily bedtime regimen may be an effective . 
prescribing option, particularly when taken by a 

depressed patient experiencing Sleep disturbance. 

ELAVIL can also be prescribed in divided daily doses. 


Providing a wide range Í 
of tablet strengths 4 


ELAVIL offers six color-coded tablets, available in the following 
strengths: 10 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg. 
And for special circumstances, an injectable form is available. 
Injection ELAVIL is supplied in 10-ml vials, 10 mg/ml. 


ELAVIL (Amitriptyline HCI, MSD) should not be used Ini 
during the acute recovery phase following myocardial In clinically d 
infarction; in patients hypersensitive to it; in those who 

have received an MAOI within two weeks; or in children significant b 
under 12. Patients with cardiovascular disorders should TABLETS: 10 mg. 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg 


be watched closely. Safe use during pregnancy and lac- 


INJECTION: 10 mg per ml 


tation has not been established. The drug may impair 
mental or physical abilities required in the performance 
of hazardous tasks and may enhance the response to 
alcohol. Theepossibility of suicide in depressed patients 
remains until significant remission occurs. Potentially 


e Suicidal patients should not have access to large quan- 
tities of this drug. Prescriptions should be written for the (AMITRI TYLNE Ht M D 
smallest amount feasible. Hospitalize as soon as possible 
any patient suspected of having taken an overdose. Single-entity antidepressant 
MSD with an anxiety-reducing 


For a brief summary of prescribing information, 
please see following page. | 


sedative component to its action 
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| in clinicálly 
significant depression 


r El il 
Contraindications: Known hypersensitivity. Should not be given concomitantly with a 
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and deaths 
have occurred. When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 


days to elapse before initiating therapy with amitriptyline HCI. Initiate dosage of amitrip- 
tyline HCI cautiously with gradual increase in dosage until optimum response is achieved. 


Single-entity antidepressa Nt Not recommended during the acute recovery phase following myocardial infarction. 

. . r Warnings: May block the antihypertensive action of guanethidine or similarly acting com- 
with an anxiety-reducing pounds. Should be used with caution in patients with a history of seizures or a history of uri- 
. a . nary retention, or with angle-closure glaucoma or increased intraocular pressure; in pa- 
sedative component to ItS action tients with angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely; arrhythmias, sinus tachycardia 
and prolongation of the conduction time have been reported, particularly with high doses; 
myocardial infarction and stroke have been reported with drugs of this class. Close super- 
vision ts required for hyperthyroid patients or those receiving thyroid medication. May im- 
pair mental and/or physical abilities required for performance of hazardous tasks, such as 
operating machinery or driving a motor vehicle. In patients who use alcohol excessively, po- 
tentiation may increase the danger inherent in any suicide attempt or overdosage. Safe use 
during pregnancy and lactation has not been established; in pregnant patients, nursing 
mothers, or women who may become pregnant, weigh possible benefits against possible 

hazards to mother and child. Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; pa- 
tients with paranoid symptomatology may nave an exaggeration of such symptoms; manic 
depressive patients may experience a shift to the manic phase. In these circumstances, the 
dose of amitriptyline HCI may be reduced or a major tranquilizer, such as perphenazine, may 
be administered concurrently. 


When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages‘are 
required; paralytic ileus may occur in patients taking tricyclic antidepressants in combina- 
tion with anticholinergic-type drugs. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administration. 
May enhance the response to alcohol and the effects of barbiturates and other CNS depres- e 
sants. The possibility of suicide in depressed patients remains until significant remission 
occurs. Potentially suicidal patients should not have access to large quantities of this drug. 
Prescriptions should be written for the smallest amount feasible. Concurrent electroshbck 
therapy may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug several 
days before elective surgery. Both elevation and lowering of blood sugar levels have been re- 
ported. Use with cauticn in patients with impaired liver function. 


Adverse Reactions: /Vote: Included in this listing are a few adverse reactions not reported 
with this specific drug. However, pharmacological similarities among the tricyclic antide- 
pressant drugs require that each reaction be considered when amitriptyline is administered. 
Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. CWS and Neuromuscular: Confusional states; disturbed 
concentration: disorientation; delusions; hallucinations; excitement; anxiety; restless- 
ness; insomnia; nightmares; numbness, tingling, and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; tremors; seizures; alteration in EEG pat- 
terns; extrapyramidal symptoms; tinnitus; syndrome of inappropriate ADH (antidiuretic 
hormone) secretion. Anticholinergic: Dry mouth, blurred vision, disturbance of accommoda- 
tion, increased intraocular pressure, constipation, paralytic ileus, urinary retention, dilata- 
tion of urinary tract. A//ergic: Skin rash, urticaria, photosensitization, edema of face and 
tongue. Hematologic: Bone marrow depression including agranulocytosis, leukopenia, 
eosinophilia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid? swelling, black tongue, 
rarely hepatitis (including altered liver function and jaundice). Endocrine: Testicular swelling 
and gynecomastia in the male, breast enlargement and galactorrhea in the female, increased 
or decreased libido, elevation and lowering of blood sugar levels. Other: Dizziness, weak- 
ness, fatigue, headache, weight gain or loss, increased perspiration, urinary frequency, 
mydriasis, drowsiness, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment 
after prolonged administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 


Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. In addition, the intravenous adminis- 
tration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of tri- 
cyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, the dosage 
should be repeated as required, particularly if life-threatening signs sech as arrhythmias, 
convulsions, and deep coma recur or persist after the initial dosage of physqstigmine. 


How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 

packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitriptyline* 

HCI, in single-unit packages of 100 and bottles of 100 and 1000; tablets containing 75 mg 

and 100 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 100; tablets 

containing 150 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 30 and 
* 100; for intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg oropylparaben as preservatives, and water for 
injection q.s. 1 ml. 


For more detailed information, consult your MSD representative or see full prescribing informa- 
tion. Merck Sharp & Dohme, Division of Merck & Co., Inc., West Point, Pa. 1 J7EL18(116) 
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The American Psychiatric Association annotinces publication | 
— Ofwo volumes reporting the Conference on Education of Psychiatrists na 


~Y 


held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P.A. in cooperation with 
the Arherican Academy of Child Psychiatry, the American Association of Chairmen of Departments 
of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's, Library Bound, 
544 pages, $15.00. 


This is a substantive, highly readable, report of the Conference, written by Anne H. Rosenfeld with | 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walter E. Bar- : 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D., Melvin Sabshin, M.D., Jeanne Spurlock, 

M.D., and Robert L. Robinson, M.A. (Staff Consultant). 


The volume contains ten chapters covering the topical structure of the Conference: Goals and Values; 4 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means . 
in the Service of Ends; The Program Environment; Research; The Economics of Residency Training; 
Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine appendices de- 
scribing the organization of the Conference and its participants, together with selected model pro- | 


grams and related informational materials of value. | 

2. THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 1 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. | 

: Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of . 


seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
. and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. j 
t 


Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 


Publications Office 

American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Please send me: 


copies of PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's ORDER NO. 235 
AT $15.00 PER COPY. 


copies of THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION 
OF PSYCHIATRISTS ORDER NO. 236 AT $12.50 PER COPY. 


sets of both volumes at $25.00 per set. 


-Check enclosed  . [nvoice me 
Name: 
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EXCESSIVE THE ADJUNCTIVE j , 
. ANXIETY OFTEN ANTIANXIETY ACTION OF ! 


por VERSTRAN - 


prazeoam 


— facilitates psychotherapy 
— enhances active coping 
with reality situations 


PATIENT LESS 
ACCESSIBLE TO 
PSYCHOTHERAPY... 





Proven efficacy 


m Effective symptomatic relief of anxiety and tension 
m Therapeutic response achieved with the first dose 
m Verstran —a suitable antianxiety alternative to diazepam 


Established safety 

m No drowsiness in over 93% of Verstran patients*' 

m Other side effects, if present, are minimal’ 

m Verstran is compatible with most basic therapy? | 
X 








m No accumulation after a steady state is reached 


Dosage versatility 


m The flexibility of a 10-mg b.i.d. starting schedule 

m The option of a t.i.d. or once daily * dosage regimen, 
gradually adjustable within a range of 20 to 60 mg/day 

m The simplicity of a single-strength 10-mg scored tablet, 
for easy titration and improved patient compliance 


* As with all CNS-acting agents, patients should be cautioned against 
driving, drinking, or engaging in hazardous activities. 

* Data on file, Warner/Chilcott Medical Department. 

i See package insert. 

$ At bedtime. 





Before prescribing, see complete product information on the following page. 
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TO INCREASE . 
PATIENTS oh 
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prazeoam) - 


VERSTRAN* (prazepam) (V 


Caution: Federal law prohibits dispensing without 
prescription. 

Description: Verstran (prazepam), a benzodiazepine 
derivative, is identified chemically as 7-chloro- 
1- (cyclopropylmethy!) - 1, 3 - dihydro - 5- phenyl - 2H - 
1,4-benzodiazepin-2-one. The molecular weight is 
324.8 and the structural formula is as follows: 


CI 


Clinical Pharmacology: Studies in normal subjects 
have shown that Verstran (prazepam) has depressant 
effects on the central nervous system. Oral adminis- 
tration of single doses as high as 60 mg and divided 
doses up to 100 mg t.i.d. (300 mg total daily dose) 
were without toxic effects. 

Single oral doses of Verstran in normal subjects 

produced peak blood levels at 6 hours 
postadministration, with significant amounts still 
present after 48 hours. Verstran was slowly absorbed 
over a prolonged period, rather constant blood levels 
were maintained, and excretion was prolonged. The 
mean half-life of prazepam measured in subjects 
given 10 mg t.i.d. for one week was 63 (+15 s.d.) 
hours before and 70 (+10 s.d.) hours after multiple 
dosing — a nonsignificant difference. Human 
metabolism studies showed that prior to elimination 
from the body, prazepam is metabolized in large part 
to 3-hydroxyprazepam and oxazepam. 
Indications: Verstran (prazepam) is indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct 
in disease states in which anxiety is manifested. 

The effectiveness of Verstran (prazepam) in long- 
term use, that is, more than 4 months, has not been 
assessed by systematic clinical studies. The physician 
should reassess periodically the usefulness of the 
drug for the individual patient. 

Contraindications: Verstran (prazepam) is contraindi- 
cated in patients with a known sensitivity to the drug 
and in those with acute narrow angle glaucoma. 
Warnings: Verstran (prazepam) is not recommended 
in psychotic sfates and in those psychiatric disorders in 
which agxiety is not a prominent feature. 

Patients*taking Verstran should be cautioned 
against engaging in hazardous occupations requiring 
mental alertness, such as operating dangerous mo- 
chinery, including motor vehicles. 
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Because Verstran has a central nervous system de- 
pressant effect, patients should be advised against 
the simultaneous use of other CNS-depressant drugs, 
including phenothiazines, narcotics, barbiturates, 
MAO inhibitors and other antidepressants. The effects 
of alcohol may also be increased 

Physical and Psychological Dependence: Withdrawal 
symptoms similar in character to those noted with 
barbiturates and alcohol have occurred following 
abrupt discontinuance of benzodiazepine drugs. 
These symptoms include convulsions, tremor, abdom- 
inal and muscle cramps, vomiting and sweating. 
Addiction-prone individuals, such as drug addicts 
and alcoholics, should be under careful surveillance 
when receiving benzodiazepines because of the pre- 
disposition of such patients to habituation and de- 
pendence. 

Precautions: 

Use in Pregnancy and Lactation: 

An increased risk of congenital malformations associated 
with the use cf minor tranquilizers (chlordiazepoxide, 
diazepam, and meprobamate) during the first trimester of 
pregnancy has been suggested in several studies. Verstran 
(prazepam) a benzodiazepine derivative, has not been 
studied adequately to determine whether it, too, may be 
associated with an increased risk of fetal abnormality. 
Because use of these drugs is rarely a matter of urgency, 
their use during this period should almost always be 
avoided. The possibility that o woman of childbearing 
potential may be pregnant at the time of institution of 
therapy should be considered. Patients should be advised 
that if they become pregnant during theropy or intend to 
become pregnont they should communicate with their 
physician about the desirability of discontinuing the drug. 
In view of their molecular size, Verstran and its metabo- 
lites are probably excreted in human milk. Therefore, this 
drug should not be given to nursing mothers. 

In those patients in whom a degree of depression 
accompanies the anxiety, suicidal tendencies may be 
present, and protective measures may be required. 
The least amount of drug that is feasible should be 
available to the patient at any one time. 

Patients taking Verstran for prolonged periods 
should have blood counts and liver function tests 
periodically. The usual precautions in treating pa- 
tients with impaired renal or hepatic function should 
also be observed. Hepatomegaly and cholestasis 
were observed in chronic toxicity studies in rats and 
dogs. 

In elderly or debilitcted patients, the initial dose 
should be small, and increments should be made 
gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 
Pediatric Use: Safety ond effectiveness in patients 
below the age of 18 have not been estoblished. 
Adverse Reactions: The side effects most frequently 
reported during double-blind placebo-controlled 
trials employing a typical 30 mg divided total daily 
dose and the percent incidence in the Verstran (praze- 
pam) group were: fatigue (11.6%), dizziness (8.7%), 
weakness (7.796), drowsiness (6.896), lightheaded- 
ness (6.8%), and ataxia (5.096). Less frequently re- 
ported were: headache, confusion, tremor, vivid 
dreams, slurred speech, palpitation, stimulation, dry 
mouth, diaphoresis, and various gastrointestinal 


complaints. Other side effects included: pruritus, tran- 
sient skin rashes, swelling of feet, joint pains, various 
genitourinary complaints, blurred vision, and syn- 
cope. Single nightly dose, controlled trials of variable 
dosages showed a dose-related incidence of these 
same side effects. Transient and reversible aberra- 
tions of liver function tests have been reported, as 
have'slight decreases in blood pressure and increases 
in body weight. 

These findings are characteristic of benzodiazepine 
drugs. 





Overdosage: As in the management of overdosagee 


with any drug, it should be borne in mind that multi- 
ple agents may have been taken. 

If vomiting has not occurred spontaneousfy, it 

should be induced. Immediate gastric lavage is also 
recommended. General supportive ccre, including 
frequent monitoring of the vital signs and close obser- 
vation of the patient, is indicated.. Hypotension, 
though unlikely, may be controlled with Levophed* 
(levarterenol bitartrate) or Aramine* (metaraminol 
bitartrate). Caffeine and Sodium Benzoate Injection, 
USP. may be used to counteract central nervous system 
depressant effects. 
Dosage and Administration: Verstran (prazepam) is 
administered orally in divided doses. The usual daily 
dose is 30 ma. The dose should be adjusted gradually 
within the range of 20 to 60 mg daily in accordance 
with the response of the patient. In elderly or debili- 
tated patients it is advisable to initiate treatment at a 
divided daily dose of 10 mg to 15 mg. (See Precau- 
tions.) 

Prazepam may also be administered as a single 

dose daily at bedtime. The recommended starting 
nightly dose is 20 mg. The response of the patient to 
several days' treatment will permit the physician to 
adjust the dose upward os, occasionally, down ward to 
maximize antianxiety effect with a minimum of day- 
time drowsiness. The optimum dosage will usually 
ronge from 20 to 40 mg. 
Drug Interactions: If Verstran (prazepam) is to be 
combined with other drugs acting on the central ner- 
vous system, careful consideration should be given to 
the pharmacology of the agents to be employed. The 
actions of the benzodiazepines may be potentiated by 
barbiturates, narcotics, phenothiozines, monoamine 
oxidase inhibitors or other antidepressants. 

If Verstran is used to treat anxiety associated with 
somatic disease states, careful attention must be paid 
to possible drug interaction with concomitant medica- 
tion. = 
How Supplied: Verstran (prazeffam) 10 mg light blue, 
scored tablets in bottles of 100 (N Q047-0276-51). 
STORE BETWEEN 59°-86° F (15°-30° C). 


VE-GP-84 
U.S. Patents 3192199, 3192200 
WARNER/CHILCOTT 


Division, Warner-Lambert Company 
Morris Plains, New Jersey 07950 
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Based on a rigidly controlled nationwide multicenter study... E 
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Significant, consistent findings about 
an important new product 





Limbitrol provides the well established antidepressan 
effect of amitriptyline with the proven antianxiety 
> effect of Librium (chlordiazepoxide HCI). 





In a major nationwide multicenter study 
of 279 patients, three treatment modalities were 
compared for efficacy in moderate to severe : | 
depression and anxiety. 


New Limbitrol — 
achieved these superior 
results 


c greater overall improvement 
within the first week 

omore rapid relief of insomnia 
and other target symptoms 
fewer treatment failures 





Please see complete product information 
on last pages of this advertisement. 


l 


In a majòr multicenter study 


New Limbitrol 
achieved greater improvement 
more rapidly than amitriptyline 
or chlordiazepoxide alone 


% IMPROVED 8 AMITRIPTYLINE 
100- E CHLORDIAZEPOXIDE 


4e ; 15 16 
o 


Week One Week Two Week Four Last Observation 
——— enun. fl ees Oe se Oe s — 
77 71 88 LA oe NE 70 53 72 79 71 88 


HAMILTON DEPRESSION SCALE 


New! imbitrol 


each containing 10 mg chiordiazepoxide and 
Tablets 10-25 25 mg ariitripcyline i the hydrechlende salt) 


each containing 5 mq chlordiazepoxide and 
Tablets 5-12.5 12.5 mg ARBIA (os the hydrochloride salt) 





Efficacy Comparison 
Percentage of Patients Who Were Improved* at Each Observation. 


CHLORDIAZ - 


LIMBITROL AMITRIPTYLINE EPOXIDE 


YSICIAN’S % o 
OBAL EVALUATION N Improved N Improved 
eek One T oae a ae ST ae 
eek Two 

eek Four 


st Observation 


% 
N Improved 


ATIENT'S 

OBAL EVALUATION 
eek One 

eek Two 

aek Four 

st Observation 


CK 

PRESSION INVENTORY 
eek One 

sek Two 

aek Four 

st Observation 


N —-number of patients 
riteria for improvement: 


amilton Depression Scale scores decreased by 1/2 or more from baseline. 
Beck Depression Inventory scores —decreased by 1/3 or more from baseline 
Global Evaluations-—ratings of “much better” or "very much better” 





or rapid relief of moderate to severe 


lepression and anxiety 


» 


New Limbitrol 
achieved a greater 
percentageof 
improvement within 
the first week 


than either 
component alone 


O The percentage of Limbitrol 
patients improved during the first 
week was approximately twice 
that for the amitriptyline pa- 
tients. A similar advantage was 
demonstrated over chlor- 
diazepoxide. 


L1 On the basis of physicians’ 
ratings, Limbitrol was superior to 
either component or placebo. 


L] Patient self-rating scales con- : 
firmed the superior effects of 
Limbitrol. 


O There was a high correlation 
between the physician and 
patient rating scales. 


Based on a double-blind, multicenter study Es 
of 279 patients! with a diagnosis of primary 
depression with symptoms of depression and 

anxiety of moderate to severe degree. 


179 of these patients received 
Limbitrol. 


Please see complete product information 
on last pages of this advertisement. 


t 
Ina major multiceńter study 


New Limbitrol achieved 
rapid relief of the following symptoms 
within the first week- Sooner tha 


Unwarranted Feelings 
of Guilt or Worthlessness 


Agitation — ee Psychic and Somatic Anxiety 


New] imbitrol 


each containing 10 mg chlordiazepoxide and 
Tablets 10-25 25 mg amitriptytine s the Porochienide salt) 

each containing 5 mq chlordiazepoxide and 
Tablets 5-12.5 12.5 mg pracy Lane the Potitochlonde salt] 





amitriptyline alone Dereon sae ll 
o insomnia 

o psychic anxiety 
CJ somatic anxiety 
o agitation 

o suicidal ideation 
O worthlessness 


Beck 
Depression Inventory Items 


oO pessimism 

(3 dissatisfaction 

g guilt 

o social withdrawal 
o anorexia 


can be relieved early By aking advantage 

of the sedative effect of Limbitrol. For 

some patients the lara jer. Barr ai of the 
| iy 





9r rapid relief of moderate to severe 


epression and anxiety 


Please see complete product information 
on last pages of this advertisement. 


t 
In a major multicenter study 


New Limbitrol 
demonstrated greater 
patient acceptance 


Lower dropout rate 

o The dropout rate due to side effects was lower with Limbitrol 
than with amitriptyline (Limbitrol 4%, amitriptyline 13%, chlor- 
diazepoxide 1%). 

[J The dropout rate due to therapeutic failure was lowest with 
Limbitrol (Limbitrol 2%, amitriptyline 6%, chlordiazepoxide 12%). 


While the frequency of side effects was comparable between 
Limbitrol and amitriptyline, it should be noted that drowsiness . 
occurred more often with Limbitrol. 


Compliance 

g Because Limbitrol produces significant relief of a broad spec- 
trum of symptoms, frequently within the first week, it promotes 
greater patient compliance. 


Simplicity 

g Limbitrol reduces the number of medications prescribed, thus 
simplifying the dosage regimen and lessening the chance of dos- 
age error by the patient—an important factor in the treatment of 
depression, where insufficient medication can lead to treatment 
failure. 


Dosage Options 

O The Limbitrol dosage options are designed to provide effective 
doses of amitriptyline and chlordiazepoxide for early relief of 
symptoms and better patient compliance. 


New] imbitrol 


each containing 10 mg chlordiazepoxide and 
Tablets 10-25 25 mg amitriptyline s the nyckothlofde : salt) 

each containing 5 mg chlordiazepoxide a 
Tablets 5-12. 5 12.5 mg < amitriptutine fas the sort elated og salt) 





> = 
Howtoinitiateand — ~ 
maintain therapy 

For most patients ` 

O Limbitrol 10-25 is recom- 

mended in an initial dosage of 


three or four tablets daily in 
divided doses. 


For elderly patients and 
patients who do not tolerate 
higher doses 


L1 Limbitrol 5-12.5 is recom- 
mended in an initial dosage of 
three or four tablets daily in 
divided doses. 


For all patients 


O Dosage should be indi- 
vidualized on the basis of symp- 
tom severity and response. z 
— Because drowsiness is a 
common side effect, it may be 
preferable to give the larger 
portion of the total daily 
dose at bedtime. Not only 
will this help minimize prob- + $ 
lems with drowsiness, it may 
also help relieve a major 
target symptom—insomnia. 
—Some patients respond to 
smaller doses or to a single 
dose at bedtime. 
— Dosage may be 
increased up to six tablets 
or decreased to two tablets 
daily as necessary. 
O Once a satisfactory response is 
obtained, reduce dosage to the 
smallest amount needed to main- 
tain remission. 





‘or rapid relief of moderate to severe 
lepression and anxiety 


Please see complete product information 
on last pages of this advertisement. 





How to make each patient 
an informed patient 


1. Discuss with your patients the 
probability that they will experi- 
ence drowsiness especially dur- 
ing the first week. 


2. Reassure your patients that 
drowsiness is an indication that 
the medication is working and 
beginning to help them; indicate 
that it may help alleviate their in- 
somnia. 


3. Encourage your patients to 
report to you if drowsiness be- 
comes troublesome, so that you 
can, if necessary, adjust the dos- 
age schedule. 


4. Caution your patients about 
the combined effects with alco- 
hol or other CNS depressants. 
Let them know that the additive 
effects may produce a harmful 
level of sedation and CNS de- 
pression. 


5. Caution your patients about 
activities requiring complete 
mental alertness, such as operat- 
ing machinery or driving a Car. 
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Limbitrol 
Tablets 


Tranquilizer—Antidepressant 

Limbitrol 10-25 

Each tablet contains 10 mg chiordiazepoxide and 
25 mg amitriptyline in the form of the hydro- 
chloride salt. - 

Limbitrol 5-12.5 

Each tablet contains 5 mg chlordiazepoxide and 
12.5 mg amitriptyline in the form of the hydro- 
chloride salt. 

Description: Limbi:rol combines in a tablet for 
oral administration, chlordiazepoxide, an agent 
for the relief of anxiety and tension, and amitrip- 
tyline, an antidepressant. 

Chlordiazepoxide is a benzodiazepine with the 
formula 7-chloro-2-tmethylamino)-5-phenyl- 


3H-1, 4-benzodiazepine 4-oxide. it is a slightly yel- 


low crystalline material and is insoluble in water. 
The molecular weight is 299.76. 
Amitriptyline is a dibenzocycloheptadiene deriva- 
tive. The formula is 10,11-dihydro-N,N-dimethyl- 
5H-dibenzo [a, d] cycloheptene-A*"-propyl- 
amine hydrochlorice. It is a white or practically 
white crystalline compound that is freely soluble 
in water. The molecular weight is 313.87 
Actions: Both comoonents of Limbitrol exert their 
action in the central nervous system. Extensive 
studies with chlordiezepoxide in many animal 
species suggest action in the limbic system. Re- 
cent evidence indicates that the limbic system is 
involved in emotional response. Taming action 
was observed in some species. The mechanism 
of action of amitriptyline in man is not known, but 
the drug appears to interfere with the reuptake of 
norepinephrine into adrenergic nerve endings. 
This action may prolong the sympathetic activity 
of biogenic amines. 
Indications: Limbitrol is indicated for the treat- 
ment of patients with moderate to severe depres- 
sion associated with moderate to severe PUN 
The therapeutic response to Limb:trol occurs ear- 
lier and with fewer treatment failures than when 
either amitriptyline cr chlordiazepoxide is used 
alone. 
Symptoms likely to respond in the first week of 
treatment inctude: insomnia, feel- 
ings of guilt or worthlessness, 
agitation, psychic and somatic 
anxiety, suicidal ideation and 
anorexia. 
^ Contraindications: Limb trol is 
4" contraindicated in patients with 
i hypersensitivity to either benzo- 
diazepines or tricyclic antide- 
pressants. It should not be given 
ccncomitantly with a mono- 
amine oxidase inhibitor. Hyper- 
pyretic crises, severe convul- 
sions and deaths have occurred 


hd 


New 





Limbitrol. 


in patients receiving a tricyclic antidepressant 
and a monoamine oxidase inhibitor simulta- 
neously. When it is desired to replace a 
monoamine oxidase inhibitor with Limbitrol, a * 
minimum of 14 days should be allowed to elapse , 
after the former is discontinued. Limbitrol should 
then be initiated cautiously with gradual increase 
n dosage until optimum response is achieved. 
This drug is contraindicated during the acute re- 
covery phase following myocardial infarction. 


Warnings: Because of the atr opine-like action of 
the amitriptyline component, great care should be 
used in treating patients with a history of urinary 
retention or angle-closure glaucoma. in patients 
with glaucoma, even average doses may precipi- 
tate an attack. Severe constipation may occur in 
oatients taking tricyclic antidepressants in com- 

dination with anticholinergic-type drugs. 
Patients with cardiovascular disorcers should be 
watched closely. Tricyclic antidepressant drugs, 
particularly when given in high doses, have been 
reported to produce arrhythmias, sinus tachycar- 
dia and prolongation of conduction time. 
Myocardial infarction and stroke have been re- 
oorted in patients receiving drugs of this class. 
Usage in Pregnancy: Safe use of Limbitrol during 
pregnancy and lactation has not been estab- 
lished, Because of the chlordiazepoxide compo- 
nent, please note the following: 
An increased risk of congenital malfor- 
mations associated with the use of minor 
tranquilizers (chlordiazepoxide, 
diazepam and meprobamate) during the 
first trimester of pregnancy has been 
suggested in several studies. Because 
use of these drugs is rarely a matter of 
urgency, their use during this period 
should almost always be avoided. The 
possibility that a woman of childbearing e 
potential may be pregnant at the time of 
institution of therapy should be consid- 
ered. Patients should be advised that if 
they become pregnant during therapy or 
intend to become pregnant they should 
communicate with their physicians about 
the desirability of discontinuing the drug. 
Fhysical and Psychological Dépendence: Physi- 
cal and psychological dependence to Limbitrol 
have not been reported. However, since physical 
and psychological dependence to chlordiaz- 
epoxide have seme reported rarely, caution must 
ne exercised in administering Limbitrol to indi- 
viduals Vus to be addiction-prone or to those 
whose history suggests they may increase the 
dosage on their own initiative. 
Withdrawal symptoms from Limbitrol have not 
been reported. However, withdrawal symptoms 
following abrupt cessation of prolonged therapy 
with either component alone have been reported. 
With amitriptyline, these have been noted to con- 
sist of nausea, headache and malaise; for chlor- 
diazepoxide, the symptoms (including convul- 
sions) are similar to those seen with barbiturates. 
Precautions: General: Use with caution in pa- 
tients with a history of seizures. 
Close supervision is required when Limbitrol is 
given to hyperthyroid patients or those on thyroid 
medication 


® 


each containing 10 mq chlordiazepoxide and 
Tablets 10-25 25 mg Arita ac Behe X the hydrochloride salt] 

each containing 5 mq chlordiazepoxide and 
Tablets 5-12.5 12.5 mg Ine (os the Podtorioride salt) 
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The usual precattions shoutd be observed when 
ireating patients with impaired renal or hepatic 
function. 

Patients with suicidakideation should not have 


* , easy access to large quantities of the drug. The 


possibility of suicide in depressed palients re- 
mains until significant remiss'on occurs. 
Information for the Patient: Because of the seda- 
tive effects of Limbitro , ratients should be cau- 
tioned about combine effects with alcohol or 
other CNS depressants, The additive effects may 
: produce a harmful level of sedation and CNS de- 
pression, 

Patients receivirg Lirrbitrol saould be cautioned 
against engaging in hazardous occupations re- 
quiring complete merita alertness, such as 
operating mach nery or driving a motor vehicle. 
Essential Laboratory Tes:s: Patients on prolonged 
treatment should have periodic liver function 
tests and blood counts. 

Drug and Treatment Interactions: Because of its 
amitriptyline componan:, Limbitrol may block the 
antihypertensive action of guanethidine or com- 
pounds with a similar mechanism of action. 

The effects of concomitant administration of 
Limbftrol and othet psychotropic drugs, have not 
' been evaluated. Sedative effects may te additive, 
The drug should be discontinued Several days 
before elective surgery. 

Concurrent administrat on of ECT T Limbitrol 
should be limited to these patients for whom itis 
essential, : 
Pregnancy: See WARNINGS section: . 

Nursing Mothers: It is rot known whether this 
drugés excreted in human milk. As a general rule 
nursing should not be undertaken while a patient 
is on a drug, since many drugs are vidco in 
human milk. 

Pediatric Use: Safet; yand effectiveness i ir chil- 
established. 

` Eldefly Patients: In Ede and debii itated pa- 
tients it is recommended that dosage f be limited 
to the smallest effective amount to precitde the 
development of ataxia. ove-sedation, €orifusion or 
anticholinergic effects 2 3 

Adverse Reactions: Adverse reaction§ tc 
Limbitro! are those associated with che use of 
either component dione. Most freqüetly reported 
were drowsiness, dzy mouth, constipation, blurred 
vision, dizziness and bloating. Other side effects 
occurring less. com manly included:vivid dreams. 
impotence, tremor,.ccniusion and nasal con- 
gestion. Many symotems common.to the depres- 
sive state, such as. anorexia, fatigue, weakness, 
restlessness and lethargy have been reported 


. as side effects of treatment with beth Limbitro! 


and amitriptyline. - 
Granulocytopenia, jaundice and hepatic dys- 
function of uncertain etiology have also been ob- 
served rarely with Limbitrol. When treatment with 
Limbitrol is prolonged, pe-iodic blood counts and 
liver function tests are advisable. — 
Note: Included in the listing which follows are 
adverse reactions which have not been reported 
with Limbitrct. However, they are included be- 
cause they have been reported during therapy 
with one or both of the ccmponents: or closely 
related drugs. . 

e 


Cardiovascular: Hypotension, hypertension; 
tachycardia, palpitations, myacardial infaredion, 
arrhythmias, heart block, stroke. "e 
Psychiatric: Euphoria, apprehension, poor con- 
centration, delusions, hallucinations, hypornania 
and increased or decreased ibido. 

Neurologic: Incoordination, ataxia, numbness, 
tingling and paresthesias of the extremities, 
extrapyramidal symptoms, syncope, changes | in 


, EEG patterns. 


Anticholinergic: Disturbance of accommodation, 
paralytic ileus, urinary retention, dilatation of — 
urinary tract. 

Allergic: Skin rash, urticaria, photosensitization, 
edema of face and tongue, pruritus. 
Hematologic: Bone marrow Jepression including 
agranulocytosis, eosinophilia, purpura, dug 
bocytopenia. 

Gastrointestinal: Nausea, epigastric TeS, 
vomiting, ancrexia, stomatitis, peculiar taste, 
diarrhea, black tongue. 

Endocrine: Testicular swelling and gynecornastia 
in the male, breast enlargement, galactorrhea 
and minor menstrual irreguiarities in the female 
and elevation and lowering of blood sugar levels. 
Other: Headache, weight gain or loss, increased 
perspiration, urinary frequency, mydriasis, ox 
dice, alopecia, parotid swel.ing. 

Overdosage: There has been limited experience 
with Limbitrol overdosage cer se; the manifesta- 
tions of overdosage and recommendations for 
treatment ara based on clinical experience with 
its components. Primary concern should be with 
the dangers associated with amitriptyline ver- 
dosage. Deaths by deliberate or accidental over- 
dosage have occurred with this class of drugs. 
All patients suspected of having an overdosage 


` of Limbitrol should be adrritted to a hospital as 


Soon as possible. 

Manifestations: High doses may cause drowsi- 
ness, temporary confusion, disturbed concentra- 
tion or transient visual hallucinations. Overdosage 
may cause hypothermia, tachycardia and other 
arrhythmias, ECG evidence of impaired conduc- 
tion (such as bundle branzh block), congestive 
heart failure, dilated pupils, convulsions, severe 
hypotension, stupor and coma. Other symptoms 
may be agi-ation, hyperactive reflexes, muscle 
rigidity, vomiting, hyperpyrexia or any of those 
listed under Adverse Reactions. 

Treatment: Empty the stomach as quickly as 
possible by emesis or lavage. In the comatose 
patient a cuff endotracheal tube should Be placed 
in position prior to either of these measures. The 
instillation of activated charcoal into the stomacr 
also should be considered. If the patient is 
stuporous but responds to stimuli, only close ob- 
servation and nursing care may be required. itis 
essential to maintain an adequate airway and 
fluid intake. Body temperature should be 
watched closely and appropriate measures take? 
should deviations occur. 

The intramuscular or slow intravenous adminis- 
tration of 1 to 3 mg in adutts (or 0.5 mg in chil- 
dren) of pnysostigmine salicylate (Antilirium) ? 
has been reported to reverse the manifestations 
of amitrip:yline overdosage. Because of its rela- 
tively short half-life, additional doses may be 
needed a: intervals of 30 minutes to 2 hours. 


For rapid relief of moderate to severe 


depression and anxiety 


Al 
oy 


Convulsions may be treated by the use of a7 inha- 
lation anesthetic rather than the use of barbi- | 
turates, Cardiac monitoring js advisable, and the _ 
gautious t use of digitalis or other antiarrhythmic 
agents shou id be considered if serious cartiiovas- 
cular abnormalities occur. Serum potassium 
levels shauld be monitored and kept within nor- 
mal lim.t$ by the use of appropriate I. V. fluids. 
Stendard:measures including oxygen, I.V. fluids, 
3lesma expanders and corticosteroids may be 
JSed to control circulatory shock. | 
Dialysis iS.unlikelv to be of value, as it has not 
proven useful in overdosages of either amitrip- 
tyline or éhlordiazepoxide. Since many suicidal 
attemptsiinvolve multiple drugs including arbi- 
turates, the possibility of dialysis being beneficie! 
for remoyal of other drugs should not be over- 
looked. * | 
Treatment shoulc be continued for at leas: 48 
hours,.aleng with cardiac monitoring in patients 
who dô not respand to therapy promptly. Since 
relapsesiare frequent, patients should be nos- 
pitalized until their conditior.s remain stable wita- 
out physostigmine for at least 24 hours. 
Since »vérdosage i is often deliberate, patiants 
ray attempt suicide by other means during the 
recovery: phase. 
Referenċes: 1. Granacher RP Baldessarini RJ: 
Physostigmine: Its use in acute anticholir ergic | 


syndrome with entidepressant and antiparkinson 


drugs. Atch Gen Psychiatry 32:375-380, March. 
1375.2. Burks JS, Walker JE, Rumack BH, Ott. 
JE: Tricyclic antidepressant poisoning: Reversal of 
coma; ehoreoathetosis, and myoclonus by 
physostigmine. JAMA 230:1405-1407, Dec. 9, 
1974. 3: Snyder BD, Blonde L, McWhirter WR: 
Reversal of amitriptyline intoxication by physo- - 
stigmine. JAMA 230:1433-1434, Dec. 9, 1974. 
Dosage and Administration: Optimum cosage 
varies with the severity of the symptoms and the 
response of the individual patient. When a satis- 
facto"y response is obtained, dosage should ba 
reduced. to the smallest amount needed to main- 
tain the'remission. The larger portion of the total 
daily dose may be taken at bedtime. In some 
datients, a single dose at bedtime may be suffi- 
cient. general, lower dosages are recom- - 
mended for elderly patients. 
Limbitrol 10-25 is recommended in an initial dos- 
age of three or four tablets daily in divided doses: 
this may be increased to sx tablets daily as re- 
quired..Some patients respond to smaller doses 
and can be maintained or two tablets daily. 
Limbitrol 5-12.5 in an initial dosage of three o- 
four tablets daily in divided doses may be satis- 
factory i in patients who do not tolerate higher 
doses. ol 
How Supplied: White, film-coated tablets, each 
conzaining 16 mg chlordiezepoxide anc 25 mg 
amitriptyline (as the hydróchioride salt? and blue, 
film-coated tablets, each containing 5 mg chlor- 
diazezoxide aad 12.5 mg amitriptyline {as the 
hydreehloride salt) —bott.es of 100 anc 500; 
Tel-E-Dose® packages of 100; Prescription Paks 
of £0; 





"E Roche Laboratories 
E > Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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Thevulnerable 


QS The first epileptic seizure 
is most likely to occur 
during early childhood and 
at the onset of puberty 


About 9 out of 10 epileptics experience their first seizure before the 
age of 20—with the highest incidence between 5 and 7, when chil- 
dren start school, and at the onset of puberty, a time of physiological 
and psychic turmoil.! The most common type, grand mal, occurs 
in approximately 75% of epileptic children,! and more than 50% 
of patients who suffer initially from petit mal develop grand mal 
seizures before they reach the age of 16.? 





Mysoline (primidone) for 
control of erand mal,psycho- 
motor and focal epilepsy 


At the onset and afterwards — used alone or as concomitant 
therapy, MYSOLINE may reduce the frequency and severity of 

E major motor seizures—or even eliminate them. Excellent for con- 
trol of grand mal. Valuable for control of psychomotor!?4 and 
focal epilepsy as well.’ 


Add Mysoline when control with other anticonvul- 
sants is inadequate — As concomitant therapy, MYSOLINE can 

improve seizure control in grand mal and psychomotor epilepsy. 
The combined use of phenobarbital, diphenylhydantoin, and 

MYSOLINE may have additive anticonvulsant effects without addi- 
tive side effects.6 


Change to Mysoline when other anticonvulsants fail — 
A changeover to MYSOLINE is frequently warranted when other 
anticonvulsants must be discontinued because of important side 
effects, or when grand mal seizures are refractory to phenobarbital, 


with or without dipheny!hydantoin.? 
Ayerst. 


Mysoline 
Tablets 250 mg. 


E (primidone) .... 


May be the start of a 
better life for the epileptic 


See following page of advertisement for prescribing information. 7538 








Mysoline (primidone} 


_ may be the start of a better life for the epileptic 


"inital and maintenance therapy for 


grand mal, psychomotor and focal epilepsy 


BRIEF SUMMARY 
(For full prescribing information, 
see package circular.) 





AYERST LABORATORIES 
New York, N.Y. 10017 
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MYSOLINE” Brand of PRIMIDONE 


Anticonvulsant 


ACTIONS: MYSOLINE acts on the central nervous system 
to raise seizure threshold or alter seizure pattern. The mecha- 
nism(s) of action of anticonvulsant drugs is not known. 


Primidone has anticonvulsant activity per se. In addition, its 
two metabolites possess anticonvulsant qualities. The major 
metabolite is phenylethylmalonamide (PEMA); the other is 
phenobarbital. In addition to its own anticonvulsant potential, 
PEMA potentiates phenobarbital. 


INDICATIONS: MYSOLINE, either alone or used con- 
comitantly with other anticonvulsants, is indicated in the con- 
trol of grand mal, psychomotor, and foeal epileptic seizures. It 
may control grand mal seizures refractory to other anticonvul- 
sant therapy. 


CONTRAINDICATIONS :Primidone is contraindicated 
in: 1) patients with porphyria and 2) patients who are hyper- 
sensitive to phenobarbital (see ACTIONS). 


WARNINGS: The abrupt withdrawal of antiepileptic 


medication may precipitate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes several days 
before it can be assessed. 


Use in pregnancy: Recent reports strongly suggest an asso- 
ciation between the use of anticonvulsant drugs by women with 
epilepsy and an elevated incidence of birth defects in children 
born to these women. Reference has been made to primidone in 
several cases in which it was used in combination with other 
anticonvulsants; but its teratogenicity has not been conclusively 
demonstrated. The possibility exists that other factors, e.g., 
genetic factors or the epileptic condition, may contribute to the 
higher incidence of birth defects. The data also indicate that the 
great majority of mothers receiving anticonvulsant medication 
deliver normal infants. 


Anticonvulsant drugs should not be discontinued in patients in 
whom the drug is administered to prevent major seizures be 
cause of the strong possibility of precipitating status epilepticus 
with attendant hypoxia and risk to both mother and the unborn 
child. 

When the nature, frequency, and severity of the seizures Co not 
pose a clear threat to the patient, good medical practice requires 
that the physician weigh the expected therapeutic benefit of 
anticonvulsant therapy against possible risk on an individual 
basis. 

Neonatal hemorrhage, with a coagulation defect resembling 
vitamin K deficiency, has been described in newborns whose 
mothers were taking primidone and other anticonvulsants. 
Pregnant women under anticonvulsant therapy should receive 
prophylactic vitamin K, therapy for one month prior to, and 
during, delivery. 


The physician should weigh all of the foregoing considerations 
when treating and counseling epileptic women of childbearing 
potential. 


PRECAUTIONS: The total daily dosage should not exceed 
2 Gm. Since MYSOLINE therapy generally extends over pro- 
longed periods, a complete blood count and a sequential mul- 
tiple analysis-12 (SMA-12) test should be made every six 
months. 


In nursing mothers: There is evidence that in mothers 
treated with primidone, the drug appears in the milk in sub- 
stantial quantities. Since tests for the presence of primidone in 
biological fluids are too complex to be carried out in the average 
clinical laboratory, it is suggested that the presence of undue 
somnolence and drowsiness in nursing newborns of 
MYSOLINE-treated mothers be taken as an indication that 
nursing should be discontinued. 


ADVERSE REACTIONS: The most frequently occur- 
ring early side effects are ataxia and vertigo. These tend to dis- 
appear with continued therapy, or with reduction of initial 
dosage. Occasionally, the following have been reported: nausea, 
anorexia, vomiting, fatigue, hyperirritability, emotional dis- 
turbances, sexual impotency, diplopia, nystagmus, drowsiness, 
and morbilliform skin eruptions. Occasionally, persistent or 
severe side effects may necessitate withdrawal of the drug. 
Megaloblastic anemia may occur as a rare idiosyncrasy to 
MYSOLINEand toother anticonvulsants. The anemia responds 


to folic acid, 15 mg. daily, without necessity of discontinuing 
medication. i 

DOSAGE AND ADMINISTRATION: The average 
adult dose is 0.75 to 1.5 Gm. per day. The initial dose is 250 mg. * 
Increments of 250 mg. are added, usually at weekly intervals, 
to tolerance, or therapeutic effectiveness, up to daily doses not 
exceeding 2.0 Gm. A typical dosage schedule for the introduc- 
tion of MYSOLINE (primidone) is as follows: 


Adults and Children Over 8 Years of Age 


2nd Week 
250 mg. b.i.d. 


1st Week 
250 mg. daily at bedtime 


3rd Week 
250 mg. t.i.d. 


4th Week 
250 mg. q.i.d. 





' maintenance levels are es- 
tablished by a similar schedule, but at one-half the adult dosage. 
It is best to begin with 125 mg., with gradual weekly incgeases 
of 125 mg. a day, to a daily total usually between 500 mg. and 
750 mg. 


In children under 8 years of age 


In patients already receiving other anticonvulsants: 
MYSOLINE should be gradually increased as dosage of the 
other drug(s) is maintained or gradually decreased. This regi- 
men should be continued until satisfactory dosage level is 
achieved for combination, or the other medication is completely 
withdrawn. When therapy with this product alone is 
the objective, the transition should not be completed in less 
than two weeks. 


MYSOLINE 50 mg. Tablet can be used to practical advantage 
when small fractional adjustments (upward or downward) 
may be required, as in the following circumstances: 
* for initiation of combination therapy 
* during "transfer" therapy 
: ; : | a . 0 
* for added protection in periods of stress or stressful situa- 
tions that are likely to precipitate seizures (menstruation, 
allergic episodes, holidays, etc.) * 


HOW SUPPLIED: MYSOLINE Tablets — No. 430 — Each 
tablet contains 250 mg. of primidone (scored), in bottles of 
100and 1,000. Alsoin unit dose packageof 100. No. 431 — Each 
tablet contains 50 mg. of primidone ( scored), in bottles of 100 
and 500. MYSOLINE Suspension — No. 3850 — Each 5 cc. ( tea- 
spoonful) contains 250 mg. of primidone, in bottles of 8 fluid- 
ounces. 


References: 1. Livingston, S.: Comprehensive Management 
of Epilepsy in Infancy, Childhood and Adolescence, Springfield, 
IIl., Charles C Thomas, 1972, pp. 6, 7 ee 2. Grossman, H.J.: 
Il]. Med. J. 35:260 (Mar.) 1969. 3. Scholl, M.L., in Conn, 
H.F.: Current Therapy 1973, cae Saunders, 1973, 
pp. 675-7. 4. Metrick, S.: C.M.D. 37:49 Jan.) 1970. 5. Forster, 
F.M.: Med. Clin. North Am. 47:1579 (Nov.) 1970. 6. White, 
P.T.: Wis. Med. J. 68:178 (Apr.) 1969. 7. Millichap, J.G.: 
Drug Ther. 1:15 (Oct.) 1971. 





One of the most discussed products 
at the '77 psychiatric convention... 


L- TRYPTOPHAN 
NOW HAS A 
NEW TRADE 
NAME 


YY 
Mes 


ryp[acin 


Essential Amino Acid Dietary Supplement 


Tryptacin® comes to you from the . 

people who have been supplying this 

essential amino acid to the medical 
profession for the past 18 years. 


Available in scored tablets 


; 49. 9.95 
. $22.50 


$24.95 
$60.00 


All tablets scored for precise, and convenient 
adjustment of dosage. Adjustment to half-tablet 
dosage does not require a new Rx. 


SEE NEW LISTING IN 1978 
PHYSICIANS DESK REFERENCE (PDR) 


ORDER DIRECT: 


otc 
Laboratories, 


Inc. 


99 N. W. Miami Gardens Drive 
Miami, Florida 33169 
(305) 653-1722 








UNIQUE- 
NESS: 


In People 


& at the 
Lutheran 


Hospital 
Psychiatric 
Care Unit 


Providing complete psychiatric care in 
a general hospital setting with special 
emphasis on disorders of adolescence. 


Kiaan Aospilal of Milwaukee, Sue 


Basil Jackson, M.D., D.P.M., M.Th., D.Sc., F.A.C.P. 
Chairman, Department of Psychiatry 
2200 W. Kilbourn Ave., Milwaukee, WI. 53233 


ALBERTA, CANADA 


PSYCHIATRISTS 


ARE YOU A CANADIAN INTERESTED IN RETURNING? 


As Canada's fourth largest province, Alberta (1,868,000 
population) is experiencing a phase of economic growth 
primarily based on its energy resources. Its residents enjoy a 
vigorous cultural life and a high standard of facilities and 
services. The development of the Health Sciences Centre 
(Phase | cost is $90,000,000) will make its capital city, 
Edmonton, a major centre in health care research. 

General and specialty positions (for example, REHABILITA- 
TION) exist in various large and small urban locations with 
Alberta Mental Health Services. Most are team oriented, 
community or part time community positions backed by 
excellent medical and para-medical staff and services. 

There is flexibility in determining how a Psychiatrist divides 
his/her time including the opportunity for involvement at the 
local university and the opportunity for research. Edmonton 
based Psychiatrists are encouraged to seek clinical 
appointments at the University of Alberta. 

Basic requirement is eligibility to practice medicine in 
Alberta. We will assist you in determining this eligibility. 
Advanced training is desirable and recognized in our salary 
schedule. 

Salary range is from U.S. $25,000 to U.S. $46,000, plus duty 
roster pay. Financial arrangements include removal 
expenses. (Exchange calculated as of March 8, 1978). 

For further information, call Dr. Charles Hellon (collect) at 
(403) 427-2816 OR write, in confidence, to: 

Dr. C. Hellon, MB., ChB., DPM, FRCP: (C), MR.C. 
(Psych.) 

Assistant Deputy Minister 

Mental Health Services 

Seventh Street Plaza 

10030 - 107 Street 


Edmonton, Alberta T5J 3E4 | d 






























an clinically significant depression 


4 reasons | 
why you should 
consider. 
Norpramin 


(desipramine 
hydrochloride) : 


next 











All tricyclic antidepressants are 
not the same. Desipramine hydro- 
chloride is the most potent blocker 
of norepinephrine re-uptake. 


Synaptic Cleft 





Norpramin 


(desipramine ic. 
hydrochloride 
tablets NF) 


25, 50, 75, 100, 150 mg. 








Presynaptic 
Neuron 






Postsynaptic 
Neuron 


Tricyclic Antidepressant 


Diagrammatic representation of the mechanism of action of the tricyclic antide- 
pressants. The tricyclic antidepressants block the presynaptic nerve terminal and 
thus the concentration is increased at the receptor site and the effect is poten- 
tiated. (NE=norepinephrine) 


According to current theory ^? some tricyclic 
antidepressants may fail in certain types of 
depression because they are not sufficiently 
potent blockers of norepinephrine re- 
uptake. Laboratory studies have shown that 
- desipramine is the most potent inhibitor of 
norepinephrine re-uptake. 3 
Norpramin may work in some patients when 
other tricyclic antidepressants do not. 





id it 
Less anticholinergic activity COnSI er | 
(See Warnings section.) 
Studies in animals and in normal human sub- 
jects®»® have shown that desipramine has 
significantly less anticholinergic activity than ? 
*amitriptyline or doxepin. 
- The single bond side chain is associated with Or 

id it 


lower anticholinergic activity than these 








other leading antidepressants. 
This may mean: 

‘less dry mouth 

‘less blurred vision 

*less urinary retention 








Helps patients remain calm 
but active 


Norpramin does not usually inhibit normal 
activity although patients should be cau- 
tioned as to driving or operating machinery if 
drowsiness occurs. 


In addition... 
Begins to improve sleep patterns 
within one week in some patients’ ° 


*Norpramin helps relieve the sleep distur- 
bances that often accompany depression. 

* As the depression is relieved the difficulty 
in falling'asleep, restlessness and early 
morning awakening diminish. 


Merrell 


See following page for prescribing information. 
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Norpramin' > 
(desipramine hydrochloride 
tablets NF) É 


AVAILABLE ONLY ON PRESCRIPTION 
Brief Summary 
Indications: Norpramin :s indicated for the relief of depres- 
sive symptoms. Endogenous depressions are more likely to 
be alleviated than others. 
Contraindications: Desipramine hydrochloride should not 
be given in conjunction with, or within two weeks of, treat- 
ment with a monoamine oxidase inhibitor drug; hyperpyretic 
crises, severe convulsions and death have occurred in pa- 
tients receiving MAO inhibitors and tricyclic antidepres- 
sants. When substituting Norpramin for an MAOI, wait at 
least two weeks after discontinuing the MAOI, then start 
Norpramin cautiously and increase gradual y. 
The drug is contraindicated in the acute recovery period 
following myocardial infarction. It should not be used in 
those who have shown prior hypersensitivity to the drug. 
Cross sensitivity between this and other dibenzazepines IS 
a possibility. 
Warnings: 1. Extreme caution should be used when this 
drug is given in the following situations: (a) In patients with 
cardiovascular disease, because of the possibility of con- 
duction defects, arrhythmias, tachycardias, strokes and 
acute myocardial infarction. (b) In patients with a history of 
urinary retention or glaucoma, because of the drug s an- 
ticholinergic properties. (c) In patients with thyroid disease 
or those on thyroid medication, because of the possibility of 
cardiovascular toxicity, including arrhythmias. (d) In patients 
with a history of seizure disorder, because this drug has 
been shown to lower the seizure threshold. 
2. This drug is capable of blocking the antihypertensive ef- 
fect of guanethidine and similarly acting compounds. 
3. Use in Pregnancy. Safe use of desipramine hydrochloride 
during pregnancy and lactation has not been established: 
therefore, if it is to be administered to pregnant patients, 
nursing mothers, or women of child bearing potential, the 
pose benefits must be weighed against the possible 
azards to mother and child. Animal reproductive studies 
have been inconclusive. 
4. Use in Children: Norpramin is not recommended for use 
in children since safety and effectiveness in pediatric age 
group have not been established. 
5. This drug may impair the mental and.or physical abilities 


. required for the performance of potentially hazardous tasks 


such as driving a car or operating machinery; therefore, the 
patient should be cautioned accordingly. 

6. In patients who may use alcoho! excessively, it should be 
borne in mind that the potentiation may increase the danger 
inherent in any suicide attempt or overdosage 
eens: 1. Itis important that this drug be dispensed in 
the least possible quantities to depressed outpatients, since 
suicide has been accomplished with this class of drug. Or- 
dinary prudence requires that children not have access to 
this drug, or to potent drugs of any kind; if possible, this 
drug should be dispensed in containers with child resistant 
safety closures. Storage of this drug in the home must be 
supervised responsibly. 

2. Reduce dosage. or alter treatment. if serious adverse 
effects occur. 

3. Norpramin therapy in patients with manic-depressive ill- 
ness may induce a hypomanic state after the depressive 
phase terminates. 

4. The drug may cause exacerbation of psychosis in 
Schizophrenic patients. 

5. Close supervision and careful adjustment of dosage are 
required when this drug is administered concomitantly with 
anticholinergic or sympathomimetic drugs. 

6. Patients should be warned that while taking this drug their 
response to alcoholic beverages may be exaggeratec. 

7. There is limited clinical experience in the concurrent ad- 
ministration of ECT and antidepressant drugs. Thus. if such 
treatment is essential, one should consider the possibility of 
increased risk relative to benefits. 

B. The sedative effects of Norpramin and benzodiazepines 
(e.g., chlordiazepoxide or diazepam) are additive. Both the 
sedative and anticholinergic effects of the major tranquiliz- 
ers are additive to those of Norpramin 


Peer 
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9. Discontinue as soon as possible prior to elective surgery 
because of the possible cardiovascular effects. Hyperten- 


sive episodes have been observed during surgery in pa- 
tients on desipramine hydrochloride. 

10. Both elevation and lowering of blood sugar levels have 
been reported. 

11. Leukocyte and differential counts should be performed 
in any patient who develops fever and sore throat during 
therapy; the drug shouid be ciscontinued if there is evi- 
dence of pathological neutrophil depression. 

Adverse Reactions: Note: Included in the listing which 
follows are a few adverse reactions which have not been 
reported with this specific drug. However, the phar- 
macological similarities among the tricyclic antidepressant 
drugs require that each of the reactions be considered when 
Norpramin is administered. 

Cardiovascular. hypotension, hypertension, tachycardia, 
palpitation, arrhythmias, heart block, myocardial infarction, 
stroke 

Psychiatric: confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions; anxiety, rest- 
lessness, agitation; insomnia and nightmares; hypomania: 
exacerbation of psychosis. 

Neurological: numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors, peripheral 
neuropathy; extrapyramidal symptoms; seizures; alteration 
in EEG patterns; tinritus. 

Anticholinergic: dry mouth. and rarely associated sublingual 
adenitis; blurred vis on, disturbance of accommodation, 
mydriasis; constipation, paralytic ileus; urinary retention, de- 
layed micturition, dilatation of urinary tract. 

Allergic: skin rash, petechae. urticaria, itching, photosen- 
sitization (avoid excessive exposure to sun'ight), edema (of 
face and tongue or general), drug fever, cross sensitivity 
with other tricyclic drugs. 

Hematologic: bone marrow depressions including agran- 
ulocytosis, eosinophilia, purpura, thrombocytopenia. 
Gastrointestinal: anorexia, nausea and vomiting, epigastric 
distress, peculiar taste, abdominal cramps, diarrhea. 
stomatitis, Diack tongue. 

Endocrine: gynecomastia in the male, breast enlargement 
and galactorrhea in the temale; increased or decreased 
libido, impotence. testicular swelling; elevation or depres- 
sion of blood sugar leves 

Other: jaundice (simulating obstructive), altered liver func- 
tion; weight gain or loss: perspiration, flushing; urinary fre- 
quency, nocturia: parotid swelling; drowsiness, dizziness, 
weakness and fatigue, headache; alopecia. 

Withdrawal Symptoms: Though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy may 
produce nausea, headache and malaise. 

Dosage and Administration: Not recommended for use in 
children. Lower dosages are recommended for elderly pa- 
tients and adolescents. Lower dosages are also recom- 
mended for outpatients compared to hospitalized patients 
who will be under close supervision. Dosage should be 
initiated at a low level and increased according to clinical 
response and any evidence of intolerance. Following remis- 
sion, maintenance medication may be required for a period 
of time and should be at the lowest dose that will maintain 
remission. 

Usual Adult Dose: The usual adult dosage is 100 to 200 mg 
per day. 

Dosage should be initiated at a lower level and increased 
according to tolerance and clinical response to a maximum 
of 200 mg. daily. 

Dosages above 200 mg. per day are not recommended. 
Initial therapy may be administered in divided doses or a 
single daily dose. 

Maintenance therapy may also be given on a once daily 
schedule for patient convenience and compliance. 
Adolescent and Geriatric Dose: The usual adolescent and 
geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiated at a lower level and increased 
according to tolerance and clinical response to a maximum 
of 100 mg. daily. 

Dosages above 100 mg. are not recommended in these age 
groups. 

Initial therapy may De administered in divided doses or a 
single daily dose. 

Maintenance therapy may also be given on a once daily 
schedule for patient convenience and compliance. 
Overdosage: There is no specific antidote for desipramine, 
nor are there specific phenomena of diagnostic value char- 
acterizing poisoning by the drug. 

Within an hour of ingestion the patient may become agitatec 
or stuporous and then comatose. Hypotension, shock and 
renal shutdown may ensue. Grand-mal seizures, both early 
and late after ingestion, have been reported. Hyperactive 
reflexes, hvperpyrexia, muscle rigidity, vomiting and EKG 
evidence of impaired conduction may occur. Serious distur- 
bances of cardiac rate, rhythm and output can occur. The 
precepts of early evacuation of the ingested material and 
subsequent support of respiration (airway and movement) 
circulation and renal output apply. 

The principles of management of coma and shock by 
means of the mechanical respirator, cardiac pacemaker, 
monitoring of central venous pressure and regulation of fluid 
anc acid-base balance are well known in most medical cen- 





poorly dialyzed. Because of indications that the drug is 
secreted in gastric juice, constant gastric lavage has 
been suggested. 

(b) Pharmacologic treatment of shock—Since desip- 
ramine potentiates the action of someS/asopressor 
agents, such as levarterenol and metaraminol?they 
should be used only with caution. 

(c) Pharmacologic control of seizures—lIntravenous bar- 
biturates are the treatment of choice for the control of 
grand-mal seizures. One may, altergately, consider the 
parenteral use of diphenylhydantoin which has less cen- 
trel depressant effect, but also has an effect on heart 
rhythm which has not yet been fully defined. 

(d) Pharmacologic control of cardiac function—Severe 
disturbances of cardiac rate, rhythm and output are prob- 
ably the initiating events in shock. Intravascular volume 
must be maintained by IV fluids. Digitalization should be 
carried out early in view of the fact that a positive inotropic 
effect can be achieved without increase in cardiac work. 
Many of the cardiodynamic effects of digitalis are the 
exact opposite of those of massive doses oí desipramine 
(animal studies). 
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“This Manual provides a set of guidelines for district branches of APA and their peer review committees which should be adapted and 

modified in terms of local criteria, standards, and practices. The guidelines are not intended to be hard and fast rules. They are 

screening criteria, and not regulations to control practice. They are so designed that they can be utilized by non-physicians to identify 

those cases that can profitably be reviewed by psychiatrists serving on peer review committees. This document should be viewed as ¥ 
e transitional, subject to revision as experience 1s gained, and continually updated in response to advances in psychiatric knowledge and 

changes in patterns of practice.... The application of these standards, and refinement through experience must rest with the peer 

review committees of district branches....It should help them to move ahead in the development of a peer review for American" 


psychiatry.” 
Robert W. Gibson, M.D. 
President 


Part I titled PSYCHIATRIC PEER REVIEW contains sections on Basic Relationships and Responsibilities, Appointment of 

Peer Review Committees, Funding, Operations and Procedures, Medical Care Evaluation Studies, Appeals Processes, Special 

Problems, Confidentiality, Educational Aspects, Medical Ethics, Advocacy, Interdisciplinary Aspects, with Appendices on Model 

Screening Format for Inpatient Treatment for Alcoholism, Model Screening Format for Outpatient Treatment, Sample Form for 

Huge. Extension of Office Treatment, Claims Review Guidelines Suggestions, APA Position Papers on Peer Review, 
iography. 


Part II titled PSYCHOANALYTIC PEER REVIEW has sections on Steps in Peer Review for Psychoanalysis, Guidelines for 
Model Criteria Sets, Pilot Application of Guidelines for Model Criteria Sets, Sample Peer Review Form, Sample data from Pilot 
Applicationsof Guidelines, and Glossary of Terms Used. 


Part III titled PEER REVIEW AND CHILD PSYCHIATRY contains sections of Special Considerations, Legal Rights of Chil- 
dren, Issue of Confidentiality, Conclusions, References, and Appendices on Model Screen Criteria Format for Intermediate Care, 
for Acute Caresin a Short Stay Facilities, and for Partial Hospitalization, Outpatient Diagnostic Evaluation Procedures, and Out- 
patient Treatment for Children and Adolescents. 
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HPS THESE TWO DISTINCT EFFECTS... 


MIND: MUSOLE: 
POYCHOTHERPPEUTIO SKELETAL MUSCLE RELAXANT 


Preliminary studies in both animals 

and humans have suggested that Valium 
(diazepam) may also work at the spinal 
level by enhancing presynaptic inhibi- 
tion, a mechanism believed to diminish 
spasm in skeletal muscle. Clinically, ad- 
junctive Valium has pronounced skeletal 
muscle relaxant properties. 








Valium is thought to have sites of thera- 
peutic action in the limbic system: It is 
useful in a wide range of anxiety/tension 
states, providing a quality of response 
you know, want and trust. A response 
*which brings a calmer frame of mind. 

“A response which has a pronounced 
effect on somatic symptoms of anxiety — 
particularly muscular tension. 


VALUT o 


. (dIPZE DBM)” 


2MG, SMG, IO-MO SCORED TABLETS 
FOR THE RESPONSE YOU KNOW, 
WPNT PAD TRUST 








“This premise is based on animal studies and a limited study in human beings 
(Brazier MAB, Crandall PH, Walsh GO: Exp Neurol 51:241-258, April 1976). 


Before prescribing, please see following page 
for a summary of product information. 


A45 


—— — ~ 





VALIUM 
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Before prescribing, please consult complete 
porun information, a summary of which fol- 
ows: 

indications: Tension and anxiety states; somatic 
complaints which are concomitants of emotional 
factors; psychoneurotic states manifested by ten- 
sion, anxiety, apprehension, fatigue. depressive 
symptoms or agitation; symptomatic relief of 
acute agitation, tremor, delirium tremens and 
hallucinosis due to acute alcohol withdrawal; ad- 
junctively in skeletal muscle spasm due to reflex 
spasm to local pathology; spasticity caused by 
upper motor neuron disorders; athetosis; stiff-man 
syndrome; convulsive disorders (not for sole therapy) 
The effectiveness of Valium in long-term use, that 
is, more than 4 months, has not been assessed 
by systematic clinical studies. The physician 
should periodically reassess the usefulness of the 
drug for the individual patient. 

Contraindicated: Known hypersersitivity to the 
drug. Children under 6 months of age. Acute nar- 
row angle glaucoma; may be used in patients 
with open angle glaucoma who are receiving 
appropriate therapy. 

Warnings: Not of value in psychotic patients 
Caution against hazardous occupations requiring 
complete mental alertness. When used adjunc- 
tively in convulsive disorders, possibility of in- 
crease in frequency and/or severity of grand mal 
seizures may require increased dosage of stan- 
dard anticonvulsant medication; abrupt with- 
drawal may be associated with temporary in- 
crease in frequency and/or severity of seizures 
Advise against simultaneous ingestion of alcohol 
and other CNS depressants. Withdrawal symp- 
toms (similar to those with barbiturates and alco- 
hol) have occurred following abrupt discon- 
tinuance (convulsions, tremor, abdominal and 
muscle cramps, vomiting and sweating). Keep 
addiction-prone individuals under careful surveil- 
lance because of their predisposition to habitua- 
tion and dependence. 

Usage in Pregnancy: Use of minor tran- 
 quilizers during first trimester should 
almost always be avoided because of 
increased risk of congenital malforma- 
tions as s isted in several studies. 

Wwe os )ossibility of fpe when 
instituting therapy; advise Pajents to 
discuss therapy if they intend to or do 
become pregnant. 
Precautions: |f combined with other psycho- 
tropics or anticonvulsants, consider carefully 
pharmacology of agents employed; drugs such 
as phenothiazines, narcotics, barbiturates, MAO 
inhibitors and other antidepressants may poten- 
tiate its action. Usual precautions indicated in pa- 
tients severely depressed. or with latent depres- 
sion, or with suicidal tendencies. Observe usual 
precautions in impaired renal or hepatic funct on. 
Limit dosage to smallest effective amount in eld- 
erly and debilitated to preclude ataxia or overse- 
dation. 

Side Effects: Drowsiness, confusion, diplopia, 
hypotension, changes in libido, nausea, fatigue, 
depression, dysarthria, jaundice skin rash. a:axia, 
constipation, headache, incontinence, changes in 
salivation, slurred speech, tremcr, vertigo, urinary 
retention, blurred vision. Paradoxical reactions 
such as acute hyperexcited states, anxiety, hal- 
lucinations, increased muscle spasticity, insomnia, 
rage, sleep disturbances, stimulation have been 
reported; should these occur, discontinue drug. 
Isolated reports of neutropenia, jaundice; periodic 
blood counts and liver function tests advisable 
during long-term therapy. 

Dosage: Individualize for maximum beneficial ef- 
fect. Adults: Tension, anxiety and psychoneurotic 
states, 2 to 10 mg b.i.d. to q.i.d.; alcoholism, 

10 mg t.i.d. or q.i.d. in first 24 hours, then 5 mg 
t.i.d. or q.i.d. as needed; adjunctively in skeletal 
muscle spasm,’ 2 to 10 mg t.i.d. or q.i.d.; adjunc- 
tively in convulsive disorders, 2 to 10 mg b.i.d. to 
q.i.d. Geriatric or debilitated patients: 2 to 2v» mg. 
1 or 2 times daily initially, increasing as needed 
and tolerated. (See Precautions.) Children: 1 to 
2Vo mg t.i.d. or q.i.d. initially, increasing as needed 
and tolerated (not for use under 6 months) 
Supplied: Valium* (diazepam) Tablets, 2 mg, 

5 mg and 10 mg— bottles of 100 and 500; 
Tel-E-Dose* packages of 100, available in trays 
of 4 reversespumbered boxes of 25, and in boxes 
containing 10 strips of 10; Prescription Paks 

of 50, avadable singly and in trays of 10. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc 
Nutley, New Jersey 07110 
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The United Way is reaching out. It goes into 
every neighborhood. To every age group. Across 
every incorhe level. 

To help. In a thousand ways. 

"A neighbor. A relative. Maybe someone down the 
street who's out of work. Or sick. Or in trouble. 


Chances are the United Way helps someone you know. 
Maybe someday it'll be helping you. FOR AL OF US 


® United Way 


Everybody. 
s somebo 
-who's been helped. 
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(molindone : 
hydrochloride) 


Lidone treats the psychosis 
with little likelihood of causing 
excessive weight gain or 
problem sedation 


~ 








Lidone is molindone hydrochloride, a potent antipsychotic not related to 
other agents. It is effective against the manifestations of schizophrenia. 
Yet it is largely free of certain common problems. 


Normalizing weight trend seen 

Unlike some potent agents, Lidone has not caused excessive weight gain. 
Though both weight gain and loss have been seen, the shift has typically 
been toward normal or ideal weight. 


Benefits in alertness 

Lidone is classed among the “alerting” or less-sedating group of major : 
"tranquilizers. If drowsiness does occur during initial therapy, it is usually 

transient. Patients on continuing Lidone therapy tend to stay alert; hence 

they can be more responsive to rehabilitation measures. 


Improved social outlook a d 
Patients on Lidone have shown good progressin social competence and 

interest. And side effects such as sexual dysfunction or weight gain, 

which might disrupt family or interpersonal relationships, have not 

been reported. 


New dosage information 

A revised dosage and administration 
Please contaci your section now appears on the next page. 
Abbott Representative An Initial Dosage Schedule is now 
to arrange for a 


supplied, and once-a-day dosage is also 
eee : offered. We believe these updated 
clinical evaluation. instructions will make Lidone prescribing 
more convenient for the physician. 





Lidone i hydrochloride) 


See overleaf for prescribing information. 
7083207R 
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Prescribing Information for 


ame "a f 
Lidone (molindone hydrochloride) 


DESCRIPTION — LIDONE (molindone hydrochlo- 
ride) is a dihydroindolone compound which is not 
structurally related to the phenothiazines, the 
butyrophenones or the thioxanthenes. 

LIDONE is 3-ethyl-6, 7-dihydro-2-methy]-5-(mor- 
pholinomethyl) indol-4(5H)-one hydrochloride. It 
is a white crystalline powder, freely soluble in 
water and alcohol and has a molecular weight of 
312.67. 


ACTIONS — LIDONE (molindone hydrochloride) 
has a pharmacological profile in laboratory 
animals which predominantly resembles that of 
major tranquilizers causing reduction of spon- 
taneous locomotion and aggressiveness, suppres- 
sion of a conditional response and antagonism of 
the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, LIDONE an- 
tagonizes the depression caused by the tranquiliz- 
ing agent tetrabenazine. 

In human clinical studies tranquilization is 
achieved in the absence of muscle relaxing or in- 
coordinating effects. Based on EEG studies, 
LIDONE exerts its effect on the ascending reticular 
activating system. 

Human metabolic studies show LIDONE (molin- 
done hydrochloride) to be rapidly absorbed and 
metabolized when given orally. Unmetabolized 
drug reached a peak blood level at 1.5 hours. Phar- 
macological effect from a single oral dose persists 
for 24 to 36 hours. There are 36 recognized 
metabolites with less than 2 to 3% unmetabolized 
LIDONE being excreted in urine and feces. 


INDICATIONS — LIDONE (molindone hydrochlo- 
- ride) is indicated in the management of the 
manifestations of schizophrenia. 


CONTRAINDICATIONS — LIDONE ‘molindone 


ADVERSE REACTIONS 


CNS Effects — The most frequently occurring 
effect is initial drowsiness that generally subsides 
with continued usage of the drug or lowering of the 
dose. 

Noted less frequently were depression, hyperac- 
tivity and euphoria. 


Neurological Extrapyramidal Reactions — 
Extrapyramidal reactions noted below may occur 
in susceptible individuals and are usually revers- 
ible with appropriate management. 


Akathisia — Motor restlessness may occur early. 


Parkinson Syndrome — Akinesia, characterized 
by rigidity, immobility and reduction of voluntary 
movements and tremor, have been observed. Oc- 
currence is less frequent than akathisia. 


Dystonic Syndrome — Prolonged abnormal con- 
tractions of muscle groups occur infrequently. 
These symptoms may be managed by the addition 
of a synthetic antiparkinson agent (other than L- 
dopa), small doses of sedative drugs, and/or reduc- 
tion in dosage. 


Autonomic Nervous System — Occasionally 
blurring of vision, tachycardia, nausea, dry mouth 
and salivation have been reported. Urinary reten- 
tion and constipation may occur particularly if an- 
ticholinergic drugs are used to treat extrapyrami- 
dal symptoms. 


Hematological — There have been rare reports of 
leucopenia and leucocytosis. If such reactions oc- 
cur, treatment with LIDONE may continue if clini- 
cal symptoms are absent. Alterations of blood 
glucose, liver function tests, B.U.N., and red blood 
cells have not been considered clinically signifi- 


puckering of mouth, chewing movements). There 
may be involuntary movements of extremities. 

There is no known effective treatment of tardive 
dyskinesia; antiparkinsonism agents usually dc 
not alleviate the symptoms of this syndrome. It is 
suggested that all antipsychotic agents be discon- 
tinued if these symptoms appear. Should it be nec: 
essary to reinstitute treatment, or increase thé 
dosage of the agent, or switch to a different anti- 
psychotic agent, the syndrome may be masked. It 
has been reported that fine vermicular movements 
of the tongue may be an early sign of the syndrome 
and if the medication is stopped at that time the 
syndrome may not develop. 


DOSAGE AND ADMINISTRATION — Initial and 
maintenance doses of LIDONE (molindone hydro: 
chloride) should be individualized. 


Initial Dosage Schedule 
The usual starting dosage is 50 to 75 mg/day. 
— Increase to 100 mg/day in three or four days 
— Based on severity of symptomatology, dosage 
may be titrated up or down depending on in- 
dividual patient response. 
— An increase to 225 mg/day may be required in 
patients with severe symptomatology. " 
— Some chronic, treatment-resistant patients 
may require up to 400 mg/day; (however, the 
long-term safety of 400 mg/day has not beer 
established). 


Elderly or debilitated patients should be started on 
lower dosage. 


Maintenance Dosage Schedule 

1. Mild — 5 mg to 15 mg three or four times a day 

2. Moderate — 10 mg to 25 mg three or fouwtimes ¢ 
day. 

3. Severe — 225 mg/day may be required. 


' hydrochloride) is contraindicated in severe central 
. nervous system depression (alcohol, barbiturates, cant. 


* * * D . - 
! narcotics, etc.) or comatose states, and in patients osage may be administered once a day 


Metabolic and Endocrine Effects — Alteration 






ypersensitivity to the drug. 
WARNINGS 
Usage in 


re ancy: Studies in pregnant pa- 
tients have not b carried out. Reproduction 


studies have been performed in the following 
animals: "^ 


Sa 
^ 


Pregnant Rats Oral Dose — Y 
* 20 mg/kg/day — 10 days, no adverse effect 
40 mg/kg/day — 10 days, no adverse effect 


Pregnant Mice Oral Dose — 

20 mg/kg/day — 10 days, slight increase resorp- 
tions 

40 mg/kg/day — 10 days, slight increase resorp- 
tions 


—A Pregnant Rabbits Oral Dose — 

5 mg/kg/day — 12 days, no adverse effect 
10 mg/kg/day — 12 days, no adverse effect 
20 mg/kg/day — 12 days, no adverse effect 


Animal reproductive studies have not demon- 
strated a teratogenic potential. The anticipated 
benefits must be weighed against the unknown 
risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the 
content of LIDONE (molindone hydrochloride) in 
the milk of nursing mothers. 


Usage in Children: Use of LIDONE (molindone 
hydrochloride) in children below the age of twelve 
years is not recommended because safe and effec- 
tive conditions for its usage have not been estab- 
lished. 


PRECAUTIONS — Some patients receiving 
LIDONE (molindone hydrochloride) may note 
drowsiness initially and they should be advised 
against activities requiring mental alertness until 
their response to the drug has been established. 

Increased activity has been noted in patients 
receiving LIDONE. Caution should be exercised 
where increased activity may be harmful. 

LIDONE does not lower the seizure threshold in 
experimental animals to the degree noted with 
more sedating antipsychotic drugs. However, con- 
vulsive seizures ‚have been reported in a few 
instances. A 

LIDONE hag an antiemetic effect in animals. A 
similar effect may occur in humans and may 
obscure signs of intestinal obstruction or brain 
tumor. 
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of thyroid function has not been significant. 
Amenorrhea has been reported infrequently. 
Resumption of menses in previously amenorrheic 
women has been reported. Initially heavy menses 
may occur. Lactation associated with LIDONE 


= therapy has not been reported. Increase in libido 


has been noted in some patients. Impotence has 
-not been reported. Aithough both weight gain and 
ight loss have been in the direction of normal or 
ideal weight, ex ain has not oc- 
curred wit 







Cardiovascular — Rare, transiet 
wave changes have been reported on 
ciation with a clinical syndrome has not been es- 
tablished. Rarely has significant hypotension been 
reported. 


non-specific T 


Ophthalmological — Lens opacities and pigmen- 
tary retinopathy have not been reported where pa- 
tients have received LIDONE (molindone hydro- 
chloride). In some patients, phenothiazine induced 
lenticular opacities have resolved following discon- 
tinuation of the phenothiazine while continuing 
therapy with LIDONE. 


Skin — Early, non-specific skin rash, probably of 
allergic origin, has occasionally been reported. 
Skin pigmentation has not been seen with LIDONE 
usage alone. 

LIDONE (molindone hydrochloride) has certain 
pharmacological similarities to other antipsychotic 
agents. Because adverse reactions are often exten- 
sions of the pharmacological activity of a drug, all 
of the known pharmacological effects associated 
with other antipsychotic drugs should be kept in 
mind when LIDONE is used. Upon abrupt with- 
drawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


.Tardive Dyskinesia — Although rarely reported 
with LIDONE (molindone hydrochloride) symptoms 
were reversible upon discontinuation of therapy. 

Tardive dyskinesia associated with other agents 


- has appeared in some patients on long-term 


therapy and has also appeared after drug therapy 
has been discontinued. The risk appears to be 
greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent 
and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involun- 
tary movements of the tongue, face, mouth or jaw 
(e.g.. protrusion of tongue, puffing of cheeks, 


on E.K.G. - 


DRUG INTERACTIONS — Potentiation of dr: 
administered concurrently with LIDONE (molin 
done hydrochloride) has not been reporteg. Addi 
tionally, animal studies have not shown increasec 
toxicity when LIDONE is given concurrently with 
representative members of three classes of drug: 
(i.e., barbiturates, chloral hydrate and antiparkin. 
son drugs). 


MANAGEMENT OF OVERDOSAGE — Sympto 
matic, supportive therapy should be the rule. 

Gastric lavage is indicated for the reduction ol 
absorption of LIDONE (molindone hydrochloride) 
which is freely soluble in water. 

Since the adsorption of LIDONE (molindone hy- 
drochloride) by activated charcoal has not been 
determined, the use of this antidote must be con. 
sidered of theoretical value. 

Emesis in a comatose patient is contraindicated 


Additionally, while. the emetic effect o: 
apomorphine is blocked by LIDONE in animals, thi: 
blocking effect has not been determined ir 


humans. D 

A significant increase in the rate of removal ol 
unmetabolized LIDONE from the body by forced 
diuresis, peritoneal or renal dialysis would not be 
expected. (Only 2% of a single ingested dose of 
LIDONE is excreted unmetabolized in the urine.) 
However, poor response of the patient may justify 
use of these procedures. 

While the use of laxatives or enemas might be 
based on general principles, the amount of un- 
metabolized LIDONE in feces is less than 1%. Ex- 
trapyramidal symptoms have responded to the use 
of diphenhydramine (Benadryl*) and the syn- 
thetic anticholinergic antiparkinson agents (i.e., 
Artane'*, Cogentin*, Akineton"). 


HOW SUPPLIED — LIDONP ,(molindone hy- 
drochloride) capsules are supplied in bottles of 100 
in the following dosage strengths and colors: ` 


5 mg (NDC 0074-5542-13) blue and cream 
10 mg (NDC 0074-5543-13) red and cream 9 
25 mg (NDC 0074-5544-13) brown and cream 


TM — Trademark 

"Benadryl — Trademark, Parke Davis and Co. 
*Artane — Trademark, Lederle Laboratories 
"Cogentin — Trademark, Merck Sharp & Dohme 
*Akineton — Trademark, Knoll Pharmaceutical Co. 


ABBOTT LABORATORIES 
North Chicago, IL60064 
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-The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and to pro- 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 
port. This document, published by the American Psychiatric Association, is the result of a 
project of the Association’s Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as “a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence 


` Just Published ... ! ; 


of sensitivity to these needs, the experience of reporting becomes another assault: sé | 


This book presents a professional, sobering, and balanced picture'of the problems of the rape 
victim and details what the clinician must know—about local hospital policy, criminal justice 
procedure, rape statutes, and community attitudes and services—in order to be able to treat 
victims with an understanding of the larger context in which rape occurs. 


ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 


Paperback ve a each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 





Please send mé ~ copy(ies) of The Rape Victim, order #243, @ $5.00 ea. (Paper- 
back). | 

(Please Print) [JBill Me (Check Enclosed 

Name 

Address 





Ss a. a. 


Send Coupon to: American Psychiatric Association 
Publication Sales | 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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your first choice for the 3 of 10 
patients who dont respond. 


because of: 


> CLINICAL EFFECTIVENESS even when 
“most patients had a history of several depressive 
episodes, hospitalizations, ECT or poor response 
to numerous other drugs.” 


> LOW SIDE EFFECTS PROFILE with less 
sedating properties than amitriptyline or doxepin* 
and less anticholinergic activity." 


> ENHANCED PATIENT ACCEPTANCE through 
a flexible dosage schedule plus rapid onset 
of action. 





PERTOFI RANE wii they don't respond. 
(Oesioramine HCI NF) 


j 
LABORATORIES 


USV Laboratories Inc. 
Manati. P.R. 00701 


Please see next page for brief summary of prescribing information and references. 


PERTOFRANE oesioromine HO NA * 


PERTOFRANE * 


(desjoramine HC] NF) 





Indication: For relief of mental depression. Contraindications: 
Do not use MAO inhibitors concomitantly or within 2 weeks of the 
use of this drug. Hyperpyretic crises or severe convulsive seizures 
may occur with such combinations; potentiation of adverse reac- 
tions can be serious or even fatal. When substituting Pertofrane 
(desipramine HCI) in patients receiving an MAO inhibitor, allow 
an interval of at least 14 days. Initial dosage in such patients 
should be low and increases should be gradual and cautiously 
prescribed. The drug is contraindicated following recent myocar- 
dial infarction and in patients with a known hypersensitivity to 
tricyclic antidepressants. Warnings: Activation of psychosis may 
occasionally be observed in schizophrenic patients. Due to 
atropine-like effects and sympathomimetic potentiation, use only 
with the greatest care in patients with narrow-angle glaucoma 
or urethral or ureteral spasm. Do not use in patients with the fol- 
lowing conditions unless the need outweighs the risk: severe 
coronary heart disease with EKG abnormalities, progressive 
heart failure, angina pectoris, paroxysmal tachycardia and 
active seizure disorder (may lower seizure threshold). This drug 
may block the action of the antihypertensive, guanethidine, and 
related adrenergic neuron-blocking agents. Hypertensive 
episodes have been observed during surgery. The concurrent use 
of other central nervous system drugs or alcohol may potentiate 
adverse effects. Since many such drugs may be used during 
surgery, desipramine should be discontinued prior to elective 
procedures. The potentiation resulting from excessive use of 
alcohol may increase the danger inherent in a suicide attempt or 
overdosage. Caution patients on the possibility of impaired abil- 
ity to operate a motor vehicle or dangerous machinery. Do not 
use in women who are or may become pregnant, or in children 
under 12 years of age, unless the clinica! situation warrants the 
potential risk. Because of increased sensitivity to the drug, use 
lower than normal dosage in adolescent and geriatric patients. 
Precautions: Potentially suicidal patients require careful super- 
vision and protective measures during therapy. Prescriptions 
should be limited to small quantities. Discontinuation of the 
drug may be necessary in the presence of increased agitation 
and anxiety shifting to hypomanic or manic excitement. Atro- 
pine-like effects may be more pronounced (e.g. paralytic ileus) in 
susceptible patients and in those receiving anticholinergic drugs 
(including antiparkinsonism agents). Prescribe cautiously in hy- 
perthyroid patients and in those receiving thyroid medications; 
transient cardiac arrhythmias have occurred in rare instances. 
Periodic blood and liver studies should supplement careful 
clinical observations in all patients undergoing extended courses 
of therapy. Adverse Reactions: The following have been reported: 
Nervous System: dizziness, drowsiness, insomnia, headache, 
disturbed visual accommodation, tremor, unsteadiness, tinnitus, 
paresthesias, changes in EEG patterns, epileptiform seizures, 
mild extrapyramidal activity, falling and neuromuscular incoor- 
dination. A confusional state (with such symptoms as hallucina- 
tions and disorientation), particularly in older patients and at 
higher dosage, may require discontinuation of the drug. Gas- 
trointestinal Tract: anorexia, dryness of the mouth, nausea, 
epigastric distress, constipation and diarrhea. Skin: skin rashes 
(including photosensitization), perspiration and flushing sensa- 
tions. Liver: rare cases of transient jaundice (apparently of an 
obstructive nature) and liver damage. If jaundice or abnormali- 
ties in liver function tests occur, discontinue the drug and inves- 
tigate. Blood Elements: bone-marrow depression, 
agranulocytosis, thrombocytopenia and purpura. If these occur, 
discontinue the drug. Transient eosinophilia has been observed. 
Cardiovascular System: orthostatic hypotension and tachy- 
cardia. Carefully supervise patients requiring concomitant vaso- 
dilating therapy, particularly during initial phases. 
Genitourinary System: urinary frequency or retention and 
impotence. Endocrine System: occasional hormonal effects, 
including gynecomastia, galactorrhea and breast enlargement, 
and decreased libido and estrogenic effect. Sensitivity: 
urticaria and rare instances of drug fever and cross-sensitivity 
with imipramine. Dosage: All patients except geriatric and ado- 
lescent: 75 to 150 mg./day in divided doses or as single daily 
dose. Dosage may be increased up to 200 mg. daily. Geriatric 
and adolescent patients should usually be started with lower 
dosage (25 to 50 mg. daily) and may not tolerate higher doses. 
Dosage may be increased up to 100 mg. daily. Lower mainte- 
nance dosages should be continued for at least 2 months after 
obtaining a satisfactory response. Therapy may be given in 
divided doses or as a single daily dose. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000. 

References: 

1. Barringer, TJ. : Desipramine (Pertofrane) in the treatment of depression, 
Psychosomatics, Third Symposium: Anxiety and Depression 6:326, 1965. 2 
Bondurant, W.W. Ill and Ford, H.: Depression and manic depression in Cur- 
rent Therapy 1976 (Conn, H.F., ed.), Philadelphia, Saunders, 1976, p. 841. 3. 
Ayd, FJ., Jr: Central anticholinergic activity and tricyclic antidepressant 
efficacy, Int. Drug Ther. Newsletter 10:21, 1975. 
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A | TU 
Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received e 
revised explanations. In addition to the GLOSSARY's 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- , 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 
Legal Terms 
Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. £ 


Order Form: Paperback Edition 
Please send me copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea.; 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 35% discount.) 





| | bill me [ | remittance enclosed 
Name i 
Address 

City — aS Ex 

Send coupon to: Publications Sales 578AJP 


American Psychiatric Assn. 
1700 18th St., N.W. 
Washington, D.C. 20009 


i a valuable link 
' to the 
resources of the 


American Psychiatric Association 


for institutions and agencies 
concerned with the care 
of the mentally disabled 


Enrollment in the Hospital & Community Psychiatry 
, Service brings multiple copies of Hospital & Community 

Psychiatry into member agencies every month, keeping staff up to 
date on developments and issues in the mental health field, 
offering new ideas and fresh perspectives, and serving as a useful 
resource in staff development and training programs. 

Hospital & Community Psychiatry is just one of the 
benefits of membership in the H&CP Service. Others include a 
film library containing more than a hundred films specially chosen 


e for their usefulness in staff development and community education 
l- ; programs; supplementary mailings of important books, reports, 
articles, or other material of special interest to administrators or 


clinicians; reduced registration fees at the annual fall Institute on 
Hospital & Community Psychiatry; and, on request, information 
and consultation from the professional staff of the American 
Psychiatric Association. The H&CP Service also sponsors the 
annual Achievement Awards competition, which gives special 
recognition to outstanding programs for the mentally ill and 
mentally retarded. 


Please send me information about membership in the Hospital & Community Psychiatry Service. 


"AME — 








FACILITY 














ADDRESS 








CITY + ‘STATE ZIP CODE 


ae Hospital & 
ns Community 
hialry 
: AMERICAN PSYCHIATRIC ASSOCIATION 
vice 1700 18TH STREET, N.W 
WASHINGTON, D.C. 20009 


578AJP 
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ANTIPSYCHOTIC 
EFFICACY... 

INFREQUENT 
EXTRAPYRAMIDAL 
SYMPTOMS 
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Antipsychotic medication should not interfere with the 
patient's ability to participate in your total therapeutic pro- 
gram. That is why Mellaril (thioridazine) is an excellent 
choice. It is highly effective, and although extrapyramidal 
symptoms are characteristic of this class of drug, with 
Mellaril (thioridazine) extrapyramidal stimulation—notably 
pseudoparkinsonism—is infrequent. Adding an anti- 
parkinsonian agent—which can cause its own side effects— 
can usually be avoided. 

Mellaril (thioridazine) is not habituating and usually does nol 
cause euphoria or undue sedation. (But, warn patients about 
undertaking activities requiring complete mental alertness.) 
And Mellaril (thioridazine) is contraindicated in patients 
with severe hypotensive or hypertensive heart disease. 


MELLARIL 


(THIORIDAZINE) 


TABLETS: 50 mg, 100 mg, 150 mg, and 
200 mg thioridazine HCI, USP 





©1977 Saņdoz. Inc 
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Before prescribing or administering, see Sandoz litebature for full product 
information. The following is a brief summary. 
Contraindications: Severe central nervous system depression, coma- 
tose states from any cause, hypertensive or hypotensive heart disease 
of extreme degree. : $ : 
Warnings: Administer cautiously to patients who previously ex- 
hibited a hypersensitivity reaction (e.g., blood flyscrasias, jaundice) to 
phenothiazines. Phenothiazines are capable of potentrating central ner- 
vous system depressants (e.g., anesthetics, opiates, alcohol, etc.) as 
well as atropine and phosphorus insecticides; carefully consider benefit 
versus risk in less severe disorders. During pregnancy, administer only 
when the potential benefits exceed the possible risks to mother and 
fetus. 
Precautions: There have been infrequent reports of leukopenia and/or 
agranulocytosis and convulsive seizures. In epileptic patients, anticon- 
vulsant medication should also be maintained. Pigmentary retinopathy, 
observed primarily in patients receiving larger than recommended 
doses, is characterized by diminution of visual acuity, brownish coloring 
of vision, and impairment of night vision; the possibility of its occur- 
rence may be reduced by remaining within recommended dosage limits. 
Administer cautiously to patients participating in activities requiring 
complete mental alertness (e.g., driving), and increase dosage gradually. 
Orthostatic hypotension is more common in females than in males. Do 
not use epinephrine in treating drug-induced hypotension since pheno- 
thiazines may induce a reversed epinephrine effect on occasion. Daily 
doses in excess of 300 mg should be used only in severe neuropsychi- 
atric conditions. 
Adverse Reactions: Central Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkinsanism 
and other extrapyramidal symptoms; rarely, nocturnal confusion, hy- 
peractivity, lethargy, psychotic reactions, restlessness, and headache. 
Autonomic Nervous System—Dryness of mouth, blurred vision, con- 
stipation, nausea, vomiting, diarrhea, nasal stuffiness, and pallor. £n- 
docrine System— Galactorrhea, breast engorgement, amenorrhea, in- 
hibition of ejaculation, and peripheral edema. Skin— Dermatitis and skin 
eruptions of the urticarial type, photosensitivity. Cardiovascular 
System—ECG changes (see Cardiovascular Effects below). Üther— 
Rare cases described as parotid swelling. 
It should be noted that efficacy, indications and untoward effects have 
varied with the different phenothiazines. It has been reported that old 
age lowers the tolerance for phenothiazines; the most common 
neurologic side effects are parkinsonism and akathisia, and the risk of 
agranulocytosis and leukopenia increases. The following reactions have 
occurred with phenothiazines and should be considered whenever one 
of these drugs is used. Autonomic Reactions—Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions— Erythema, exfoliative _ 
dermatitis, contact dermatitis. Blood Dyscrasias—Agranulocyfosis, 
leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic anemia, 
pancytopenia. A//ergic Reactions—Fever, laryngeal edema, 
angioneurotic edema, asthma. Hepatotoxicity—Jaundice, biliary stasis. 
Cardiovascular Effects—Changes in terminal portion of electrocar- 
diogram, including prolongation of Q-T interval, lowering and inversion 
of T-wave, and appearance of a wave tentatively identified as a bifid T or 
a U wave have been observed with phenothiazines, including Mellaril 
(thioridazine); these appear to be reversible and due to altered 
repolarization, not myocardial damage. While there is no evidence of a 
causal relationship between these changes and significant disturbance 
of cardiac rhythm, several sudden and unexpected deaths apparently 
due to cardiac arrest have occurred in patients showing characteristic 
electrocardiographic changes while taking the drug. While proposed, 
periodic electrocardiograms are not regarded as predictive. Hypoten- 
sion, rarely resulting in cardiac arrest. Extrapyramidal Symptoms— 
Akathisia, agitation, motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, oculogyric crises, tremor, muscular rigidity, 
and akinesia. Persistent Tardive Dyskinesia— Persistent and sometimes 
irreversible tardive dyskinesia, characterizedeby rhythmical involuntary 
movements of the tongue, face, mouth, or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing movements) 
and sometimes of extremities may occur on long-term therapy or after 
discontinuation of therapy, the risk being greater in elderly patients on 
high-dose therapy, especially females; if symptoms appear, discontinue 
all antipsychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and syn- 
drome may not develop if medication is stopped at that time. Endocrine 
Disturbances— Menstrual irregularities, altered libido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests. Urinary 
Disturbances—Retention, incontinence. Others—Hyperpyrexia; 
behavioral effects suggestive of a paradoxical reacton, including excite- 
ment, bizarre dreams, aggravation of psychoses, and.toxic confusional 
states: following long-term treatment, a peculiar skin-eye syndrome 
marked by progressive pigmentation of skin or conjunctiva E 
and/or accompanied by discoloration of exposed sclera and 
cornea; stellate or irregular opacities of anterior lens and 
cornea; systemic lupus erythematosus-like syndrome. 
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Maladaptive Cognitive Structures in Depression 


BY MARIA KOVACS, PH.D., AND AARON T. BECK, M.D. 


According to the cognitive view, the individual’ s 
negative and distorted thinking is the basic 
psychological problem in the depressive syndrome. 
The distorted cognitions are supported by maladaptive 
cognitive schemata, which involve immature ‘‘either- 


, 0r" rules of conduct or inflexible and unattainable 


self-expectations. These schemata are probably 
acquired early in development and, if uncritically 
carried into adulthood, serve to predispose the 
individual to depression. Since these schemata are 


„long-term identifiable psychological patterns that 


influence attitude and behavioral responses, they may 
constitute a cognitive dimension of the depression- 
prone individual s personality. The authors discuss the 
treatment implications of the cognitive approach to 
depression. 


DEPRESSION (or melancholia) has been recognized for 
thousands of years. The Book of Job, for example, il- 
lustrates the profound mood alteration, loss of inter- 
est, social withdrawal, self-deprecation, self-blame, 
and sleep disturbance that characterize the depres- 
sions. A 3,900-year-old Egyptian manuscript provides 
a distressingly accurate picture of the sufferer's pessi- 
mism, his loss of faith in others, his inability to carry 
out the everyday tasks of life, and his serious consid- 
eration of suicide (1). Such historical descriptions are 
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congruent with current accounts of the phenome- 
nology of clinical depressions (2-5). 

In spite of considerable agreement on the phenome- 
nology of the clinical syndrome of depression, no com- 
pletely satisfactory explanation has yet been offered to 
account for the mechanisms underlying the wide varia- 
tions in symptomatology and course. The number of 
competing viewpoints and nosological systems (2, 3, 
6-12) clearly mirrors the incomplete knowledge of 
etiological and contributory factors in the depressive 
disorders. Nevertheless, as Akiskal and McKinney's 
"*pluralistic" view of depression (6) suggests, most 
explanatory models, including psychological and bio- 
logical models, provide a unique perspective that can 
contribute to a fuller understanding of these clinicaF 
syndromes. 

In this paper we will present the cognitive approach 
to the description and treatment of depression. The 
cognitive approach focuses on the psychological and 
behavioral aspects of the depressive syndrome and 
highlights typical cognitive distortions that occur in all 
of the nosological categories of depression (2). 


THE COGNITIVE VIEW OF BEHAVIOR AND 
PSYCHOPATHOLOGY 


The cognitive view of behavicr assigns primary im- 
portance to the self-evident fact that people think. It 


assumes that the nature and characteristics of thinking 


and resultant conclusions determine what people feel 
and do and how they act and react. This view of be- 
havior and psychopathology has a long history that 


- bridges the disciplines of clinical psychiatry, clinical 


and academic psychologv,.and philosophy (2, 13-19). 
The increasing emphasis on the role of cognition in be- 
havior has been termed the "cognitive revolution" 
(20). 

"Cognition" is a broad term that refers to both the 
content of thought and the processes involved in think- 


: ing (15, 16). Ways of perceiving and processing mate- 


* 
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rial, thé mechanisms’ and content of memory and re- 
‘call, and: problem-solving attitudes and strategies are 
all aspects of cognition (16). In short, cognition en- 
compasses the processes of knowing, as well as the 
products of knowing (16, 21). Many of the complex 
processes subsumed under the term "cognition" are 
still poorly understood. In the absence of a compre- 
hensive theory of memory that would help to explain 
the consistencies in individual behavior over time, the 
existence of ‘‘cognitive structures" or ''schemata"' 
has been postulated (12, 14, 16, 22, 23). 

Cognitive structures are relatively enduring charac- 
teristics of a person's cognitive organization. They are 
organized representations of prior experience; dif- 
ferent aspects of experience are organized through dif- 
ferent schemata (16, 22). The concept of cognitive 
structures or schemata can be used to explain why 
people react differently to similar or identical situa- 
tions, while a particular individual may show the same 
type of response to apparently dissimilar events. 

A schema allows a person to screen, code, and as- 
sess the full range of internal or external stimuli and to 
decide on a subsequent course of action. When a per- 
son is confronted with a particular situation, it is as- 
sumed that a schema is activated that is relevant to 
that stimulus configuration (2, 14). The different sche- 
mata in the cognitive organization may vary in their 
specificity and detail and the range of stimuli or pat- 
terns to which they apply. For example, a person may 
have a complex, multifaceted, and well-developed 
cognitive schema to deal with problems in mathemat- 
ics, but a simple, narrow schema to deal with sexual 
encounters. In our use of the term, schemata encom- 
pass systems for classifying stimuli that range from 
simple perceptual configurations to complex stepwise 
reasoning processes. 

The cognitive approach to behavior and psycho- 
pathology is different in many ways from previous psy- 
chological perspectives. Previous models have used 
motivational or adaptational concepts that are so elabo- 
rate and remote from clinically observable phenomena 
as to preclude empirical validation (2). As we shall 
demonstrate, hypotheses derived from the cognitive 
approach to depression are readily testable, and many 
of them have been supported by empirical evidence. 

Contrary to common belief among clinicians, the 
cognitive approach to depression and psycho- 
pathology does not assume that a well-adjusted indi- 
vidual is one who thinks logically and solves problems 
rationally (2, 13, 14). What is assumed is that to un- 
derstand and correct maladaptive behavior, the idio- 
syncratic meaning people ascribe to their experiences 
must be uncovered. Within this framework, we do not 
trv to alter or remove all idiosyncratic evaluations but 
only those that are dysfunctional or maladaptive. The 
evaluations or idiosyncratic views that are pathogenic 
of depression are generally associated with negative 
value judgments. For example, a woman's belief that 
she is unattractive may not be consensually validated, 
and thus tt may reflect an idiosyncratic cognition. 
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Nonetheless, if the cognition did not inte AU her 
emotional well-being and general functioming, it would 
not be considered maladaptive. On the ther hand, if 
the woman aitached a negative value to her opinion of 
her appearance and considered appearance to be an 
important aspect of her desirability as a person, she 
would be likely to progress to inaccurate and dysfunc- 
tional conclusions, such as ** Nobody could love me be- 
cause I am ugly" or “I might as well give up in life 
since I don't have much going for me."' 


THE COGNITIVE VIEW OF DEPRESSION 


Beck (2, 24-27) has provided the most comprehen- 
sive exposition of the cognitive view of depression. In 
contradistinction to current emphases that mood alter- 
ation is central in depressive syndromes (28), the cog- 
nitive approach focuses on self-castigation, exaggera- 
tion of external problems, and hopelessness as the 
most salient symptoms. 

According to Beck (2, 26), the depressed person's 
thinking and preoccupation represent erroneous and 
exaggerated ways of viewing oneself and events. The 
depressed person is overly sensitive to obstacles to 
goal-directed activity, interprets trivial impediments* 
as substantial, reads disparagement into innocuous 
statements by others, and, at the same time, devalues 
himself or herself. The characteristic depressive pre- 
occupations are stereotypical and are evident in self- 
report, fantasy, and dream content. Moreover, the 
cognitions are frequently irrelevant and inappropriate 
to the reality of the situation and mirror a consistent 
negative bias against oneself (2, 24, 25). 

Profuse negative cognitions inevitably lead to dys- 
phoria, reduced desire to provide for one's pleasure or 
welfare, passivity, and ultimately to giving up. The 
specific cognitive content is **chained"' to a particular 
affect (25). Thus concern about an anticipated threat is 
connected with feelings of anxiety; thoughts about 
being unloved and abandoned are associated with de- 
pressive feelings. Depressive cognitive content gener- 
ally relates to notions of loss or perceived subtractions 


. from what Beck refers to as one's "personal domain.” 


The personal domain includes the individual, signifi- 
cant others, valued objects and attributes, and ideals, 
principles, and goals held to be important (25). Thus if 
professional accomplishment is a central and cher- 
ished goal, a temporary setback may be magnified out 
of proportion and seen as having devastating implica- 
tions about one's abilities and one's prospects for fu- 
ture achievement. As a consequence of such an over- 


. generalized negative interpretation, the depressed per- 


son is likely to experience increased dysphoria, 
dejection, and discouragement. i ; 

In the clinica) depressions, the patient's per- 
ceptions, interpretations, and evaluations are not con- 
sensually validated, and the pervasive, negative bias 
against oneself remains relatively immune to conven- 
tional corrective feedback. This negative view of one- 
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self dc future also militates against the reality 
testing of oné's ideas, active exploration of problem- 
solving Alterhatives, and appropriate use of other 
people as resources. 

Beck's approach to depression and its derivative 
treatment, cognitive therapy (2, 26), is targeted on se- 
lected aspects of the patient's thinking and behavior. 
In a recent review (29) we summarized the content and 
process peculiarities of depressive cognitions and their 
relationship to affect. 


DEPRESSIVE COGNITIONS: CONTENT AND 
PROCESS 


The content of depressive cognitions is pre- 

dominantly negative in tone and self-referential in di- 
rection; the individual is preoccupied with self-deroga- 
tory and self-blaming thoughts. Moreover, the de- 
pressed patient projects into the future his or her 
notions of real or imagined loss. He or she becomes 
pessimistic and hopeless and believes that the current 
discomfort is unending and unalterable. Beck (2) has 
referred to the thematic content of depressive cogni- 
tions as the "negative cognitive triad,” a negative, de- 
*neaning view of oneself, the world, and the future. A 
number of empirical investigations support the com- 
mon clinical observation that depression is associated 
with negative, self-referential cognitive content (30- 
33). 
* Much of our knowledge about ourselves and the 
world is meaningful only when considered in a time di- 
mension. In addition, most of our actions implicitly re- 
flect future goal-orientation (13, 16, 17, 34). It has 
long been noted that a disturbance in time orientation, 
such as a constricted time perspective, is indicative of 
psychopatholcgy (13, 34). In the clinical interview the 
depressed patient's highly constricted time per- 
spective is evident in statements that he or she has “‘no 
future" or ''nothing to look forward to." In other 
words, in depression the future loses its meaning as a 
portent for prospective solutions (35); in the patient's 
eyes the future becomes a singular state of unending 
pain and despair rather than a multiplicity of experi- 
ences and oppertunities. 

A number of studies have documented the fact that 
distorted construction of temporal experience is in- 
deed one of the characteristics of depressive cogni- 
tions. Compared with both nondepressed ‘‘normal’’ 
people and nondepressed psychiatric patients such as 
schizophrenic and manic individuals, depressed pa- 
tients manifest specific distortions of temporal sche- 
mata (35-38). 

Recall, an additional aspect of cognitive functioning, 
is also cháracteristically skewed in depression. De- 
pressed individuals selectively recall material with 
negative content or implication at the expense of neu- 
tral or positively toned material. In the clinical inter- 
view they usually paint the bleakest picture of their 
background; positive material can be elicited only by 
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the most pointed and specific questioning. Lloyd and 
Lishman (39, 40) reported empirical data that depres-* 
sive recall is biased toward negatively toned material; 
the extent of negative recall is related to the severity of 
the depression and to depression as a diagnosis. The 
characteristically biased recall was also documented 
by the work of Nelson and Craighead (41), who 
showed that depressed subjects tend to remember 
more experimenta] punishment and less positive ex- 
perimental reinforcement than nondepressed subjects 
do. Other studies (42,43) have indicated that de- 
pressed subjects underestimate the amount of positive 
experimental reinforcement they receive. 

Our clinical observations of depressed patients also 
disclose that they have a strong tendency to assign 
negative global and personalized meanings to events. 
For example, one of our patients, who repeatedly 
called friends and sought advice when he was in dis- 
tress, wrote in his diary, “I am despicable for asking 
opinions.” He believed that his multiple phone calls to 
friends reflected his inability to handle his own prob- 
lems. Moreover, he was convinced that this alleged 
weakness detracted from his ‘‘worth’’ as a person and 
actually made others think unfavorably of him. 

The depressed patient is especially prone to dis- 
qualify prior positive experiences and to personalize 
experiences of failure. The latter are often interpreted 
as indicative of his or her blameworthiness. For ex- 
ample, a patient was not pleased when a short story 
she had written was accepted for publication because 
she attributed the acceptance to sheer luck. However, 
she regarded a rejected article -as proof of her in- 
competence and felt distraught. A similar phenomenon 
was reported by Stuart (38), who found that depres- ' 
sive tendencies correlate with evaluative rather than 
classificatory associations, i.e., associating the word 
“apple” with **swee*'' (evaluation) rather than *'fruit^' 
(classification). Empirical work (44, 45) has docu- 
mented the fact that depressed subjects personalize 
failure; they ascribe failure in an experimental task to 
lack of ability, while they do not attribute success to 
internal factors. | 

The depressed patient's characteristic stereotypical 
conclusions and assessments reflect a combination of 
negative cognitive themes and certain systematic er- 
rors of thinking (2, 26). A characteristic error in de- 
pressive thinking is drawing conclusions in the ab- 
sence of or contrary to evidence. This process of arbi- 
trary inference is illustrated by the following 
cognition: **John didn't call tonight. . . . He probably 
doesn't want to see me anymore.™ When depressed 
patients are confronted with a negative event or attri- 
bute they typically magnify its importance; however, 
the implications of a pleasant event or positive attri- 
bute are minimized. For instance, a patient evaluated a 
slight increase in her dysphoria to mean that she was 
‘deteriorating, while she viewed a well-done task as 
quite insignificant. In clinical work we typically find 
that the patient selectively abstracts isolated elements 
of a situation that are most consistent witt his or her 
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negative and pessimistic world view and ignores other 
Salient cues. A depressed patient decided that her 
boss's failure to say hello was ominous; she complete- 
ly ignored the fact that he was under considerable 
pressure and preoccupied. As Beck and Shaw (27) 
have noted, the depressed patient's invariant method 
of information processing results in overgeneralization 
and the ignoring of fine discriminations. 

' Hammen and Krantz (30), Weintraub and associ- 
ates (33), and Beck (2) have reported empirical data 
that document the presence and preponderance cf er- 
roneous cognitive processes in depressed college stu- 
dents and depressed patients. The depressive tenden- 
cy to magnify negative experiences is reflected in de- 
pressed subjects' hypersensitivity to experimentally 
manipulated failure, compared with the reactions of 
nondepressed subjects. Loeb and associates (46) and 


: Hammen and Krantz (30) have documented the fact 


that such manipulations lead to increased dysphoria 
and pessimism, decreased levels of aspiration, and less 
positive predictions of one's performance on sub- 
sequent tasks. 


DEPRESSOGENIC PREMISES AND SCHEMATA 


It is clear that a concept is needed to integrate the 
various cognitive distortions that characterize de- 
pressed thought. This integrative concept should also 
help explain why, given certain internal or external 
events, some people develop a clinical depression and 
others do not. Two concepts, namely, ‘‘premis2s’’ and 
"schemata," nicely fulfill the integrative function we 
seek. 

- Premises are implicit or explicit statements of fact 
that form the basis or cornerstone of an argument, 
conclusion, evaluation, or problem-solving strategy. 
Wason and Johnson-Laird (18) have suggested that 
everyday problem solving is best understood as a func- 
tion of ‘‘emotional decisions to accept or reject prem- 
ises.” We have already noted the patient who eval- 
uated the missed phone call from her boyfriend as a 
rejection and pointed out her arbitrary inference and 
personalized, negatively referential meaning. From a 
clinical viewpoint, her conclusion that her voyfriend 
did not want to see her any more was erroneous be- 
.cause it was not based on any evidence. The con- 
clusion was also maladaptive because it ied to in- 
creased dysphoria, lack of activity for the duration of 
the evening, and continued rumination about her alleg- 
edly poor interpersonal skills. Nevertheless, the inter- 
pretation was a natural function of the patient’s basic 
premise, namely, ‘‘If I am not important to everyone, I 
can't go on living.” This patient defined being ''impor- 
tant to others'' as other people attending to her, wor- 
rying about her, and always following througa with 
promises and commitments. 

We use the terms ''silent assumptions,’’ ''for- 
mulas," and “‘basic equations’’ to refer to the prem- 
ises that are crucial in depression. While depressive 
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premises can be described in terms of fhe themes 
or leitmotifs, each depressed patient has a distinctly 
personal set of rules or formulas that he-or she uses to 
integrate experiences. These formulas are generally 
unarticulated. Nevertheless, their content can be in- 
ferred vis-à-vis the patient's goals, self-evaluations, 
and the meanings he or she assigns to the raw data of 
his or her experiences. In addition, the depressed pa- 
tient’s stereotypical and rigid notions and directives 
are often the ''surface" manifestations of an under- 
lying depressogenic premise. 

For example, depressed patients tend to make ex- 
cessive use of the directives ‘‘should’’ and ‘‘must.”’ 
Compared with the *'shoulds" of nonsymptomatic 
people, the depressed patients' directives are general- 
ly unreasonable, rigid, and unyielding; the goal, which 
reflects the depressive premise, is usually unattain- 
able. One of our patients was preoccupied with how 
she ‘‘should’’ and ‘‘must’’ study every day, contact 
her family regularly, be undemanding of others, and 
always present a neat, organized appearance. The pro- 
fuse, content-specific use of ‘should’ eventually re- 
vealed her underlying premise: *'I have to be perfect at 
everything." Another patient repeatedly and stereo- 
typically concerned herself with themes that reflected 
her dependence on other people; one of her basic 
premises concerning herself was ‘‘] need the continu- 
ous presence of others for survival." Depressed pa- 
tients also frequently use premises such as “I should 
be able to endure any hardship with grace,” ‘‘I should 
always be generous, dignified, and courageous,” ''4 
should be smart and capable all the time.” 

"Either-or" assumptions that treat two separate 
premises as having equivalent meanings are also com- 
mon among depressed individuals, for example, ''Ei- 
ther I am one hundred percent successful in everything 
or I am a failure,” “If I am not a success, life has no 


. meaning,” “H I am not loved by everyone, I cannot go 


on- living." In collaboration with us, Weissman con- 
structed the Dysfunctional Attitude Scale (DAS), 
which contains statements reflecting a variety of both 
adaptive and maladaptive attitudes and beliefs. The 
maladaptive statements had been found to be charac- 
teristic of depressed patients in therapy but generally 
uncharacteristic of nondepressed patients. A high 
DAS score indicates endorsement of a large number of 
items that reflect depressogenic attitudes. In a pilot 
study with 35 depressed psychiatric outpatients, 
Weissman found a correlation coefficient of .58 be- 
iween the DAS score and level of depression. Weiss- 
man is currently analyzing the reliability and validity 
of the DAS using large samples of college students and 
psychiatric patients.! 

Silent assumptions or premises, bits of information, 
and conclusions provide the content of a cognitive 
schema. A schema Is a relatively enduring structure 


that functions like a template; it actively screens, - 


‘For further information and copies of the DAS, write to Arlene 
Weissman, American Board of Internal Medicine, 3930 Chestnut 
St., Philadelphia, Pa. 19104. 
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codes tateg\rizes, and evaluates information. By def- 
inition, it also represents some relevant prior experi- 
ence (16]. 


CHARACTERISTICS AND DEVELOPMENT O 
DEPRESSOGENIC SCHEMATA | 


Although we cannot offer proof that certain sche- 
mata predispose to depression, clinical experience in- 
dicates an abundance of typical cognitions that help to 
maintain the patient's depression. The preponderant 
characteristic cognitions presumably reflect the opera- 
tion of distinct cognitive schemata. We postulate that 
the schemata which are active in depression are pre- 
viously latent cognitive structures. They are reactivat- 
ed when the patient is confronted with certain internal 
or external stimuli. Once reactivated, the depress- 
ogenic schemata gradually replace more appropriate 
ways of organizing and evaluating information. 

As the depressogenic schemata become more active 
in the patient's cognitive organization, they can be 
evoked by a wide range of stimuli through the process 
of stimulus generalization (2). In the initial stages of 
depression the patient tends to ruminate over a few 
“characteristic ideas, such as “I'm a complete failure" 
or ‘‘My depression is a punishment for my sins.” As 
the depression progresses, the patient gradually loses 
control over his or her thinking; even when he or she 
tries to focus on other material, the depressive cogni- 
tions intrude and occupy a central place in his or her 
thoughts. In the more severe depressions, the depres- 
sive schemata and associated ideas gradually become 
so potent that the patient cannot even consider that nis 
or her ideas or interpretations may be erroneous. Such 
loss of reasonable thinking and reality testing may be 
best understood in terms of the ‘“‘hyperactivity’”’ of the 
depressive schemata and their consequent inter- 
ference with the operation of other cognitive struc- 
tures (2). From a clinical point of view, the hyperac- 
tive, idiosyncratic schemata produce cognitions that 
are exceptionally compelling, vivid, and plausible to 
the patient. Their intensity noticeably affects the pa- 
tient’s interpretations and information processing. 

In our clinieal experience, the schemata that pre- 
dispose to and become,overly active in a depressive 
episode have several characteristics. First, they relate 
to and organize those aspects of the person's experi- 
ence that concern self-evaluation and relationships 
with. other people. Specifically, depressogenic sche- 
mata code and organize information about life situa- 
tions or events that the individual perceives as real or 
potential subtractions from his personal domain. Since 
people's perceptions are idiosyncratic and variable, it 
is not possible to foresee the specific stimulus condi- 
tions that can reactivate a depressogenic schema. 

Depressogenic schemata have a number of addition- 
al characteristics that may help explain that, while 
everyone has schemata that relate to self-assessment 
and interpersonal relationships, not everyone gets de- 
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pressed. One defining — 3 is inflexible or ab- 
solute rules of conduct and evaluation that becomé 
manifest in the patient's language as rigid quantifiers 
(e.g., “all,” **always," ‘“‘never’’), categorical impera- 
tives ("must," "ought," “have to"), and preemptive 
class assignments (''nothing tut’). 


Although one of our patients, a Ph.D. in history, 
was still capable of employing appropriate constructs 
in most of her everyday business, a gradually eroding 
marriage and recent interpersonal rejection reactivat- 
ed her phenomenologically more primitive cognitive 
schema that related to interpersonal disapproval and 
loss. The inflexibility of her depressogenic schema is 
evident in the following cognitions: “I must make my 
life meaningful every day or else my life is worth- 
less... . To make my life worthwhile, I have to make 
every hour count. I have to be productive and please 
everyone around me. ... If people leave me or dis- 
approve of me, I haven't pleased them; therefore I'm 
nothing but a failure—a parasite, a useless creature" 
(italics added). In this set of cognitions, the idiosyn- 
cratic evaluation is clearly maladaptive because of the 
final, devastating value judgment and the bizarre over- 
generalization. The rigidity and absoluteness built into 
this patient's schema inevitably led to the exaggerated, 
overgeneralized conclusions. In the beginning of her 
treatment this patient ruminated primarily about her 
worthlessness and did not report the sequence of cog- 
nitions noted above. 

During their development and maturation people de- 
velop a large number of schemata that organize dif- 
ferent aspects of experience. The schemata ostensibly 
undergo modification as a result of living, learning, and 
experiencing. The formal characteristics of most 
depressogenic schemata, including the psychologically 
simplistic and ‘‘childish’’ content of the premises, the 
rigid directives, and their apparent lack of dif- 
ferentiation, all combine to create the impression that 
we are dealing with relatively stable, developmentally 
early constructions. In other words, it appears that 
most of these schemata contain erroneous conclusions 
which stem from the patient's earlier years and which 
have remained fairly constant thrcugh years of living. 
The functional utility of these schemata apparently has 
not been systematically tested against the changing 
reality of the maturing person. Their content and their 
process characteristics have not been modified to par- 
allel the increasing flexibility and complexity of other 
(nondepressogenic) schemata. 

Depressogenic schemata are specific to and most 
likely to be activated by conditions that resemble the 
circumstances under which they developed. However, 
eventually their range probably extends to stimulus 
cond:tions that are only marginally similar to the origi- 
nal one. For example, a schema thet originally devel- 
oped as a consequence of the death of a close relative 
during the patient's childhood may be readily reacti- 
vated by any death the patient confronts during adult- 
hood. The schema mav also be reactivated by condi- 


. tions that the. adult interprets as constituting irrevo- 
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cable loss, such d disruption of,an interpersonal 
relationship. 

"In repeated episodes of depression the same nega- 
tive cognitive schemata can be discerned in the pro- 
fusion of distorted cognitions and in blatant ex- 
pressions of regret over unattainable goals or ex- 
pectations. When the patient is confronted with a 
perceived anticipated rejection, failure, or loss, the re- 
activation of the depressogenic schemata gradually 
leads to the other classic symptoms of depression (2). 
Insofar as these schemata appear to be long-term psv- 
chological templates associated with fairly stereo- 
typical attitudinal and behavioral responses under cer- 
tain stimulus conditions, they may well constitute a 
cognitive dimension of the depression-prone individ- 
ual's personality. The central assumption of the cogni- 


-tive approach to depression, namely, that cognition 


can determine affect. is supported by a growing body 
of literature. The literature documents that even in lab- 
oratory settings, mood and behavior changes can be 
induced through cognitive manipulations (47-51). 

Patients' self-reports appear to support the clinical 
Observation that depressogenic schemata are probably 
long-term, characteristic attitudes and problem-solv- 
ing approaches. More to the point is a recent study by 
Hauri (52), supporting earlier work by.Beck (2), both 
of which document that the content of depressed pa- 
tients’ dreams is consistent with their waking cogni- 
tions, i.e., the dreams are dominated by themes of 
being rejected, thwarted, abandoned, ill, punished, un- 
desirable, and ugly. Using a dream laboratory to col- 
lect dreams from normal subjects and remitted de- 
pressed patients, Hauri (52) also found that, compared 
with the dreams of control subjects, even the dreams 
of remitted patients showed a preponderance of nega- 
tive themes. Moreover, remitted depressed patients 
dreamed more about the past than normal controls did, 
which reflects the depressive tendency for selective fo- 
cus on past events. 

Thus certain cognitive processes seem chronically 
atypical among depressed patients and may represent 
a stable characteristic of their personality. This hy- 
pothesis is partly supported by data on the relative sta- 
bility of cognitive factors compared with affective fac- 
tors. These data were reported by Weintraub and asso- 
ciates (33), who investigated cognition and affect over 
a two-month period. Cognitive content that was as- 
sessed through multiple-choice responses to a story 
completion task was found to be significantly inter- 


correlated over five testings. On the other hand, affect - 


(assessed through the Multiple Affect Adjective Check 
List) was considerably less consistent over time. Fur- 
thermore, changes in cognitive content appeared to 
precede changes .in affect. 

. What factors and situations potentiate the develop- 
ment of depressogenic schemata? It has been sug- 
gested that the loss of a parent during one's childhood 
may have etiological significance (2). A set of premises 
may evolve to guide the person's eventual inter- 
pretation óf losses as irreversible and traumatic. Data 
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which show that depressed paiients xor oti expe 
enced childhood bereavement than comparison groups 
à z 6. 

did may lend some credence to this assumption’ (2). 
However, since these findings describe only a small 
number of all depressed patients, it is obvious that oth- 
er predisposing factors need to be explored. 

Other factors important in the development of 
depressogenic schemata may include a parent whose 
own belief system revolves around personal in- 
adequacy or a parent whose constructive system en- 
compasses inflexible and rigid rules of conduct. Thus a 
young person may learn and develop some maladap- 
tive schemata on the basis of modeling and social iden- 
tification. Such social processes can be reinforced by 
the parent or parenting one. For example, in family 
therapy sessions it is not uncommon to observe a par- ` 
ent who derogates herself or himself for self-perceived 
inadequacies and later expresses love for the child by 
saving, "He is just like me." 

As already noted, according to our clinical experi- 
ence the negative schemata that are dramatically oper- 
ative in the depressive episode seem to have been re- 
fractory to ordinary change and reality testing. Thus 
what makes these schemata remarkable is probably 
not their uniqueness in the depression-prone person's 
development, but the individual's lack of opportunity . 
or lack of experience in submitting them to examina- 
tion. 

Since depressogenic cognitive structures generally 
relate to interpersonal conduct and evaluation, a num- 
ber of factors can militate against reality-testing them? — 
A deficit in the child’s or young person’s social skills. 
or negative interactions with peers or siblings may mil- 
itate against social testing and reassessment of early 
interpretations. A young person’s self-construction of 
‘“differentness,’’ derived from an actual or imagined 
physical defect, childhood obesity, natural shyness, or 
the like, may also hinder the testing or modification of 
socially and interpersonally oriented schemata. 


CLINICAL MODIFICATION OF MALADAPTIVE 
COGNITIVE SCHEMATA 


Although cognitive structures appear to have some 
of the characteristics of personality traits, they can be 
modified. In fact, since normal maturation encompass- 
es increasing knowledge and awareness of oneself and 
the milieu, the modification of cognitive schemata and 
modulation of behavior are probably the norm rather 
than the exception. 

We have effectively used short-term cognitive thera- 
py (2, 26) to treat outpatients with both minor and ma- 
jor (nonpsychotic) unipolar depression., Cógnitive 
therapy is structured and directive, yet requires the 
patient's active collaboration. It encompasses the use 
of both verbal and behavioral techniques to alleviate 
depressive symptoms. In the initial treatment sessions 
we often employ behavioral techniques such as list- 


keeping, planning productive activities, and sched- 
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uling poten ally enjoyable events. These techniques 


help to ‘‘break into” the depressive circle. Moreover, 
they nof onl focus the patient's attention on relevant, 
productive activity and away from his or her depres- 
sive preoccupations, but also provide him with experi- 
ences of accomplishment. The therapist can also use 
behavioral assignments to challenge the validity of the 
depressed patient's belief that he cannot do anything 
at all or cannot help himself to feel better. 

The patient and therapist then work together to pin- 
point the content and process characteristics of the pa- 
tient's distorted cognitions, question their ‘‘sense,”’ 
and reality-test their appropriateness in the patient's 
life. Later, the treatment focuses on the identification 
and modification of the dysfunctional beliefs that de- 
rive from the patient's depressogenic schemata. From 
the patient's habitual thinking errors, stereotypical 
preoccupations, or repeated allusions to what makes 
other people happy or miserable, the therapist gradu- 
ally infers the patient's ‘‘silent assumptions.” 

The following case briefly illustrates the chain of 
negative cognitions, assumptions, and premises un- 
covered in the cognitive therapy of a middle-aged mar- 
ried scientist. 


CASE REPORT 


The patient, Mr. D., sought treatment because of a severe 


~ depression, confirmed by high scores on both self- and clini- 


cal-rating scales of depression. Diagnostically, he satisfied 
the criteria for primary depression of the major unipolar 
(nonpsychotic) type. Mr. D. had a 10-year history of chronic 
depression with periodic exacerbations. His current depres- 
sive episode coincided with a promotion and was reinforced 
by long-standing marital problems. 

In the first phase of treatment the patient learned to mon- 
itor and record his negative automatic thoughts associated 
with dysphoria. The following three self-observations were 
typical: “I’m unable to respond to my wife emotionally," 
“Tm alienated from my family," “Tm responsible for my 
wife's depression." In the next phase of treatment these 
kinds of negative thoughts were grouped in order to abstract 
general cognitive themes. As the cognitions cited above re- 
flect, one theme concerned Mr. D.'s self-perceived in- 
adequacy in the roles of husband and father. As therapy 
progressed the therapist sought to elicit the meaning of Mr. 
D.'s presumed inadequate performance in the family. Ac- 
cording to the patient, the above observations indicated that 
he was ‘‘emotionally empty” and a miserable person who 
had “nothing to give.” The theme of interpersonal self-dero- 
gation was subsequently also abstracted from his distorted 
cognitive responses to his relationships with other people in 
various settings. To be.interpersonally incompetent meant 
that he was unworthy.” Underlying all of the patient's de- 
pressive cognitions was the basic formula that if he did not 
live up to his own idiosyncratic expectations of perfection 
(which he unquestioningly believed everyone shared), other 
people **would not approve” of him. 

After considerable questioning and trial-and-error "'fit- 
ting," the therapist and patient were able to derive a mean- 


-ingful chain of assumptions and premises (see figure 1). 


The patient's underlying belief that he did not have ''the 
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FIGURE 1 ] ' 
Model of the Patient's Assumptions and Premises 


t DON'T HAVE THe RIGHT TO EXIST. 


I NEED THE APPROVAL a | AM NOT ENTITLED 


CF OTHERS TO JUSTIFY een TO APPROVE OF MYSELF. 
MY EXISTENCE EVERY DAY. 


APPROVAL OF OTF ZRS GIVES 
ME MY SENSE OF WORTH. 





right to exist” was apparently related to his discovery, about 
age 10, that he was an unplanned child. Mr. D.’s highly nega- 
tive interpretation of this information and its concomitant af- 
fective impact was conveyed by ‘he fact that even at age 55, 
he was able to state with conviction, “I am an unwanted 
baby.” This basic belief seemed to underlie Mr. D.'s other 
assumptions, e.g., “I need the approval of others to justify 
my existence.” 

The assumptions relevant to interpersonal disapproval 
could also be used to explain the preponderance of negative 
depressive cognitions in response to different stimulus con- 
ditions. For example, at work Mr. D. was preoccupied with 
the recurrent negative cognitions “I have no opinion on any- 
thing," ‘My mind is sluggish . . . I can't speak up at meet- 
ings.” The possibility of being called upon at a meeting acti- 
vated Mr. D.'s interpersonal schema concerned with dis- 
approval, which led, in turn, to the cognition that if he did 
speak up, he would make a fool of himself. Subsequent to 
the uncovering of Mr. D.'s depressogenic schemata, treat- 
ment focused on questioning their relevance and plausibility 
and having Mr. D. test out new, alternative behaviors and 
interpretations. 

By testing and modifying the dvsfunctional premises, the 
patient vas helped to process, in a more realistic way, infor- 
mation regarding other people's reactions to him. One tech- 
nique that demonstrated the inappropriateness of his system 
of assumptions consisted of Mr. D.'s adopting behaviors that 
were contrary to his dysfunctional beliefs, for example, be- 
having as if the assumption that he needed the approval of 
other people were untrue. The consequences of such “new” 
behaviors led to an increase in more reality-oriented adapt- 
ive cognitions.’ 


EFFICACY OF COGNITIVE THERAPY 


A recent empirical study by Rush and associ- 
ates (53) assessed the efficacy of cognitive therapy, 
compared with pharmacotherapy, in the treatment of 
depressed outpatients. Forty-one unipolar depressed 
outpatients randomly assigned to either cognitive ther- 
apy (N=19) or imipramine treatment (N=22) were 


2Other techniques are described in detail in a new manual on the 
cognitive therapy of depression by Bezk and associates. The un- 
published manual is available from Dr. Beck; his address is 133 
South 36th St., Room 602, Philadelphia, Pa. 19104" 
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seen over a period of 12 weeks. As a group, the pa- 
tients had a long history of repeated episodes of de- 
pression and multiple past attempts at treatment. 
Analysis of self-ratings and clinical ratings of depres- 
sion revealed that while both treatments were highly 
effective in decreasing depressive symptoms, the 
group receiving cognitive therapy showed statistically 
greater clinical improvement. These findings were es- 
sentially replicated at 3- and 6-month follow-up. More- 
over, significantly more pharmacotherapy than cogni- 
tive therapy patients dropped out of treatment. Among 
the patients who completed treatment, a significantly 
greater number of pharmacotherapy patients reentered 
treatment for depression in the follow-up phase. 


COMMENT 


While at the present time we have no definitive data 
on exactly how cognitive therapy works, the relatively 
low posttreatment relapse rate may well indicate that 
there has been some modification of the patient's 
depressogenic cognitive schemata. Although the cog- 
nitive approach seems to “fit” the observable clinical 
phenomena, a definitive test of its theoretical rigor will 
have to await further analyses and detailed inquiry. 
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New “Information for Contributors" 


This issue of the Journal introduces a greatly expanded ‘‘Informaiion for Contributors," 
which contains important information for authors and Journal readers. The section clari- 
fies many Journal policies and style points, and includes some important changes, such as 
1) the requirement that a copyright transfer statement accompany all submitted manu- 
scripts, 2) the option of early submission of annual meeting papers, and 3) specific guide- 
lines for writing, typing, and arranging the paper. Failure to fulfill the stated criteria can 
result in delays in the review process. Contributors ae also urged to read the sections 
regarding accepted manuscripts, which contain important information regarding the publi- 


cation process, reprints, etc. 
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JAMES M. PEREL, PH.D., AND ELSA V. GIARDINA, M.D. 


The authors studied the effects of imipramine 
hydrochloride at plasma concentrations associated 
with antidepressant activity in seven patients 
hospitalized for severe depressive illness. They found 
that the drug usually produced prolongation of 
intraventricular cardiac conduction. Although this 
was generally well tolerated, the authors suggest that 
patients with preexisting conduction system disease 
may be at increased risk when taking tricyclic 
antidepressants. They feel that the orthostatic 
hypotension seen in all seven patients represents a 
potentially serious problem with tricyclic 
antidepressants. They discuss the antiarrhythmic 
properties associated with imipramine and significant 
interactions between imipramine and drugs taken by 
patients with cardiovascular disease. 


SHORTLY AFTER the introduction of tricyclic antide- 
pressant drugs, numerous reports of life-threatening 
' and lethal overdoses demonstrated that they were ca- 
pable of producing powerful effects on the cardiovas- 
cular system (1, 2). Anecdotal reports of conduction 
disturbances, serious arrhythmias, myocardial in- 
farction, and sudden death occurring in depressed pa- 
tients being treated routinely with tricyclic antidepres- 
.sants raised the concern that adverse cardiac effects 
might also be present within the therapeutic dose 
ranges of these drugs. | 

Several epidemiological studies attempting to assess 
the incidence of serious cardiac side eifects when tri- 
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cyclic antidepressants were used in the routine treat- 
ment of depression (3-6) were inconclusive and con- 
tradictory, in part because of their retrospective na- 
ture, short treatment durations, low oral dosages, and 
inadequate study designs. Most of the early case stud- 
ies attempting to assess the cardiac effects of therapeu. 
tic doses of tricyclic antidepressants were done with- 
out the availability of plasma concentrations of the 
drugs and before the development of the sophisticated 
cardiograph:c techniques necessary for a more com- 
plete understanding of the cardiac effects of these 
drugs. 

More recently, a number of investigators have been 
able to clarify the relationship between plasma con- 
centrations of various tricyclic antidepressants and 
their cardiac effects. Two vears ago our group at the 
New York State Psychiatric Institute began a study to 
determine the cardiac effects of plasma concentrations 
of imipramine routinely obtained in the treatment of 
severely depressed adults. This is a preliminary report 
of our findings. 


METHOD 
Patient Population 


Patients admitted to this study were Sive de- 
pressed adults who met the Research Diagnostic Cri- 
teria (RDC) (7) for major depressive disorder and 
whose depression was of such severity that it required 
hospitalization. Patients were not selected for the 
presence of heart disease, but the cardiovascular dis- 
ease found in these patients represents what would 
probably be found in any sample of severely depressed 
older adults. Our first seven patients, the subject of 
this report, averaged 60 years of age (range, 35-71). 
Four hac hypertensive or ischemic heart disease, and 
six had ECG abnormalities, including conduction dis- 
turbances and T-wave abnormalities, before imipra- 
mine therapy. One patient had had a definite myo- 
cardial infarction, and ihree had had possible ae 
cardial infarctions i in the distant past. a 


Drug Aaministration : 


After giving informed consent, the seven patients 
were admitted to a 14-bed depression research unit. 
They were studied during a drug-free week, a placebo 
week, four weeks of medication t.i.d., and one week of 
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single-dose medication h.s. Patients were initially giv- 
en 3.5 mg/kg of imipramine per day (women averaged 
200°mg, men'averaged 250 mg), and this was adjusted 
upward :n patients failing to obtain therapeutic plasma 
concentrations of the drug. 

A standard 12-lead ECG, a high-speed high-fidelity 
ECG (8). and a 24-hour continuous recording of the 
ECG were obtained during each week of the study. 
The 24-hour recordings were analyzed by digital com- 
puter (9). Pulses were obtained every 4 hours, and 
blood pressures were taken b.1.d. In order to evaluate 
orthostatic blood pressure changes, blood pressures 
were recorded while the patients were lying down and 
immediately on standing. Patients were evaluated by a 
clinical cardiologist each week. 

Blood samples were drawn two times per week be- 
fore the morning dose of medication to determine 

‘steady-state plasma concentrations of imipramine, 
desmethylimipramine, and their hydroxylated metabo- 
lites. A third blood sample was drawn simultaneously 
with the high-fidelity cardiographic recordings. As de- 
scribed previously (10), imipramine and desmethyl- 
imipramine were assayed by modifications of the tech- 
nique of Moody and associates. Imipramine concen- 


„trations reported here actually represent the total 


amount of bound and unbound imipramine and des- 
methylimipramine. The precise correlation between 
plasma concentration of imipramine, desmethylimip- 
ramine, their hydroxylated metabolites, and cardiac 


effects will be the subject of future communication. 


RESULTS 


The daily oral dose of imipramine ranged from 175 
to 400 mg per day (mean, 270 mg), and the steady-state 
plasma concentration ranged from 120 to 450 ng/ml per 
day (mean, 280 ng/ml). All patients recovered from 
their depression during the course of treatment. The 
mean heart rate, determined by computer analysis of 
24 hours of continuous recording, increased slightly 
(less than IO beats a minute). Although this increase 
was statistically significant (p—.05, t test), it is of un- 
certain clinical importance. However, clinically signif- 
icant intraventricular conduction delays, evidenced by 
prolongation of PR, QRS, and rate-corrected QTc in- 
tervals (QTc), were seen in all seven patients (see fig- 
ure 1). Three of these patients had preexisting disease 
of the conduction system (right bundle branch block). 
They too showed prolongation of conduction, but 
none suffered untoward effects. 

Two of the patients initially had large numbers of 
atrial premature contractions (APCs) and ventricular 
premature contractions (VPCs). Both improved on the 
drug (11). One patient had 33 APCs and 30 VPCs per 
hour before treatment and .4 APCs and no VPCs per 
hour on.the drug. The other patient showed 12 APCs 
and 169. VPCs per hour before treatment and 1.8 APCs 
and 28.1 VPCs per hour during drug administration. 

All patients in this series showed some orthostatic 
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FIGURE 1 ] N S 

Mean Heart Rate (HR), QRS, PR, and Rate-Corrected QT Intervals *. 
(QTc) in Seven Patients Before Drug Administration and After Five ™ 
Weeks of Continuous Imipramine Administration 
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hypotension before drug administration. During 
Imipramine therapy we found no change in recumbent 
blood pressure. However, all patients showed a large 
and sustained exacerbation of orthostatic hypotension. 
while receiving imipramine (see figure 2), and in one 
patient this necessitated drug discontinuation. Al- 
though these patients’ subjective complaints, such as 
dizziness and lightheadedness, often improved with 
time, the orthostatic changes did not ameliorate over 
the five-week period of active medication. 


DISCUSSION 


The ECG changes and cardiovascular effects seen in 
patients treated with tricyclic antidepressants are the 
result of complex interactions between patient vari- 
ables, such as age, presence and extent of preexisting 
heart disease, and circulatory status, and drug vari- 
ables, such as plasma concentration, treatment dura- 
tion, and intrinsic cardiovascular activities of individ- 
ual tricyclic antidepressant drugs. The cardiac effects 
that are observed as a consequence of administration 
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„Weekly Mean Systolic and Diastolic Lying and Standing Blood 
Pressure Before and After Imipramine Administration* 
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*Arrows indicate start of imipramine administration. 


of tricyclic antidepressants must be considered in the 
light of recently documented dose-response character- 
istics of the different tricyclic antidepressant 
drugs (10, 12). 
^. [ntheir comparison of nortriptyline and doxepin in a 
population free from heart disease (mean age, 42; 
range, 19-57), Vohra and associates (13) found an in- 
creased heart rate and increased PR and QTc intervals 
in 16 patients taking nortriptyline but in none of the 8 
taking doxepin. Mean plasma concentration of nor- 
triptyline was 182 ng/ml, which 1s above the therapeu- 
tic window for this drug. Plasma concentrations jor 
. doxepin were not available. In a double-blind cross- 
. over study, Burrows and associates (14) compared 150 
mg each of nortriptyline and doxepin in 17 patients 
(méan age, 50; range, 32-67) who were not charac:er- 
ized by cardiac status. They found that nortriptyline 
produced significant QRS prolongation but that doxe- 
pin did not. However, the mean plasma concentration 
of nortriptyline was 196 ng/ml, which, again, is above 
the therapeutic window, but the mean plasma concen- 
tration of doxepin was only 52 ng/ml. With such large 
differences between plasma concentrations of nor- 
triptyline and doxepin, doubts remain about intrinsic 
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differences between the cardiac effects of these two 
drugs. In addition, dose-response characteristics of 
doxepin have not yet been systematically evaluated in 
the way in which the characteristics of nortriptyline 
and imipramine have been; the therapeutic signifi- 
cance of this plasma concentration of doxepin is there- 
fore uncertain. 

Using cardiac catheterization techniques, Vohra 
and associates (1) demonstrated that nortriptyline con- 
sistently produced intraventricular conduction delays 
at concentrations above 200 ng/ml (above the thera- 
peutic window) but infrequently at concentrations be- 
low 200 ng/ml. Their patients were not clinically char- 
acterized. Ziegler and associates (15) recently report- 
ed that plasma concentrations within the therapeutic 
window for nortriptvline (mean, 130 ng/ml) did not 
produce conduction disturbances in a group of young 
(mean age, 31), healthy patients. Freyschuss and asso-* 
ciates (16), pooling data from patients who obtained 
plasma concentrations of nortriptyline above, below, 
and within the therapeutic window, found no signifi- 
cant conduction delays in healthy adults (age, 
44.3:: 13.1). Taken together, these studies suggest that 
plasma concentrations of nortriptyline within the ther- 
apeutic window do not cause significant conduction 


. disturbances in healthy young and middle-aged adults. *- 


There is as yet no information about the cardiac effects 
of nortriptyline in older adults and geriatric patients or 
in patients with preexisting cardiac disease. 

Our seven patients were considerably older and also 
had more preexisting cardiovascular disease than® 
those who have been studied with nortriptyline. There 
was significant prolongation of intraventricular con- 
duction in all seven of our patients (p=.05, t test). Itis 
at present uncertain whether it was the age or the car- 
diovascular status of these patients or properties in- 
trinsic to imipramine that caused our results to differ 
from those of other investigators. However, we can 
say that older patients with preexisting cardiovascular 
disease who are treated with imipramine routinely 
demonstrate prolongation of intracardiac conduction. 
In general, this 1s well tolerated. Although the three 
patients in this series and four others we have sub- 
sequently studied with preexisting bundle branch dis- 
ease all tolerated imipramine well, one ef our patients 
with preexisting bundle branch block developed heart 
block, a potentially hazardous complication (17). Why 
this patient developed heart block and seven others 
did not is the subject of further investigation. At this 
point it would seem that patients with preexisting 
pundle branch disease may be at increased risk for ad- 
verse cardiac effects and that such a condition would 
dictate a more cautious use of tricyclic antidepres- 
sants. A routine ECG before initiating Imipramine 
therapy would be adequate to detect the presence of 
such conduction disturbances and seems advisable be- 
fore treating older patients with tricyclic antidepres- 
sants. ' 

Orthostatic hypotension was seen in all seven pa- 
tients in our series. .It necessitated drug discontin- 
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uation in one of these patients. In our larger series of 
patients orthostatic hypotension has been the single 
most common cause for discontinuing medication or 
decreasing tricyclic antidepressant dose. Muller and 
associates (18), who also used imipramine, found or- 
thostatic hypotension to be a significant hazard in geri- 
atric patients with preexisting cardiac disease but to be 
of minor importance in younger healthy adults. Frey- 
schuss and associates (16) did not find significant or- 
thostatic hypotension with nortriptyline, but, again, 
their sample was composed of younger, healthy 
adults. It thus seems that orthostatic hypotension is a 
potentially serious problem in older adults with pre- 
existing cardiovascular disease who are treated with 
imipramine. Whether this is related to age, cardiovas- 
cular status, or properties intrinsic to imipramine but 
not to other tricyclic antidepressants awaits further 
estudies. l 

The ability of tricyclic antidepressants to inhibit the 
activity of antihypertensive agents, such as guanethi- 
dine (19) and clonidine (20), and the possibility that 
volume-depleting antihypertensive drugs such as the 
commonly used diuretics might exacerbate imipra- 
mine-induced orthostatic hypotension may complicate 
the management of older patients who suffer from both 


"hypertension and depression. Our experience with 


hospitalized depressed patients who also have had hy- 

pertension has been that, after consultation with an in- 

ternist, the antihypertensive medications could be dis- 

continued without loss of blood pressure control dur- 
*ing treatment with imipramine. 

In the past, the presence of any ventricular or atrial 
arrhythmia has been considered a contraindication to 
the use of tricyclic antidepressants. This was probably 
because therapeutic doses were thought to cause and 
toxic doses were known to cause a variety of severe 
cardiac arrhythmias. The availability of 24-hour con- 
tinuous cardiac monitoring now makes it seem that 
what were thought to have been tricyclic-induced ar- 
rhythmias in patients given therapeutic doses of tri- 
cyclic antidepressants may have represented only 
chance association between spontaneously occurring 
cardiac arrhythmic activity and drug administration. 
The two patients reported on here and six others we 
have subsequently studied all demonstrate that con- 
centrations of imipramine routinely obtained in the 
treatment of severe depressive illness markedly sup- 
press spontaneously occurring atrial and ventricular 
premature contractions. This property, in addition to 
the ability of imipramine to prolong intraventricular 
depolarization and repolarization, makes it markedly 
similar in activity to quinidine and procainamide, 
which are drugs commonly used in the treatment of 
cardiac arrhythmias. Because of this, we would be 
concerned that the coadministration of one of these 
agents and imipramine might produce a greater likeli- 
hood of cardictoxicity than might be seen if either 
agent were used alone. In close collaboration with an 
internist, one should probably decrease the dose of the 
antiarrhythmic medication in patients being treated for 
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arrhythmias who are in need of tmipramine as well. 

The observation that tricyclic antidepressants and 
some of the commonly used antiarrhythmic agents 
have similar electrophysiological effects on the heart 
also has implications for the management of the car- 
diac arrhythmias that may be caused by tricyclic poi- 
soning. Quinidine and procainamide should probably 
not be used to treat arrhythmias induced by tricyclic 
overdose because these agents, having properties 
similar to the tricyclics', might be more likely to ex- 
acerbate cardiotoxicity than to ameliorate it. 

Our findings with imipramine with respect to cardiac 
conduction and orthostatic hypotension are somewhat 
at variance with those of workers with other tricyclic 
antidepressants, and the antiarrhythmic properties we 
document have not previously been observed with 
other tricyclics. However, a comparison of the relative 
cardiovascular effects and safety of the various tri- 
cyclic antidepressants must wait future studies that 
control for such patient characteristics as age and car- 
diovascular status and in which the various tricyclics 
are measured and adjusted to plasma concentrations at 
which they have been demonstrated to possess antide- 
pressant activity. 
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Use of the Extended Family in the Treatment of Multiple 


Personality 


BY EDWARD W. BEAL, M.D. 


The author describes a patient with the diagnosis of 
multiple personality who was treated by several! 
therapists with different theoretical perspectives, 
including psychoanalysis and family systems theory. 
The latter approaches to the patient's illness are 
compared. a new methodology of treatment is 
"reported, and the impact of different ways of thinking 
about the patient is discussed. 


FEWER THAN 200 CASES of multiple personality have 
been reported. Some of the more famous ones include 
the first documented case, reported in 1815 (1); ‘‘Miss 

* Beauchamp,” treated by Morton Prince (2); The Three 
Faces of Eve, reported by Thigpen and Cleckley (3); 
and the case of Sybil (4). Cases of multiple personality 
have frequently been used in the study or development 
of new theories of personality structure, but most cas- 
«es have been analyzed according to individual psycho- 
dynamic theory. I am aware of no reports in which 
there has been a major theoretical or technical focus 
on extended family relationships. 

In this paper, I will compare the application of psy- 
choanalytic and family systems theory to the case of a 
patient with multiple personality. In addition, I will re- 
port a new methodology for treating such patients. | 
have not attempted to evaluate the superiority of ei- 
ther theory; rather, I will examine the impact of dif- 
ferent ways of thinking about the problem presented 
by the patient. 


CASE REPORT . 


The patient, Jennifer A, was born in a small midwestern 
community in 1936. She is the oldest child of Mr. and Mrs. 
A. Mr. A, born in 1913, was the 4th of 15 children and had to 
start working when he was in his early teens to support his 
family. He considered himself an outcast within the family, 
which occupied a low socioeconomic position in the commu- 
nity. Mrs. À, born to wealthy parents in 1909, was the 7th of 
8 children, all of whom became priests or nuns. She left the 
religious life when she was a young woman and married Mr. 
A 2 years later. This marriage represented a union of two 
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families occupying quite different socioeconomic positions. 
The marriage ceremony occurred the day after the funeral of 
Mr. A's favorite younger sister. 

Within a few months after the marriage, Mrs. A’s mother, 
the patient's maternal grandmother, became terminally ill 
with cancer. She died a few months before Jennifer's birth, a 
year after her parents' marriage. 

Jennifer's life from birth to age 5 was relatively free of 
anxiety. She was very precocicus and was able to read 
books and compose and direct plays before she entered kin- 
dergarten. At age 3 she reportedly passed through the period 
of her sister's birth with no visible disturbance. Family mov- 
ies and audiotapes made before Jennifer's 5th year indicated 
that she functioned reasonably well and appeared to be rela- 
tively happy. 

During her 6th vear, several major events occurred that 
significantly affected Jennifer: her younger brother was 
born, she started school, her mcther started working full 
time, the family's wealth increased considerably, and her 
parents spent much time at work, delegating almost all child 
care to a full-time governess. with whom Jennifer developed 
an intensely negative relationship. 

Until she was 5, Jennifer was known as her '*mother's 
daughter" and her younger sister was known as her ''fa- 
ther's daughter.” After Jennifer's brother was born, Mrs. A 
started spending most of her nonworking hours with him, 
leaving Jennifer with the governess Jennifer's entrance into 
formal schooling was marked by serious difficulties in peer 
relationships, which she believes were related to the fact that 
her father was the major employer of most of the men in the 
community. 

When Jennifer was 8 years old, her mother's older brother 
came to live with the family. Jennifer did not know it, but 
this uncle had been required to take a leave of absence from 
the priesthood after he was accused of sexually molesting 
young girls. Mrs. A, who was presumably aware of these 
accusations, left Jennifer with her uncle on many occasions, 
during which he attempted to molest her. Jennifer was not 
able to discuss these incidents with her parents at the time. 

When Jennifer was in late adolescence, her younger sister 
suffered a ‘‘mental breakdown,” reportedly in response to 
being molested several times by the uncle, and required psy- 
chiatric hospitalization. When Mrs. A discovered that Jenni- 
fer had also been molested by the uncle but had never said 
anything, she blamed her for her sister's illness. Jennifer was 
living away from home at college and experiencing problems 
in peer relationships; this situation, combined with her 
mother's accusations, contributed tc her first psychiatric 
hospitalization, which occurred in 1955. 

Although she was hospitalized near her hometown, no 
family members visited her. She was given a course of elec- 
troconvulsive therapy; a friend eventually removed her from 
the hospital against medical advice. She returned to college 
and continued to perform reasonably well, altheugh she nev- 
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er realized her academic potential. In 1958, she went to grad- 
uate school in a large midwestern city. This period was char- 
acterized by marked fluctuation in her functioning. After she 
completed graduate school, Jennifer went to work for a large 
private corporation. Approximately 2-3 years later, she was 
again hospitalized for psychiatric problems for 3 months (2 
months as an inpatient and 1 month at night while working 
during the day). She received ECT and daily psvchotherapy 
from a male psychiatrist, who continued to treat her for 2 
years. She again reported no family visits during this hospi- 
talization. Subsequently, she returned to work on a part-time 
basis and reports that she was described at that time as errat- 
ic, intelligent, intensely moody, and dysfunctional. These di- 
verse characteristics were explained by the identification of 


three selves in addition te Jennifer: Marie, Joan, and Joyce. 


Jennifer was overwhelmed by specific traumatic events, to 
which she responded by developing alternative selves. The 
age of appearance and personal characteristics of each self 
were specifically associated with events Jennifer perceived 
as traumatic: Marie with starting school and peer problems 
(age 5), Joan with the birth of a younger brother and Mrs. 
A’s full-time employment (age 6), and Joyce with sexual mo- 
lestation by the uncle (age 8). 

During periods when Jennifer experienced significant anx- 
iety and/or emotional closeness to others, she responded as 
Marie. Marie was insensitive. hostile, overly suspicious, and 
overbearing. However, she was a well-organized, competent 
administrator on Jennifer’s job, although she often alienated 
other employees. When Jennifer experienced anxieiy or 
progress in her personal relationships, Marie often threat- 
ened to commit suicide. 

Frequently, when Jennifer experienced sadness, isolation, 
and loneliness, she responded as the overly dependent Joan. 
Joan had the freedom to act out many issues when Jennifer 
was too proud to do so. Joan established an elaborate net- 
work of friendships based on her presentation of herself as a 
shy, dependent little girl who needed caretaking from others. 


. When Jennifer experienced sexual thoughts or fantasies as 


part of a relationship, she responded as the obscene 8-year- 


‘old Joyce. After she presented herself to others as a bitter, 


hostile, obscene child who had been sexually molested, 
Joyce would then express many sexual desires and fantasies. 

After the identification, analysis, and reintegration of 
these multiple personalities over a 4-year period, Jennifer 
functioned satisfactorily. Toward the end of the analysis, she 
began to develop a relationship with her mother that went 
beyond the previous formal twice yearly contact. She was 
subsequently referred for resolution of her negative transfer- 
ence to men to a seventh psychiatrist (myself) who used a 
family systems approach. 


DISCUSSION 


The patient's first six psychiatrists had offered her a 
combination of emotional support, ECT, drug therapy, 
and psychological insights into the genesis and contin- 
uation of her problems. 


lam not attempting to evaluate these different thera- 


peutic modalities. It is possible that Jennifer would not 
have engaged in each method of treatment had it not 
been for an earlier one. For instance, one could hy- 
pothesize that ECT was a useful precursor to the 4 


. years of-psychoanalysis or that the resolution of her 


relationship to her mother through psychoanalysis was 
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a necessary precursor to her work on extended’ family 
issues. 


The Psychoanalytic Approach ; 


In the psychoanalytic framework, the diagnosis of 
multiple personality is based on an impairrhent in the 
relationship between the id, ego, and superego second- 
ary to a trauma or traumata occurring in the context of 
a nuclear family that usually is naive, hysterical, and 
restrictive (4, p. 447). 

Denia] and repressive defense mechanisms are used 
extensively by family members as well as by the pa- 
tient. For the patient, excessive repression leads to 
complete psychological disassociation from the 
traumata and assumption of other identities in order to 
escape and/or cope with them. 

Psychoanalytic theory hypothesizes that such indi- 
viduals may exhibit different but specific personality 
structures whenever certain anxieties or affects are 
aroused. In areas of functioning that do not cause anx- 
iety, the personalities do not differ markedly. Repres- 
sion in response to specific stresses is so strong that 
each personality is amnesic for the others. There is a 
central or ‘‘waking’’ self and alternative selves for 
which the waking self is amnesic (4, p. 446), although 
there is often one alternative self that retains memory 
for all of the others. In general, severe amnesia is one 
characteristic that distinguishes the multiple personal- 
ity syndrome (5). 

Psychoanalytic therapy is directed toward uncov- 
ering the traumata and analyzing the defensive config 
urations in response to them. Additional emphasis is 
placed on direct expression in the transference rela- 
tionship of the repressed affect previously associated 
with the traumatic event or relationship. Each person- 
ality or self is conceptualized as the defense against 
trauma or the affective state generated by the traumat- 
ic event. Once the trauma has been analyzed and un- 
derstood by the adult waking self, the defense and the 
other defending self are no longer necessary. This psy- 
choanalytic approach, with its focus on intrapsychic 
genealogy of the dysfunction, led to the careful deline- 
ation of the characteristics and chronological onset of 
each individual self in Jennifer's history. 


Family Systems Theory Approach 


Family systems theory would describe a multiple 
personality as a conglomeration of pseudo-selves de- 
veloped in response to an emotionally intense relation- 
ship system characterized by a low level of dif- 
ferentiation. The hypothesis is that the functioning of 
an individual can improve if he/she is engaged in an 
emotional relationship with a mental health profes- 
sional. Maintenance of functioning is dependent on 
continued periodic contact with that profeSsional. An- 
other hypothesis is that fundamental recovery occurs 
only when one makes steps toward differentiation 
from one's family of origin. 

The theory states that each individual has a degree 
of unresolved emotional attachment to his/her parents 
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that is the most significant factor in the success of all 
other relationships and the stability of one's life 
course. “Emotional attachment” refers to the emo- 
tional influencing and loss of individuality or self that 
occur in important relationships; it is considered unre- 
solved when the reduction of emotional influencing oc- 
curs only through 1) physical distance and infrequent 
contact or 2) emotional withdrawal via psychological 
mechanisms while physical proximity is maintained. 

The degree of unresolved emotional attachment 
does not correlate directly with the presence or ab- 
sence of emotional illness. Symptoms develop when a 
significant relationship becomes unbalanced and the 
person becomes anxious and emotionally isolated. The 
greater the intensity of the unresolved emotional at- 
tachment, the more intense are the mechanisms used 
to deal with it. Other family approaches conceptualize 
emotional dysfunction in different ways (6-11). Al- 
though each methodology may attain its own goals, the 
goals are not necessarily comparáble. 

Conceptualizing emotional dysfunction in the man- 

ner described has made possible several technical in- 
novations. Because symptoms in an individual are a 
reflection of an imbalance of the family relationship 
system, family therapy sessions can be conducted with 
‘a nonsymptomatic family, member who is motivated 
and in regular contact with the symptomatic member. 
As people become better observers of their own family 
emotional processes, they gradually gain more control 
of themselves within that process. 
* [n the process of reestablishing meaningful contact 
with one's original family, steps can be taken toward 
resolving the emotional attachment to the past genera- 
tion that will lead to improvements in the problems of 
the present generation. 

The therapeutic approach focuses on the relation- 
ship processes between a specific individual and dif- 
ferent members of his or her extended family system 
and on identifying and modifying the part one's self 
plays in the tziangular structure of the family relation- 
ships. The concept of a triangle assumes that a two- 
person relationship is basically unstable and that when 
two people experience conflict or anxiety they involve 
a third person in an attempt to reduce tension. This 
concept describes the way any three people relate to 
each other and involve pthers in the emotional issues 
among them. Within the triangle there are predictable 
moves that have been used to develop a system of 
therapy designed to modify the family emotional pat- 
terns. À common example of a triangular relationship 
pattern in which people ''take sides” around a marital 
conflict 1s as follows: emotional fusion and/or distance 
between the spouses; mother and children developing 
an emótionally close relationship; and father and chil- 
dren deyelopirg an emotionally distant relationship. 
The focus of therapy lies more on the emotional trig- 
gers that activate triangular relationship patterns than 
on the internal feeling state of an individual; the rela- 
tionship between the patient and the therapist is not 
studied (12-16). 
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The process Dy which another self or pseudo:self de- 
velops is predictable and understandable.. The pa-. 
tient's amnesia for this process can be reduced or re- 
moved by increasing control over his or her anxiety. 
Renewed contact with memoers of the extended fam- 
ily activates triangles and emotional triggers, thereby 
offering the opportunity to increase the control of 
one's self and anxiety in relationship to these triangles. 

Problems exist in attempzing to shift a patient's 
thinking from one theoretical paradigm to another. 
The focus of the therapy in Jennifer's case was shifted 
from the transference relationship to her relationship 
to members of the extended family. During the initial 
transition phase from the sixth psychiatrist to me and 
during my vacations, the patient visited her previous 
psychiatrists, and she might not have made the transi- 
tion had it not been for the emotional support of these 
therapists. The medication prescribed by the previous 
psychiatrists was continued when the patient re- 
quested it during periods of severe anxiety. 

Application and impact. in my treatment of Jenni- 
fer, I addressed symptoms, fragmented thinking, sui- 
cidal behavior, and the appearance of alternative 
selves in the context of the family relationship system. 
When the patient presented two alternative selves in 
the same session, one wishing to kill the other, 1 did 
not analyze or interpret this bekavior but assumed that 
the selves represented behavioral efforts to ‘‘triangle”’ 
me or to emotionally align me with one of her selves 
against another. I responded by asking the patient 
what plans she and her *'other selves” had to resolve 
this problem of wanting to commit suicide. Much time 
was spent asking the patient about the stimuli and 
emotional triggers that shifted her from one self to an- 
other. Patterns identified in present functioning were 
searched for in past family relationships. It was as- 
sumed that the patient had some potential ability and 
responsibility for modifying the appearance of alterna- 
tive personalities. 

The patient responded to this shift in therapeutic fo- 
cus with intense anger and accused me of having no 
affective investment in her. The shift also led to in- 
creasing regressive and acting-out behavior. She de- 
manded to act as ‘‘crazy as necessary” in therapy ses- 
sions so that she could function better outside of thera- 
py. She engaged in dangerous behavior that seriously 
jeopardized her employment and professional standing 
in her community. I avoided interpretations of the be- 
havior but addressed it in such a way that the patient 
assumed responsibility for its resolution. 

The initial referral of this patient to me was for her 
negative transference to men. Family systems theory 
would view this situation as a triangle with close emo- 
tional attachment between mother and daughter and 
with the father in an emotionally distant position. The 
intensity of the emotional attachment prevents the pa- 
tient from seeing the triangle. If it is not resolved, the 
patient is ultimately cut off emotionally from her nu- 
clear family and subsequently becomes emotionally at- 
tached to the mental health professional. -Fhis attach- 
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ment maintains current functioning but does not modi- 


fy the patient’s part in the triangular nuclear family 


rélationship. 

These theoretical assumptions led me to encourage 
Jennifer to develop more frequent.and meaningful per- 
sonal contact with her father. The more she tried, the 
farther her father retreated and the more her mother 
interfered. Gradually, the patient became more aware 
of her inability to define herself in relation to her 
mother. In addition, her view of her parents as emo- 
tionally rejecting and distant yielded to seeing them as 
highly emotionally interdependent with each other and 
with her. 

Jennifer complained that her problems in dealing 
with her father involved guilt about leaving her mother 
out of personal conversations with him. The triangle 
was of sufficient intensity that each effort to develop 
her relationship with her father resulted in symptomat- 
ic behavior by her mother. 

Because of the intensity of the relationship with her 
mother, the patient was encouraged to develop rela- 
tionships with her mother’s siblings, who were more 
emotionally important tc her mother than others. Her 
efforts led to a better understanding of her mother and 
the relationship between her mother and other family 
members and between each of them and herself. Spe- 
cific efforts involved taking an extended vacation with 
her mother’s younger sister, organizing a 25th wedding 
anniversary party for her parents, and attending a fam- 
ily reunion celebrating the anniversary of her mother’s 
older sister entering the religious life. 

After several visits with her mother’s family, Jenni- 
fer visited one of her father’s younger sisters. There 


was much dysfunction and anxiety in her father’s fam- 


ily, for which Jennifer was unprepared, and she re- 
sponded with a psvchotic-like reaction and suicidal 
gestures. Less than a year later she was able to visit 
this family and her paternal grandmother with relativ2- 
ly little anxiety. Subsequently, she and her siblings 
were able for the first time to discuss their mother's 
emotional functioning. 

After this intense l-year effort to develop more con- 


tact with her mother's extended family, Jennifer's fa-, 


ther began to remark on the changes he had noticed in 
her and invited her to spend a 2-week vacation with 
him and her mother. In contrast to previous visits, Jen- 
nifer had no major emotional difficulties with her fa- 
ther during this visit. Her mother remained relatively 
asymptomatic while Jennifer and her father attempted 
to get to know each other. Jennifer’s efforts to know 
her mother’s extended family members appeared to 
have sufficiently decreased the intensity of her rela- 


- tionship with her mother so that a relationship with her 


father could begin te develop. 

After 2 years in therapy with a family systems ap- 
proach, the patient was asked for her subjective im- 
pression of the difference. She stated that in the past 
she had spent all of her life blaming her parents for 
their efforts to destroy her. Now that she knows them 
better, she- can, no ionger blame them and must take 


* 
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responsibility for what she is doing. When askéd why 
she had always believed her parents were ‘‘crazy,’’ she 
Stated that everyone had always accepted her view- 
point of them and no one had ever asked he! all these 
questions about her family before. 

Another, more objective criterion for’ assessing 
change is the frequency and quality of personal con- 
tacts between the patient and her family, which had 
increased from approximately two formal visits a year 
to weekly phone calls, periodic exchange of audio- 
tapes, and approximately one visit every 2 months, 
even though her parents live several hundred miles 
away. These visits have occurred with greater fre- 
quency, for longer periods, and with fewer symptoms. 


COMMENT 


In addition to demonstrating the differences in thera- 
peutic approaches, I have also discussed the patient's 
reaction to these differences and their impact on her 
functioning. This case raises questions for future re- 
search, including the differences in the conceptual- 
ization of problems and the appropriate timing and 
long-term effects of introducing different treatment 
modalities. . 
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Psychosocial Aspects of Mastectomy: II. The Man’s Perspective. 


* 


BY DAVID K. WELLISCH, PH.D., KAY R. JAMISON, PH.D., AND ROBERT O. PASNAU, M.D. 


In order to assess factors related to men's adjustment 
to mastectomy and its aftermath the authors 
administered a questionnaire to 31 men whose wives 
or partners had had mastectomies. Most men reported 
a good overall adjustment, but a subgroup remained 
distressed and reported adverse effects on their 
relationships with wives or lovers. The data indicate 
that the nodal points in the process are the 
involvement of partners in the decision-making 
process, tke frequency of hospital visits, resumption of 
the sexual relationship, and the man looking at his 
partner' s body after surgery. These findings have 
implications for counseling couples who face this 
emotionally stressful procedure. 


THE PSYCHOSOCIAL effects of breast cancer and mas- 
tectomy extend in a ripple effect from the patient to 
her spouse and ultimately to the entire family system. 
The shock of this illness and procedure is extreme for 
the woman. It is perhaps only slightly less so for the 
spouse. The ensuing crisis is frequently of profound 
proportions. Therefore, an important question is how 
the structure of the marital relationship will accommo- 
date the shock waves generated by the mastectomy. 
This is a relatively unexplored area, although a few 
recent studies have evaluated the psychosocial 
stresses and adaptations of women who have under- 
gone mastectomy. These studies (1-5) have recog- 
nized the concerns and adjustments of the women's 
significant others, but systematic research remains to 
be done. The present study examines multiple aspects 
of the psychological, psychosomatic, and sexual re- 
sponses of men to mastectomy in their female part- 
ners. À parallel study was done of the female partners 
of these men that assessed the same basic areas (6). 
In this study 41 women were assessed, 30 of whom 
were married to the men in the present study and 1 of 
whom was cohabiting with a male respondent. 
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METHOD 
Subjects and Procedures 


The sample consisted of 31 men, 30 spouses and 1 
man who was cohabiting. Half of the sample was ob- 
tained through contact with spouses who attended 
meetings of Women for Women, a self-help mastecto- 
my recovery group. These wcmen were given tests for 
their partners and themselves; all tests were returned 
through the mail. The rest of the subjects were ob- 
tained with the help of the American Cancer Societv 
(ACS). The ACS contacted women who had under- 
gone mastectomv within the past 5 years, and those 
who indicated that their husbands were willing to be 
tested were sent materials through the mail. The returr. 
rate for the questionnaires was approximately 1596. In 
summary, all subjects were tested anonymously in 
their own environmental settings. The age range was 
34-74 years (mean=54.4, SD=10.3). Twenty-nine of 
che men were Caucasian, 1 was black, and 1 was Ori- 
ental. The religious distribution was 16.696 Catholic, 
36.690 Jewish, 26.695 Protestant, 13.396 other, and 
6.726 claiming no religion. Annual income ranged from 
$2,000 to $60,000 plus (mean=$20,000). The educa- 
tional level ranged from less than high school level to 
the doctoral level, and most respondents had had at 
least some college. The number of years married 
ranged from 0 (in the case of cohabitation) to 45 years, 
with a mean of 23.3 years. The average amount of time 
since mastectomy was 22 months. 


Psychological Measures 


The Locke-Wallace Marital Adjustment Test, the 
Rotter Locus of Control Scale (I-E), and the Eysenck 
Personality Inventory (EPI) were included in the pack- 
age sent to subjects. Each man was also given a ques- 
tionnaire that consisted of eight pages of open- and 
close-ended questions dealing with his perception of 
many aspects of his partner's emotional and behavior- 
al state before and after the mastectomy. In addition, 
multiple aspects of the men's emotional state and be- 
havior before and after the procedure were probed. 
Among the key areas examined were general assess- 
ment of the relationship from the man's point of view 
and his estimate of his spouse's evaluation of the rela- 
tionship, his degree of involvement in the decision- 
making procedure, major emotional responses to the 
actual surgical procedure, perception of his spouse's 
major emotional responses to surgery, psychosomatic 
responses experienced by the man during his partner's 
hospitalization, evaluation of sexual relationship be- 
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fore and after mastectomv, extramarital affairs, and 
-the man's first reactions to the woman's naked body 
after the procedure. 


Data Analysis 


The data from the questionnaire were coded, per- 
sonality data were scored, and frequency distributions 
were obtained for all variables. Means and standard 
deviations were computec for continuous variables, t 
tests or chi-square analyses were used to assess signif- 
icance, and intercorrelations were obtained for all con- 
tinuous variables. 


RESULTS 
Psychological Measures 


The men were generally stable (74% had scores of 11 
or less on the EPI neuroticism scale) and generally 
outgoing or extroverted (65% had scores of 10 or more 
on the EPI extroversion scale). The respondents’ pro- 
pensity to skew information was indicated by the fact 
that 65% had scores of 3 or more on the EPI lie scale. 


General Evaluation of Relationships 


The men generally viewed the relationship as being 
more positive tban they thought their spouses would: 
35.5% rated their relationship as '*excellent," but only 
30.0% indicated that their spouses would so rate the 
relationship. The trend is again reflected at the bottom 
of this scale: only 3.2% of the men rated their relation- 
ship as ‘‘not very good," but 10% indicated their 
spouses would apply this rating. None of the men used 
the ratings of '*very unsatisfactory” or ''totally unsat- 
isfactory.”’ 


Decision-Making Process 


The decision-making process leading to mastectomv 
appeared to be an important one for the men as well as 
for the women. The data showed that 56.6% of the 
men viewed themselves as involved ''to a very consid- 
erable extent'' or “‘to quite an extent” in the decision- 
making process before surgery; 43.3% saw themselves 
as being involved ‘‘onlv very little" or ‘not at all.” In 
retrospect, 73.3% wished the same amount of in- 
volvement, 3.3% wished less involvement, and 23.366 
wished they had been more involved. It was significant 
that the men who had been most involved rated their 
sexual satisfaction higher than did less involved men, 
both before the mastectomy (r=.43, p<.01) and after- 
ward (r=.52, p<.004). 


Visiting Patterns and Emotional Support Needs 


The hospital visitation pattern during the post- 
mastectomy period was correlated with subsequent 


psychological functioning. Twenty-eight men visited 


daily; 2 men visited only two or three times during the 
immediate postmastectomy period (1-respondent did 


“not answer this question). The 2 infrequent visitors 


were more likely to require a maximum amount of 
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emotional support from others in the postsurgical peri- 
od (r2.42, p«.01). 


Psychosomatic and Psychological Reactions * 


Psychosomatic and psychological reactions after the 
woman's surgery were frequent among thé men and 
tended to be expressed from the time of the procedure 
until the woman's discharge from the hospital. Sleep 
disorders and the presence of nightmares were report- 
ed in 40.0% of the sample. Disorders of eating were 
somewhat less common, with 26.796 reporting loss of 
appetite and 6.796 reporting increased appetite. Psy- 
chological reactions were commonly related to work, 
as indicated by such statements as, ‘‘My mind con- 
stantly wandered,” *'I simply could not concentrate,” 
"My mind was not on business.” Overall, 42.8% in- 
dicated that their ability to work was temporarily af- 
fected adversely by this experience. . 


Sexual Relationships 


In general, the men indicated that sexuality and in- 
timacy were severely stressed and often negatively al- 
tered after the mastectomy. They tended to think that 
their spouses would have rated the quality of their pre- 
mastectomy sexual relationship much as they did. 
Sexual satisfaction lessened somewhat after the sur-" 
gery in terms of both the men’s feelings and their per- 
ceptions of their partners’ satisfaction (see table 1). 
The respondents who rated their own and their part- 
ner’s premastectomy sexual relationship as totally sat- 
isfactory indicated that there had been little change? 
However, men who used lower ratings reported de- 
creased sexual satisfaction. Only 1 man reported a to- 
tally unsatisfactory sexual relationship before the pro- 
cedure, but 3 men used this rating for the post- 
mastectomy relationship. Sexual frequency was highly 
correlated with sexual satisfaction (see table 2); the 
number of respondents decreased in all categories ex- 
cept 0-1 times per month, which increased post- 
mastectomy. 

When asked about the general influence of the mas- 
tectomy on the sexual relationship, 14.3% of the men 
rated it as ‘‘bad,’’ 21.4% as *'somewhat bad,” 57.1% 
as ''no influence at all,” and 7.1% as ‘‘somewhat for 
the good.” This finding correlated significantly (r=.55, 
p<.002) with the general evaluation of the relation- 
ship; the higher the men's evaluation of the relation- 
ship, the less negative influence they attributed to the 
mastectomy. The man's perception of how the woman 
would generally evaluate the relationship was similarly 
correlated with the influence of the procedure on the 
sexual relationship (r=.49, p<.007). More than four- ` 
fifths (84% 6) of the men felt that mastectomy made no 
difference in the woman's orgasmic potential» while 
16% indicated the woman had more difficulty. The 
fewer problems of mastectomy-related emotional ad- 
justment the man saw in his partner, the easier he 
thought it was for her to achieve orgasm (r=.46, 
p<.01). 

One of the most potentially crucial areas probed in 
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TABLE 1 
Men's Ratings of Sexual Relationship Before and After Partner’s Mas- 
tectomy* , 


t 


Self-Ratings Ratings of Partner 
. _ Before After Before After | 

Rating N % N 920 N % N % 
Totally satisfactory 8 27.7 6 214 8 266 7 24.1 
Quite satisfactory 10 34.5 6 21.4 10 33.3 4 13.8 
Adequate 7 24.1 11 393 7 23.33 11 37.9 
Not very satisfactory 3 103 2 71 3 10.0 3 103 


10.7 2 6.7 4 13.8 


*Totals are different for various categories because of missing responses. 


Totally unsatisfactory 1 3.4 3 


TABLE 2 
Reported Frequency of Sexual Relations Before and After Mastec- 
tomy 

Before Mastectomy 


Frequency N %o N % 

0-1 times per month 7 24.1 |i 36.7 
2-4 times per month 3 17.2 3 16.7 
| time per wee« 7 24.1 6 20.0 
2-3 times per week 8 27.6 7 23.3 
4-5 times per week 2 6.9 i 3.3 


"this study was the man's first viewing of his partner 
unclothed after the mastectomy. Approximately four- 
fifths of the respondents (23 of 29) had seen their part- 
ners unclothed. The questionnaire was not pro- 
grammed to evaluate whether the 6 men who had not 
seen their partner naked did so out of their own prefer- 
ence or because the woman did not want to be seen. 
Clinical material in the form of some unstructured 
comments by the men (‘‘I cannot bring myself to look 
at her operation and she has been careful not to show it 
to me," “Am not looking forward to eventual occa- 
sion," “Will eventually do this by mutual agreement, 
want the wound to heal somewhat") indicated that not 
looking at the site of the operation was frequently the 
man's choice and bv no means exclusively the wom- 
an's choice, contradicting the traditional explanation 
of how such relational impasses materialize. 

There were no significant changes in the extra- 
marital affair behavior of the respondents. Five of the 
men admitted having affairs before the woman's mas- 
tectomy, and this figure was essentially unchanged. 


Attitudes Toward Breast Reconstructive Surgery 


Most of the men (87.726) had heard of breast recon- 
structive surgery, and their opinions on the surgery re- 
flected a wide range of attitudes. The data showed 
13.3% to be very favorable, 20.0% somewhat favor- 
able, 33.3% neutral, 6.7% mildly opposed, and 26.7% 
strongly opposed. 


COMMENTS 


The results of this study showed that a sizable pro- 
portion of this sample of 31 men either coped well with 
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mastectomy in their spouses or denied psychosocial 
stresses. It was also evident that a smaller subgroup of. 
this sample was distressed, remains distressed, and re- 
ported a downward spiraling of the quality of their 
relationship. The discussion of the results mainly con- 
cerns the second subgroup. The reality of the man’s 
emotional involvement is evident in all cases, and this 
finding cannot be ignored by medical and mental 
health professionals involved in contact with this pop- 
ulation. The fact that there was only a 15% response 
rate for the study, plus the fact that this is a largely 
Caucasian, economically comfortable group of men, 
requires that these findings be viewed with some de- 
gree of caution. This group may represent the ex- 
tremes at both ends of the response continuum, and 
may not reflect the characteristics of a less potentially 
biased, more heterogeneous group of spouses of mas- 
tectomy patients. Such potential differences remain 
unstudied and demand exploration. 

The psychological and self-report test data revealed 
a portion of this sample to be stable and self-deter- 
mined, yet with a propensity to deny and to perceive 
events in ways that meet their own needs. These char- 
acteristics may pose problems for health profession- 
als. 

The study also showed that male partners of mastec- 
tomy patients not infrequently polarize their feelings 
about the surgeon. Usually the surgeon was seen as an 
ally, but at times he was viewed as an adversary (‘‘I 
was disturbed by my wife's reaction to her butcher 
surgeon,” "Many [surgeons] I have encountered take 
a sadistic pleasure from their mutilations’’). It was as if 
the surgeon entered the relationship and became a leg 
in a triangular structure wherein powerful affects rap- 
idly and continually shifted (7). One husband stated, 
"She transferred her hate feelings for her surgeon onto 
me." It has been commonly observed that marital 
partners can reduce the anxiety and inherent rage that 
cancer and cancer surgery may produce by deflecting 
it onto the surgeon. As is shown by this man's com- 
ment, the system can quickly shift and this defense 
mechanism can boomerang, with disturbing results. 

The data point to the importance of the husband's 
involvement in the decision-making process. This 
could become a foca! point of primary prevention in 
terms of potential negative emotional sequelae. If the 
husband is distinctly uninvolved, it is important to find 
out why he chooses to take such a position. The in- 
volvement of mental health professionals who follow a 
consultation-liaison model might be quite useful in 
terms of making assessments that could potentially re- 
duce the demands on the surgeon's time at a later 
date (8, 9). It may well be discovered that the hus- 
band's noninvolvement in the relationship and deci- 
sions affecting its course is normative for the couple, 
and for him to suddenly be pushed into intensive in- 
volvement would upset the “family homeostasis” and 
create rather than suppress psychological symptom- 
atology (10). On the other hand, his lack of in- 
volvement may be uncharacteristic and may signal an 
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emerging cycle of phobic avoidance that culminates in 
his complete inability to offer his partner the support 
she so needs. In either case, the situation warrants ex- 
ploration in terms of preventive potential. 

The data showed that those men who felt the rela- 
tionship to be sound and rewarding were highly in- 
volved in the decision-making process. For those few 
relatively uninvolved partners, this appears to be the 
first nodal point in the natural history of emergent 
emotional disruption. As noted earlier, a large major- 
ity of the sample wished in retrospect that they had 
had more involvement in the decision-making process. 
One explanation for this might be that they felt they 
had no right to such involvement and could not or 
should not trouble the physician for increased in- 
volvement. If this is the case, it follows that the physi- 
cian should take the first step to form a relationship 
with the partners of female patients who require mas- 
tectomy since the men will rarely take the initiative. 

The data show the visitation period as the next pos- 


' sible nodal point. The 2 men who did not visit regularly 


were at risk for emotional difficulty. The nursing staff 
must watch for such abbreviated visiting patterns, and 
the treating physician should contact the husband. If 
severe distress 1s evident, a mental health resource 
person should be consulted to evaluate the problem 
and provide the necessarv support and intervention. 
The sexual relationship was important in terms of 
the healing of the couple. One of the shortcomings cf 
this exploratory study was the confounding of several 
variables in such a fashion that the effect of the mas- 
tectomy on the man's perception of the sexual rela- 
tionship was not clear. Because this was a pilot study, 
it was impractical to control for the psychosexual ef- 
fect of any mutilating surgery on the woman. The re- 
sumption of the sexual relationship was a critical point 
for the couple, and it was problematic at best and trau- 
matic at worst. Of particular importance were the find- 
ings regarding the men seeing their partners naked af- 
ter the procedure. At the time of the study, only 80% 
of the men had been able to do so. One solution would 
be a standard desensitization program in the hospital 
in which the man and woman would both look at the 
site of the operation and the man would assist in such 
necessary tasks as changing the dressing, which he is 
likely to do at home. Negative reactions could be 
coped with in this setting with maximum ease. The ini- 
tiation of a pattern of nonviewing does not automati- 
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cally begin with the woman but may begin instead with 
her male partner. 

A fourth major aspect of the findings relates to-the 
man’s attitude toward breast reconstructive surgery. 
A large portion of the men were quite negative and felt 
that they had experienced enough surgery, doctors, 
and hospitals. Another group reported they would ac- 
quiesce if their spouses were strongly motivated, but 
they showed little spontaneous interest. Only a few 
men strongly favored reconstructive surgery for their 
spouses. This factor was not correlated with other 
findings in the study. 

The study offers initial data toward the notion that in 
terms of the psychosocial trauma of mastectomy, the 
man is anything but a detached observer, even if he 
takes a seemingly distant, uninvolved stance. Mental 
health professionals who deal with such patients must 
be exceptionally well trained in understanding and» 
dealing with marital and sexual counseling. For the 
men in this study, the postmastectomy sexual relation- 
ship seemed exquisitely responsive to the general state 
of the relationship before the procedure as well as to 
the strain of the mastectomy itself. Men with a nega- 
tive view of the relationship before the procedure 
tended to become more negative after mastectomy. Fi- 
nally, it should be emphasized that this study is an ini- * 
tial and limited probe into an exceptionally com- 
plicated area that requires much more thought and in- 
vestigation. 
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Obesity and Psychoanalysis 
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BY COLLEEN RAND, PH.D., AND ALBERT J. STUNKARD, M.D. 


Seventy-two psychoanalysts collected information on 
84 obese patients and on a control sample of 63 of 
their patients of normal weight. Despite the fact that 
obesity was the chief complaint of only 696 of the 
obese patients, weight losses at 42 months of 
psychoanalytic treatment compared favorably with 
those after traditional medical efforts: 47% of the 
vbese psychoanalytic patients lost more than 9 kg, 
and 19% lost more than 18 kg. There was also a 
striking decrease in the percentage of obese patients 
suffering from body image disparagement—from 44% 
to 1296, an unexpectedly good result for this chronic 
and intractable disorder. 


IN THIS PAPER we will describe the weight losses and 
the reduction in disparagement of body image during 
psychoanalysis or psychoanalytic therapy reported by 
the psychoanalysts of 84 obese patients. We will also 
«lescribe the characteristics of these 84 obese patients 
as contrasted with those of 63 carefully matched pa- 
tients of normal weight chosen by the same 72 collabo- 
rating psychoanalysts. Our model for the study, the 
collaborative project on homosexuality by Bieber and 
associates (1), provided invaluable assistance. 


METHOD 


The study was carried out under the sponsorship of 
the Research Committee of the American Academy of 
Psychoanalysis. A detailed report of the methods and 
preliminary findings has been published by the Acad- 
emy (2). All 572 fellows of the Academy were sent a 
letter inviting their participation in the study. About 
55% responded, and one-third of these (N=104) re- 
ported that they had at least one obese patient in indi- 
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vidual treatment. Detailed questionnaires for each of 
their obese patients and for matched control patients 
of normal weight were mailed to these 104 analysts; 72 
returned a total of 147 questionnaires. Eighteen 
months later 70 of the analysts returned a shorter in- 
quiry about each of the obese and nonobese patients. 
These answers provided follow-up data on a surprising 
98% of the patients (N=144). Slightly over half of both 
the obese and nonobese patients were still in treatment 
at that time. 

Patients had been in treatment for a median period 
of 31 months (with an interquartile range of 15-53 
months)! at the time of the first survey; the median 
»eriod had risen to 42 months (interquartile range, 29- 
77 months) at the time of the second survey. (The 11- 
month difference in duration of treatment in this sur- 
vey conducted at an interval of 18 months is explained 


_ by the fact that some patients terminated treatment be- 


fore the second survey.) The results of the second sur- 
vey thus combine two different groups—patients still 
In treatment and those who had terminated. 

The demographic charactertstics of the patients 
were quite similar to those of patients in earlier psy- 
choanalytic surveys (3, 4). Most patients were be- 
tween the ages of 18 and 50. Over 80% were of middle 
socioeconomic status, and over 6096 were college 
graduates. More than half were Jewish. The 84 obese 
patients were statistically comparable to the 63 non- 
obese patients on every demographic variable except 
marital status: far more obese patients were single— 
4895 compared with 29%—and fewer were married— 
33% compared with 46% (x?=7.651, 3 d.f., p<.05). Of 
the 84 obese patients, 64 were women and 20 were 
men; of the 63 control patients, 46 were women and 17 
were men. Obese women averaged 47% overweight, 
and obese men averaged 42% (5). 

Obese patients did not seek psychoanalysis primari- 
ly because of their obesity. Their psychoanalysts re- 
ported that weight was a chief complaint for no more 
than 6% of the obese patients. The majority of both 
obese and control patients (60%) reported depression, 
anxiety, or both as their chief complaint. 

With the exception of the data on weight, there was 
no difference between men and women on any of the 
relevant variables. Accordingly, data for men and 
women were collapsed .and the results reported as 
obese-nonobese comparisons. 


! Median and interquartile range were used rather than mean and 
standard deviation for measuring data cn time in treatment because 
the distribution of this variable was skewed. 
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RESULTS 


"Weight Changes 

The mean weight loss of the obese patients at the 
time of the first survey was 4.55: 10.8 kg; by the second 
survey it was 9.5::14.1 kg. The rate of weight loss was 
.1 kg per month during the 31 months before the first 
survey; it rose to .9 kg per month during the sub- 
sequent 11 months. 

Figure | presents a profile of the cumulative weight 
losses of the obese patients at the time of the first and 
second surveys as well as those for obese patients seen 
in general medical practice for weight loss (6). At the 
time of the first survey 5396 of the obese psvcho- 
analytic patients had lost more than 4.5 kg, 2696 had 
lost more than 9 kg, and 896 had lost more than 18 kg. 
These figures compare favorably with the weight loss 
of obese patients seen in general medical practice for 
weight loss (6) (see figure 1). At the time of the second 
survey the obese psychoanalytic patients had lost 
much additional weight: 64% had lost more than 4 kg. 
47% had lost more than 9 kg, and 19% had lost more 
than 18 kg. This compares favorably with weight losses 
reported in behavior therapy programs (7, 8). 

Weight loss among the psychoanalytic patients was 
not related to progress in treatment of the chief com- 
plaint or to duration of treatment. 

According to a 1974 review (9), over half of all obese 
adults who attempt outpatient weight reduction devel- 
op symptoms of emotional disturbance. More patients 
reported such disturbances in this study than in anv 
previous one; 99% reported one or more negative re- 
sponses to dieting. Preoccupation with food and eating 
occurred in 48%, increased anxiety in 44%, increased 
irritability in 34%, and depression in 27% 

We investigated positive responses to dieting as well 
as negative responses. Almost all of the obese psycho- 
analytic patients were reported to have had positive 
emotional reactions in association with major diets. 
These included hope in 82%, increased energy in 49%, 
less involvement with food and eating in 34%, and in- 
creased strength in 30%. 

Psychodynamic constellations associated with 
weight change were reported very frequently among 
the obese psychoanalytic patients—90% in association 
with weight gain, 83% in association with weight loss. 
However, no single constellation was associated with 
either.weight gain or weight loss. Instead, the con- 
stellations differed markedly from patient to patient 
and seemed to be largely dictated by the events and 
concerns of the particular patient. 

Sabotage of obese individuals’ efforts at weight re- 
duction by family members has been described by 
Bruch (10). We found such sabotage in the present 
study, but less frequently than we had anticipated. On- 
ly 2596 of the obese patients reported that they were 
living with people who actively encouraged their 
weight gain. The past seems to have been far less fa- 
vorable; 70% of the obese patients reported sabozage 
of their weight reduction efforts in the past. 


* 
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FIGURE 1 s 
Cumulative Weight Losses of Obese Psychoanalytic Patients and 
Obese Patients Seen in General Medical Practice (6) 
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Support of efforts at weight reduction was also re- 
ported by the obese patients—47% reported such sup- 
port at the time of the study and 47% reported suche 
support in the past. 


Body Image Disparagement 


A majority of the obese (64%) and the nonobese 
(6396) patients were reported to be disapproving or 
even frankly contemptuous of obese people. This atti- 
tude was reflected in the way they evaluated their own 
appearance: 7096 of the obese compared with 1896 of 
the nonobese patients considered themselves unattrac- 
tive (y?=40.237, 5 d.f., p<.001). 

In some instances the feelings of unattractiveness of 
obese individuals becomes intense enough to consti- 
tute frank disparagement or disorder of the body im- 
age (11, 12). Twenty-nine percent of the obese pa- 
tients reported severe and 35% mild body image dis- 
paragement at the beginning of treatment, in contrast 
to the rarity of such attitudes among the nonobese pa- 
tients (x?—37.797, 2 d.f., p«.001). One aspect of this 
disorder consists of the avoidance of mirrors (13, 14). 
Forty-one percent of the obese patients reported on 
here actively avoided looking at themselves in mirrors, 
compared with only 7% of the nonobese peuvent: | 
(x?= 16.843, 1 d.f., p<. 001). 

Intensity of body i image disparagement hds pu re- 
ported to fluctuate with positive and negative moods ` 
(11, 12). These reports are strongly supported by 


the findings of the present study. NegatiVe affects 
substantially increased the intensity of body image dis- 


paragement: 6995 of the obese pues reported such 
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TABLE 1 | 
Change in Body Image Disparagement of 73 Obese Psychoanalytic 
Patients  , 
m ———————— CÓ 
Rating of Disparagement at 
Time of Second Survey 


Rating of Disparagement None Mild Severe 
Before Treetment (N=13) (N=50) (N=10) 
None ¿N —9) 3 6 0 
Mild (N «35) 6 25 4 
Severe (N=29) 4 19 6 


TABLE 2 
Relatíonship* Between Obesity and Progress in Treatment at Time of 
Second Survay 


Treatment Progress 


Psychoanalytic Patients Much 

«(N 135) Improved Improved Same Worse 
Obese (N 777) 18 46 9 4 
Nonobese (N —58) 29 26 3 0 


*y*- 12.708, 3 á.f., p<.GL. 


intensification with feelings of helplessness, 66% with 
depression, and 49% with anxiety. Conversely, posi- 

*tive affects and experiences decreased the intensity of 
the disparagement: 64% reported a reduction in such 
disparagement with dieting, 62% with elation, and 58% 
with feelings of mastery. 

Body tmage disparagement is a chronic, intractable 

edisorder, strongly resistant to change (11, 12, 14). Itis 
therefore noteworthy that treatment substantially re- 
duced its intensity, especially among patients with a 
severe form of the disorder. Table 1 shows the number 
of patients with no, mild, and severe body image dis- 
paragement at the beginning of treatment and the num- 
ber of patients with no, mild, and severe body image 
disparagement at the time of the second survey. The 
most striking aspect of these findings is the reduction 
in the number of patients with severe body image dis- 
turbance from 29 to 10. Progress in treatment of the 
chief complaint was not related to alleviation of body 
image disturbance, as it had not been related to weight 
loss. 

The two major benefits of treatment of obesity are 
weight loss and decrease in the intensity of dis- 
paragement of the body image. There was no relation- 
ship between weight change and change in body image 
disparagement. 


Problems in Treatment 


Three findings suggest that the obese patients in this 
study were mcre difficult to treat than the nonobese 
patients. 1) Table 2 shows that progress in treatment 
was significantly worse for obese than for nonobese 


patients. 2) When termination of treatment was di-. 


vided into ‘‘premature’’ and ‘‘timely,’’ the proportion 
of obese‘ patients who terminated; prematurely (21 of 
34) was significantly higher than that of nonobese pa- 
tients (10 of 28) (y?=4.168, 1 d.f., p<.05) (3). Pre- 
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mature termination seemed related to failure to lose 
weight. Eight of 9 patients who did not lose weight ter-. 
minated prematurely, compzred with only 7 of 16 who 
lost at least 1.8 kg (x?=4.890, 1 d.f., p«.05). 


Other Findings 


Physical inactivity has lang been reported to be 
characteristic of obese patients (1, 15-19), as was 
noted also in this study. Analysts reported that their 
obese patients were far less active than those of nor- 
mal weight (x?=15.375, 2 d.f., p«.001). Of the 82 
obese patients, 69% were reported to engage in no 
weekly exercise, 26% in ''some,"' and only 5% in ''a 
lot’ (as much as three times a week). Of the 63 normal 
weight patients, 4076 were reported to engage in no 
weekly exercise, 40% in **some,"' and 21% in ''a lot." 

Many obese people say that they overeat when they 
are worried or upset. If they do eat substantially more 
under stress this increase should be reflected in weight 
gain. Analysts reported that their patients gained 
weight when they were under stress. Weight gains of 
4.5 kg or more were reported for 79% of the obese pa- 
tients during periods of such stress as marriage, di- 
vorce, occupational change, or death of a family mem- 
ber. Only 9% of the patients of normal weight reported 
such weight changes (x*—60.473, 1 d.f., p<.001). 

Physical appearance can impair sexual relationships 
of obese people, and so can the act of eating. Signifi- 
cantly more obese (47%) than normal weight (7%) pa- 
tienfs were reported to eat to avoid sexual relation- 
ships (Qy7=22.595, 1 d.f., p«.001). 

Obese patients did not differ from normal weight pa- 
tients in the frequency with which they reported 
dreams of food and eating (20). Seventy-five percent 
of each group reported such dreams “‘rarely.’’ The 
presence of their own body in their dreams was report- 
ed by equal proportions of obese and normal weight 
patients—47% and 48%, respectively. Of the patients 
who saw their own bodies in their dreams, 44% of the 
obese saw themselves as fat; no rormal weight patient 
did. 


Family History 


Human obesity is believed to have a large familial 
component (10). Significantly more of the obese pa- 
tients (60%) than normal weight patients (28%) had at 
least one obese parent (x?=11.806, 1 d.f., p«.001). 
Obesity in siblings was also far more common among 
the obese patients (32%) than among normal weight 
patients (19%) (x?=4.650, 1 d.f., p<.05). l 

In addition to genetic factors, familial factors also 
include family patterns that encourage eating. Encour- 
agement of their children’s eating was found to be par- 
ticularly prominent among parents who were them- 
selves obese. For example, 67% of our obese patients 
with obese mothers compared with 35% of our patients 
with normal weight mothers had been encouraged by 
their mothers to gain weight (x?-9.141, 1 d.f., 
p<.003). Similarly, 67% of obese patients with obese 
fathers compared with 40% of those with normal 
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weight fáthers had been acain by their fathers to seems unprecedented in studies of psychotherapy. 
gain weight (x’=4.671, 1 d.f., p<.031). Decrease in the intensity of the disturbance in body 

“Encouragement to lose weight showed an opposite image of these patients is as impressive as’ are ‘the 
pattern. Such encouragement was reported for only weight loss data. 


30% of the obese patients with obese mothers, com- The surprisingly good results reported here raise the 
pared with 68% of obese patients with normal weight question of their accuracy. Both weight losses and 
mothers (x?—8.037, 1 d.f., p«.005). body image estimates are, after all, self-reports by pa- 

More obese than normal weight patients had child- tients as reported by their analysts. The pressure on 


hood eating histories of potential significance for the both patients and analvsts to put a favorable face on 
development of their obesity. Thirty-five percent of their performance could at least double the source of 


the obese patients compared with 12% of those of nor- error in these reports. 
mal weight were reported to have received food as a There is little precedent in the medical literature for 
reward for good behavior (x?—12.443, 3 d.f., p<.005). evaluation of these sources of error. In two studies, 


Almost all of the normal weight patients (93%) said subjects were weighed unexpectedly after they had re- 
that they had been given “‘the right amount” of food to ported their weight to an examiner (25, 26). In each 
eat as children. Among obese patients, on the other case there was a systematic underestimation of body 
hand, 31% said they had been given “too much” and weight by people in all weight categories, but it was a 


13% **not enough” (y?=22.978, 2 d.f., p<. 001). very small one. Clearly, caution must be exercised in* 
Age at onset of obesity has received increasing at- the interpretation of the weight losses and the psycho- 

tention during recent years as a result of the finding logical improvement reported in this study. 

that the character of the adipose tissue differs with dif- The major unanswered question of this study is how 

fering ages of onset of obesity (21-24). Most of the patients lost weight. Since weight losses of this magni- 

obese patients suffered from juvenile-onset obesity; ^ tude had not been expected, we made no provision for 

2296 were reported to have become obese before the inquiry into mechanisms of weight loss in our ques- 

age of 5, 58% by age 11, and 84% by age 19. tionnaire. Clearly, such an inquiry should occupy a 
In contrast to some earlier reports, neither maximal high priority in future studies of obesity and psycho- * 

body weight nor success in weight reduction was sig- analysis. 

*  nificantly related to the age at onset of obesity in this The question arises as to whether ''harder'' out- 


population. Some other popular ideas about obesity come data could have been gathered in this study or in 
were not confirmed. Obese patients were no more any study of the outcome of psychoanalysis. The an- 


likely than nonobese patients to have been the young- — swer is, "probably not at this time.” Those analysts ° 

est child or the only child, and there was no difference whom we approached about the possibility of validat- 

between the groups in disharmony within their family . ing their reports of weight loss stated that weighing 

of origin. Similarly, although 63% of the obese patients their patients could constitute undue intrusion of re- 
* reported that mealtimes during childhood were ''un- search inte the analytic process. 

pleasant," almost as many nonobese patients (5092) This problem of validity will continue to affect stud- 

reported the same thing. ies of outcome research in psychoanalysis, including 


. Studies that use less objective measures than weight 
loss. It clearly constitutes an impediment to such re- 


DISCUSSION search. However, it seems possible that the pub- 
lication of this study and its unexpectedly favorable 
The most important finding of this study is the unex- results may encourage analysts to collect more objec- 


pectedly large weight losses reported by analysts for tive data. Indeed, there is already movement in this 
their obese patients, losses that compare favorably direction. A new study being undertaken by the Re- 
with the results of behavior therapy (7, 8). A large part search Committee of the Academy of Peychoanalysis 
of this weight loss occurred following the first survey, is collecting data directly from patients as well as from 
when the rate increased from .1 kg per month to .9 kg analysts. 
per month. Such a »attern of weight loss—slow at 

first, more rapid later—runs counter to almost all re- 
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The correct location is Room 303 of the Georgia World Congress Center. 
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BY EDWARD F. DONNELLY, PH.D., FREDERICK K. GOODWIN, 


AND DENNIS L. MURPHY, M.D. 


The authors studied 53 patients hospitalized for 
depression to evaluate possible associations between 
pretreatment responses to the Minnesota Multiphasic 
Personality Inventory and behaviorally rated 
responses to lithium. Patients were randomly assigned 
to two groups (A and B) in which responaers and 
nonresponders were balanced for sex. For the 18 
women in group A, a lithium response scale 
discriminated responders with 89% accuracy. For the 
9 males, a separate scale discriminated responders 
with 10096 accuracy. In a cross-validation, the two 
scales discriminated responders and nonresponders 
with 100% accuracy in group B. The empirical 
methodology of this stuay suggests an alternative to 
the theoretical-rational approach of predicting 
response to antidepressant drugs based on 
pretreatment depressive symptoms. 


OVER THE PAST FEW YEARS, the lithium ton has as- 
sumed an increasingly important role in the psycho- 
pharmacology of the major affective disorders. Al- 
though lithium was initially introduced in the treat- 
ment (1-3) and prevention (4) of mania, interest has 
focused recently on its therapeutic role in depression. 
Such a role for lithium was not considered very seri- 
ously initially because mania and depression were gen- 
erally thought to reflect “‘opposite’’ poles of a contin- 
uum, and an antimanic agent was not expected to have 
any antidepressant effects. Earlier (mainly uncon- 
trolled) studies of lithium in treating depression gener- 
ally reported both negative! and positive (5, 6) results. 
Some current theories of manic-depressive disorders 
tend to stress the genetic, biological, and clinical simi- 
larities of these ‘‘opposite’’ conditions (7), including 
the frequent coexistence of depressive features and 
mania (8). More recent evidence from controlled stud- 


. les of lithium treatment for depression is consistent 


with this thinking, suggesting strongly that some pa- 
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tients with major depressive disorders do show an 
antidepressant response to this drug (9-11). 

Attempts to distinguish lithium responders and non- 
responders before treatment have focused on the uni- 
polar and bipolar distinction among patients with ma- 
jor depressive disorders. Several controlled studies of 
hospitalized depressed patients have indicated that ^ 
antidepressant responses to lithium occurred signifi- 
cantly more frequently in bipolar than unipolar 
groups (12-14). In a related study, those antidepres- 
sant responses to lithium that did occur in bipolar pa- 
tients tended to be associated with a positive family 
history of mania (15). In addition, some biological 
findings have been reported to be significantly dif- 
ferent between lithium responders and non- 
responders (16-18). 

Two previous studies have attempted to assess the 
possible predictive value of the Minnesota Multiphasic 
Personality Inventory (MMPI) for general therapeu- 
tic (19) and antidepressant (20) response to lithiume 
carbonate. Both studies suggested a low-order MMPI 
predictive potential when clinical and special scales or 
high and low profiles are used as predictors. In the 
present study, a group of hospitalized unipolar and 
bipolar depressed patients (group A) who had received 
double-blind trials with lithium were examined for pos- 
sible associations between pretreatment responses to 
the MMPI and subsequent behaviorally rated re- 
sponses to this drug. We attempted to cross-validate 
the results with the group A patients by predicting the 
responses to lithium in another population (group B). 


METHOD e 


Characteristics of the total patient sample are pre- 
sented in table 1. The sample consisted of 53 patients 
hospitalized for a major depressive episode on two re- 
search units at the clinical facilities of the National In- 
stitute of Mental Health, Bethesda, Md. Before hospi- ` 
talization, all patients were screened for primary af- 
fective disorder according to the criteria of Feighner 
and associates (21) and were further sorted into uni- 
polar, bipolar I, and bipolar II categories. The bipolar 
group included patients with mania severe enough 
to require hospitalization or specific treatment (bipolar 
] patients) as well as those with periods of well-defined 


. hypomania (bipolar II patients). Patients completed 
_ the group form of the MMPI within 2 weeks of admis- 


, 
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TABLE 1 
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» 
Patient Characteristics 
à Women .— Men 
Responders Nonresponders Responders Nonresponders 

Characteristécs ` (N-20 (N-16) (N=9) (N=8) 
Diagnosis 

Unipolar 8 9 0 3 

Bipolar I 1 5 4 l 

Bipolar H 5 2 3 
Age (years) 

Mean 44.78 40.53 47.56 51.38 

SD 9.90 12.01 12.74 6.32 
Fuli Scale IQ 

Mean 107.00 112.23 115.00 119.71 

SD 9.00 11.70 6.48 9.32 
Education (years) 

Mean 14.21 15.00 12.40 17.14 

SD 1.66 3.38 2.87 2.64 





sion, during the drug-free period. Each protocol was 
scored and K-corrected. Raw scores were used be- 
cause several special scales were not included in the T 
score conversion tables (22). 

Lithium and placebo were administered in identical 
capsules in a nonrandom design using alternating pla- 


*cebo and drug periods in each patient. The median lith- 


ium dosage was 1500 mg/day and serum levels were 
0.9-1.30 mEgq/liter. The patients, all observers com- 
pleting the behavioral rating forms, the nurses who ad- 
ministered the medication, and physician-therapists in 
eegular contact with the patients were blind to the 
medication code. For purposes of subsequent data 
analysis, each patient was randomly assigned to either 
group A (N=27, 15 responders and 12 nonresponders) 
or group B (N=26, 14 responders and 12 non- 
responders), with the restriction that the number of re- 
sponders and nonresponders be balanced for sex. 

A trainec nursing research team rated the patients 
twice daily on a multi-item scale developed by Mur- 
phy, Miller, Alterman, and Weingartner and derived 
from previously published scales (23, 24). Interrater 
reliability on the depression scale has shown an intra- 
class correlation coefficient of .77. At the time of treat- 
ment, the patients had depression ratings in the moder- 
ately severe to severe range. 

For this study, the mean of the behavioral ratings 
made for ezch patient twice daily for the 5-day pre- 
treatment placebo periods was compared with the 
mean of the ratings for the final 5 days of the 28-day 
period of lithium treatment. The t test for paired data 
was used to estimate whether a statistically significant 
reduction in ratings occurred in each patient during the 
lithium treatment period. If the rating comparison 
yielded a t value of greater than 2.26, and if the rating 
decrease fiveraged at least 2 points, the patient was 
designated a responder; if either of these criteria was 
not met, the patient was designated a nonresponder. 
With this scale a minimum of a 2-point rating drop can 
be considered to reflect a clinically meaningful change 
as corroborated by physicians' ratings but not neces- 


sarily total remission of all depressive symptoms.* It 
should be noted that there is no accepted statistical 
test for within-individual comparisons as accomplished 
here, and the t test in these circumstances was used 
only to provide a guide to the mean rating changes in 
terms of the variability in ratings obtained over the 
5-day study segments. 


Scale Analysis 


In addition to the 3 validity and 10 clinical scales, 52 
special scales of the MMPI, selected for relevance to 
the affective disorders, were used. Three series of t 
tests (women alone, men alone, and women and men 
combined) were performed on the 65 MMPI scales to 
assess differences between responders and non- 


responders. Since one objective of the study was to - 


determine from the scale scores whether a patient 
would be expected to fall into either the responder or 
nonresponder category, a critical value (25) was com- 
puted for every scale with a significant t to determine 
the best cutting point. 


Item Analysis 


Three separate series of analyses were performed 
(women alone, men alone, and women and men com- 
bined). For each series, all 566 items of the MMPI 
were analyzed according to the lithium response-non- 
response differential, and each item was ranked ac- 
cording to how many responders and nonresponders it 
correctly identified and how many it missed, i.e., the 
number of responders who answered an item dif- 
ferently than the nonresponders. The best combination 
of MMPI items was determined by working from the 
highest to the lowest ranked items, using the best com- 
bination of 2 MMP! items at a time, then the best of 3 
items, then 4, and so on, until the optimum number 
and combination of items were determined. The next 
step involved the determination of the weights as- 
*Frequency distribution analysis indicates that in this setting the 


scale functions over an effective range of 7 points (D.L. Murphy, 
H. Miller, I.S. Alterman, et al, study in preparation 
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„Lithium Regponse Scales for Female and Male Subjects 


* ` 


MMPI Item Number MMPI Item Weighted Scores Key” : 
Women (N=18) 

79 My feelings are not easily hurt. l o oe 
231 I like to talk about sex. l F 
241 I dream frequently about things that are best kept to myself. I F 
253 I can be friendly with people who do things I consider wrong. 1 F 
287 I have very few fears compared to my friends. I F 
39] I leve to go to dances. I F 
425 I dream frequently. I F 
485 When a man is with a woman he is usually thinking about I F 

things related to her sex. 

501 I usually work things out for myself rather than get someone ] F 

to show me how. 
Men (N=9) 
39 I kave often had to take orders from sameone who did not know l F 

as much as I did. 

172 I frequently have to fight against showing that I am bashful. ] F 

230 I hardly ever notice mv heart pounding and I am seldom short l F à 
of breath. 

235 I have been quite independent and free from family rule. l T 

304 In school I found it very hard to talk Sefore the class. 2 F 

383 People often disappoint me. 2 E 

429 | like to attend lectures on serious subjects. 2 F 

439 It makes me nervous to have to wait. l F 

554 If 1 were an artist I would like to draw children. 2 F 


*T=true, F=faise. 


signed to responses on these items, with the most high- 
ly discriminating items being assigned higher weights. 
Finally, the best cutting scores were determined. We 
then attempted to use these scales, which were empiri- 
cally derived from group A, to differentiate lithium re- 
sponders and nonresponders in the new sample (group 
B). 


RESULTS 


Scale Analysis 


Only 11 of the 3 validity, 10 clinical, and 52 special 
scales of the MMPI for women and men combined 
showed significant differences between lithium re- 
sponders and nonresponders. Of these 11 scales, only 
the ego overcontrol scale (Eo) (26, p. 494) differentiated 
(73% accuracy) the lithium responders (high Eo) and 
nonresponders (low Eo). The other 10 scales were no 
better than chance in predictive value. Similarly, when 
female and male patient subgroups were considered 
separately, only the Eo scale correctlv differentiated 
the responders from the nonresponders, with accu- 
racies of 73% and 61%, respectively. 

Because a pattern of low depression (clinical scale 2) 
and psychasthenia (clinical scale 7) has been reported 
to predict lithium nonresponsiveness (20), groups A 
and B were combined for an analysis of the profiles on 
these 2 scales. Seven of 11 (64%) patients with low 2-7 
profiles were found to be nonresponders and 20 of 32 
(62%) patients with high profiles were responders. 
This analysis did not include 10 patients whose profiles 
were neither low nor high. 


554 


Item Analysis 


The best discrimination of lithium responders from 
nonresponders was obtained by analyzing the individ- 
ual MMPI item responses of the women and men sepa* 
rately (see table 2). For women (N=18, 10 responders 
and 8 nonresponders), the combined use of 9 MMPI 
items (referred to as the lithium response scale for fe- 
males, or LRS-F) identified on the basis of the statisti- 
cal procedure described above discriminated the re- 
sponders from the nonresponders with an accuracy of 
89%. For men (N=9, 5 responders and 4 non- 
responders), the combined use of 9 other MMPI items 
(the *‘LRS-M’’) discriminated the responders from the 
nonresponders with 100% accuracy. 


Scoring of Responses to the LRS-F and LRS-M 


The discriminating item numbers of both lithium re- 
sponse scales and the weighted scores of each item are 
presented in table 2. For both,women and men, a total 
score of 6 or above indicated responders and a score of 
less than 6 nonresponders. All question marks (e.g., 
responses of “I don't know” to an MMPI item) re- 
ceived a score of 0.5, irrespective of item weight. Ta- 
bles 3 and 4 present the individual responses and how 
they were scored. Because lithium responders on both 
scales tended to be characterized by a preponderance 
of "false" answers, the overall incidence of false ver- 
sus true answers was examined in the lithium respond- 
er and nonresponder groups to evaluate the possibility 
of a ‘‘nay-saying’’ response set. After all items on the 
two lithium response scales were excluded, no dif- 
ferences were found between responders and non- 
responders on the other 548 items of the MMPI. It 
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TABLE 3 
Individual Responses* and Scores of Women in Group A to the LRS-F 
d å MMPI Item Number 
Subject 79 231 241 253 287 391 425 485 501 Score 
Responder" 
] F F F CD RB FF YF EF 7 
2 F T F CD. E oF F FPF 7 
3 FF PET ETF T E 7 
4 F P (fb PB P FP B T F 8 
5 FT B FF PO FE FP T d 
6 F F P T PF EF T EBE.T 6 
7 E `E T T F FPF de FF 7 
8 F F T F F F T F T 6 
9 F F F EFEFEF F 9 
10 EE GB TPT F T T E -F 6 
Nonresponders 
11 F F F I F FF .F OF T ZU 
12 TI^ DES ae CE OCTO T se dee J 3 
i3 ETET BR T CQ Fo T T T 2 
* 14 T FPF GP. T? UD? SE E T T 2 
15 FE F FP F PT TT T 5 
16 F F — 1 T PL T FEF YER 
17 F ES ube oF oe CI OD T T 3 
18 B e T To oT CY (To TI Ol 3.5 


*Keys and weights are given in table 2. 
**[ncorrect prediction. 


.IABLE 4 
Individual Responses* and Scores of Men in Group A to the LRS-M 
VON dE RM ANM MEUM MM M LLL E 
MMPI item LL 
Subject 39 172 230 235 304 383 429 439 554 Score 
,Responders l 
l EF E P.T F ETEF dH 
2 p qe EB oF GER FT OR CES dM 
3 F F F T F F F F F B 
4 EFE T T E F SE F F 3 
5 F T F F F F F T T 8 
Nonresponders 
6 ? T T F T T T T T Es 
7 Tf. F FT DOE A T l 
8 T FT GC UE OT O IO TT 3 
9 F-T. CT: -F T-E T Wo 1.1: 


*Keys and weights are given in table 2, 


should be noted that the discriminative power of the 
lithium response scales is greater than any of the com- 
ponent individual items; therefore, these items should 
be always used as part of the scales, not separately. 


Cross Validation . 


After administering the entire MMPI and sub- 
sequently using the lithium response scales, we at- 
tempted to predict the responses of group B to lithium. 
Both the LRS-F (N=18, 10 responders and 8 non- 
responders) and LRS-M (N=8, 4 responders and 4 
nonresponders) discriminated responders from non- 
resporders with 100% accuracy. 


Diagnosis (Unipolar Versus Bipolar) 


For groups A and B combined, the bipolar (I and II) 
groups showed a greater tendency than the unipolar 
group to respond to lithium. The unipolar group con- 
tained 8 responders and 12 nonresponders and the 
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bipolar group 21 responders and 12 nonresponders 
(p=.08, Fisher's exact test, one-tailed). 
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DISCUSSION 


The group A study identified two empirically de- 
rived special scales of the MMPI that could distinguish 
female and male depressed patients who responded to 
lithium from those who did not. A cross-validated ac- 
curacy of 10095 on the group B study confirmed the 
predictive potential of these scales. Replication stud- 
ies in other treatment centers with large numbers of 
patients are required to verifv the general applicability 
of these results to other depressed patient populations. 
Replication attempts of this kind are especially impor- 
tant in light of evidence that depressed patient groups 
studied in different settings can vary considerably on 
demographic and clinical measures. 

Several previous attempts have been made to eval- 
uate the relationship between therapeutic responsive- 
ness to lithium carbonate treatment and MMPI charac- 
teristics. In one study, Steirbook and Chapman (19) 
found that several MMPI clinical, validity, and special 
scales correlated significantlv with responses to lith- 
ium in a group of acutely disturbed psychiatric patients 
predominantly diagnosed as manic, schizophrenic, or 
schizo-affective. Although acquiescence was the scale 
most highly correlated with -ithium response (r=.59, 
p<.01), it is not an especially good predictor. For ex- 
ample, we computed the index of forecasting efficien- 
cy (27), which is the percentage reduction in errors of 
prediction that results from correlation between two 
variables, and found that a correlation of .59 indicated 
a reduction in error of prediction of only 2096. That is, 
our margin of error in predicting response-non- 
response based on the acquiescence scores is only 
20% less than it would be without using these scores. 

In the one other study of the MMPI in relation to 
antidepressant responses to lithium carbonate, House 
and Martin (20) noted that all 5 depressed patients who 
were identified on the basis of T scores less than 70 on 
clinical scales 2 and 7 did not have a significant reduc- 
tion in behavioral depression ratings during lithium 
treatment. The results of this study are difficult to in- 
terpret because the group of 5 nonresponders with low 
2-7 profiles (which would suggest that these patients 
were less depressed) had significantly lower behavior- 
al depression ratings in the week before the initiation 
of lithium treatment. Thus their lack of response may 
simply have reflected a lack o£ measurable depressive 
symptomatology potentially responsive to lithium. 
Nonetheless, in the present study patients with low 2- 
7 profiles also tended to be aonresponders, a trend 
similar to the results of House and Martin. However, 
respective high and low 2-7 profiles are not good pre- 
dictors of response to lithium (p.12, Fisher's exact 
test, one-tailed). 

A series of other studies of symptoms or clinical fea- 
tures (12-14, 28), family history (15, 29),.and biologi- 
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cal features (16-18) has ‘suggested a number of asso- 

 ciations between these factors and lithium responsive- 
ness. Several of these factors, particularly the 
unipolar-bipolar subgrouping, have been replicated in 
subsequent studies of lithium treatment, although little 
use has yet been made of them in prospective, predic- 
tive studies. 

Pretreatment symptoms apparently respond dif- 
ferently to the same medication. This irregularity of 
response would seem to argue against the probability 
of pretreatment symptoms being useful predictors of 
drug response. Thus no theoretical assumptions (e.g., 
"target symptoms") were used as predictor variables 
in the methodology of the present study, nor did we 
attempt to relate the individual items of the two lithium 
response scales to any theory on the psychological or 
biological mechanism of action of antidepressant 
drugs. We have done a study that confirmed the use of 
this methodology by predicting imipramine responders 
and nonresponders with an accuracy of 9526 (30). Em- 
pirical prediction, based exclusively on individual 
MMPI responses, appears to offer a promising alterna- 
tive to the theoretical-rational approach of predicting 
response to antidepressant drugs based on pre- 
treatment depressive symptoms. 
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Plasma and Erythrocyte Levels of Tricyclic Antidepressants in _ 


"~N Depressed Patients 
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BY MARKKU LINNOILA, M.D., FLOYD DORRITY, JR., AND KENNETH JOBSON, M.D. 


Plasma and red blood cells (RBCs), amitriptyline, 


nortriptyline, imipramine, desipramine, doxepin, and 
desmethyl doxepin levels were measured in depressed 
inpatients during steady-state kinetics. A strong 
positive correlation between the drug levels in plasma 
and RBCs was found for amitriptyline, nortriptyline, 
desipramine, and desmethyl doxepin. However, ata 
given plasma level, up to a 6-fold interindividual 
variation in the RBC drug levels was found. The 
correlations between plasma and RBC imipramine 
and doxepin levels were low. The interindividual 
variation in the RBC-plasma tricyclic level ratios was 
large enough to warrant further clinical studies on the 

erelationship between efficacy and pharmacokinetics of 
tricyclic antidepressants. 


NUMEROUS STUDIES concerning correlations between 
plasma levels and therapeutic efficacy of tricyclic anti- 
depressants have shown a curvilinear relationship for 
the secondary amines nortriptyline (1-3) and pro- 
triptyline (4) and a linear positive correlation for the 
tertiary amines amitriptyline (5), imipramine (6), and 
doxepin (7). Desipramine has not been studied with 
acceptable methods. The correlations observed have 
been statistically significant but not very high. One ex- 
planation offered has been an interindividual variation 
in the tissue binding of the tricyclics (8). Accordingly, 
drug levels in à tissue compartment rather than in the 
plasma would more accurately reflect drug levels in 
the CNS. 

Red blood cells (RBCs) are an easily available tissue 
compartment for pharmacokinetic studies. Recent ex- 
periments with the neuroleptic butaperazine (9, 10) 
have demonstrated that RBC rather than plasma kinet- 
ics of the drug have a good correlation with its clinical 
effects. The relationship between plasma and RBC tri- 
cyclic levels has been superficially investigated in 
man (11). 

Theoretically, at a given plasma level of the second- 
ary amines the presence of the tertiary amines (ami- 
triptyline, imipramine, or doxepin) could modify the 


Dr. Linnoila is a resident, Department of Psychiatry, Duke Univer- 
sity Medical Center, Box 2921, Durham, N.C. 27710, Mr. Dorrity is 
a research chemist, Supelco, Inc., Bellefont, Pa., and Dr. Jobson is 
a resident, Department of Psychiatry, University ‘of North Carolina, 
Chapel Hill, N.C, 


intracellular levels of nortriptyline, desipramine, and 
desmethyl doxepin and thus cause different plasma 
level-response relationships. However, this possibility 
has not been investigated to date. 

Finally, assumptions concerning whole blood tri- 

cyclic levels have been made in clinical pharma- 
cokinetic studies without the measurement of drug lev- 
els in the cellular compartments of blood (12-14). 
Such assumptions might lead to erroneous conclusions 
if there is an interindividual variation in the RBC- 
plasma drug level ratio. 
. The aims of the present study were to investigate the 
correlation between plasma and RBC levels of com- 
mon tricyclic antidepressants and to examine the ef- 
fect of a tertiary amine on the RBC-plasma level ratio 
of a secondary amine. 


METHOD 


The subjects were 59 depressed inpatients between 
30 and 56 years of age treated at Duke University Med- 
ical Center or at John Umstead Hospital, Butner, N.C. 
The subjects met Feighner and associates’ research di- ~ 
agnostic criteria for primary depression (15). They had 
received a particular tricyclic antidepressant at a 
stable dose level for a minimum of 10 days before 
blood sampling. The doses of the tertiary amines var- 
ied between 200 and 300 mg per day and the doses of 
the secondary amines (nortriptyline and desipramine) 
were 150 mg per day. No drugs other than occasional 
benzodiazepines were allowed during the experiment. ` 

Fasting 10-ml venous blood samples were drawn 10 
hours after drug administration. To ensure steady- 
state kinetics at the time of blood sampling, a second 
sample was drawn within 5 days after the first. Patients 
with disparate drug levels (more than +20%) were ex- 
cluded from the study on the basis of the assumption 
that they were not in a steady state. Plasma tricyclic 
levels were measured in duplicate according to the gas 
chromatographic procedure described elsewhere (16). 

RBC tricyclic levels were measured in duplicate 
after lysing of the cells with an osmotic shock induced 
by diluting with equal volumes of deionized water and 
extracting exactly-as plasma. Recovery of the tricyclics 
from the RBCs and their stability in the RBCs were 
similar to those measured in plasma (16). Linear corre- 
lation coefficients were computed between plasma and 


. RBC levels of every drug. «t 
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FIGURE 1 : 
- RBC and Plasma Amitriptyline Levels (ng/ml)* 
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*Regression equation: y 7.83 x +39: correlation coefficient: r°=.67 (N=22). 


RESULTS 


Amitriptyline and nortriptyline. With a few-excep- 
tions, the RBC amitriptyline levels were lower than 
the plasma levels (see figure 1). The RBC nortriptyline 
levels were generally higher than the plasma levels 
(see figure 2). The coexistence of amitriptyline with 
nortriptyline in the plasma generally induced a higher 
RBC nortriptyline level than nortriptyline alone (see 
figure 2). A higher RBC than plasma nortriptylire- 
amitriptyline level ratio was observed (see figure 3). 

Doxepin and desmethyl doxepin. The RBC-plasma 
doxepin level ratios showed a relatively wide inter- 
individual variation. This may be partially due to the 
low doxepin levels observed in both compartments. 
On the other hand, RBC desmethyl doxepin levels 
were clearly higher :han plasma desmethyl doxepin 
levels (see figures 4 and 5). Plasma desmethvl doxepin- 
doxepin ratios were higher than the RBC desmethyl 
doxepin-doxepin ratios (see figure 6). 

Imipramine and desipramine. The imipramine-de- 
sipramine levels in both compartments were lower 
than the amitriptyline and nortriptyline levels in spite 
of similar doses of the drugs. The ratios of the second- 
ary to the tertiarv amines were similar in both com- 
partments (see figures 7 and 8). Even though only 4 
subjects received desipramine, the present data sug- 
- gest that coexistence of imipramine does not affect the 
distribution of desipramine in a major way between the 
extra- and intracellular compartments (see figure 9). 
The sex of a patient did not affect the distribution pat- 
tern of thé tricyclics. 
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FIGURE 2 
RBC and Plasma Nortriptyline Levels (ng/ml)* 
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*Dots indicate nortriptyline levels observed after the administration of ami- 
triptyline, and circled dots indicate nortriptyline levels after the administra- 
tion of nortriptyline. Regression equation after amitriptyline administration: 
y=1.83 x +21: correlation: r*—-.81 (N=22). Regression equation after nor- 
triptyline administration: y=1.32 x 490; correlation coefficient: r?=.69 
(N13). Regression equation for the entire material: y« 1.65 x +43; correla- 
tion coefficient: P=.78 (N —35). This regression line is indicated in the figure. 


DISCUSSION 


The RBC-plasma nortriptyline level ratios derived 
from this study are in direct contradiction to the find- 
ings of Alexanderson and associates (11). However, 
they studied volunteers after a single 40-mg dose of 
nortriptyline. Therefore, the levels they found were 
low, and steady-state kinetics did not prevail. These 
methodological differences may explain the different 
results. Additionally, the inferences concerning the 
metabolism of nortriptyline and imipramine (12-14) 
based en the results of Alexanderson and associ- 
ates (11) may not be valid in clinical situations. 

In 1976 a significant interindividual Varjation of 
plasma-CSF ratios was found for imipramine and its 
metabolites (17). This variation is similar fo that in 
RBC-plasma level ratios of imipramine and desipra- 
mine described in this study. Indeed, the RBC and 
CSF antidepressant levels should both be in equilibri- 
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FIGURE 3 
Relationship Between RBC and Plasma Nortriptyline-Amitriptyline 
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*The secondary amine has relatively higher intracellular levels. Regression 
equation: y=1.86 x —.21: correlation coefficient: r^—.79 (N 22). 


um with the free fraction of antidepressants in plasma. 
Measurement of CSF tricyclic levels requires both a 
stressful procedure to obtain the sample and the use of 
either radtoimmunoassays or mass fragmentography 
for the quantitation of the drug. The former are still 
nonspecific (17), and the latter requires expensive 
hardware. Therefore, at the present time quantitation 
of the tricyclic in RBC should be pursued further. 

Using this method, we have shown in this study that 
the coexis:ence of amitriptyline with nortriptyline in 
plasma seemed to increase RBC nortriptyline levels. 
An opposite pharmacokinetic interaction of amitripty- 
line and nortriptyline was originally expected. This 
expectation was based principally on earlier clinical 
studies concerning plasma level-response relation- 
ships after the administration of amitriptyline and 
nortriptyline. If this finding is confirmed in future 
crossover studies, it will lend credibility to the earlier 
suggestions that the pharmacodynamic effects of both 
the tertiary and secondary amines are important for a 
therapeutic effect after the administration of a tertiary 
amine tricyclic (18, 19). 

The low doxepin-desmethyl doxepin ratios found 
suggest that doxepin, like imipramine, is demethylated 
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FIGURE 4 : . 
RBC and Plasma Levels of Desmethvl Doxepin (ng/ml) After Adminis- 
tration of Doxepin* 
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FIGURE 5 
RBC and Plasma Levels of Doxepin (ng/mI)* 
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*Regression equation: yv=.79 x +32: correlation coefficient: r°=.24 (N=9). 


faster than amitriptyline (20). Confirmative evidence 
of this inference requires crossover studies. 

The present results indicate that in order to have a 
more thorough understanding of the mechanism of the 
clinical action of the tricyclic antidepressants, studies 
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FIGURE 6 . 
Relationship Between RBC and Plasma Desmethyl Doxepin-Doxepin 
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FIGURE 7 
RBC and Plasma imipramine Levels (ng/ml)* 
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*Regression equation: y=1.14 x +30.8: correlation coefficient: r^-.33 


concerning their extra- and intracellular kinetics are 
indicated. This is due to the distribution patterns of the 
drugs and'their active metabolites, which vary depend- 
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FIGURE 8 
RBC and Plasma Desipramine Levels (ng/m!l)* 
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*Dots indicate desipramine levels after administration of imipramine, and cir- 
cled dots indicate desipramine levels after administration of desipramine.” 
Regression equation: y 2.03 X 4.44; ccrrelation coefficient: r?=.80 (N=15). 


FIGURE 9 
Relationship Between RBC and Plasma Desipramine-Imipramine Lev- 
€ 


el Ratios* 


RBCs 





2.0 2.5 3.0 3:5 


2 5 Xv lb 
PLASMA ` : 


*The intra- and extracellular ratios of the tertiary and seconflary amines are 
relatively equal. Regressicn equation: y=1!.14 x +.21: correlation coeffi- 


cient: r*:,88 (N= L1). l iw 


Ld 


ing which is administered and which individual re- 
ceives it. 


ap v 


Am J Psychiatry 135:5, May 1978 





10. 


e^ 


REFERENCES 


M, Cronholm B, Sjogvist F, et al: Relationship between 
vel and therapeutic effect of nortriptyline. Br Med J 
, 1971 


. Kragh-S{rensen P, Asberg M, Eggert-Hansen C: Plasma nor- 


triptyline levels in endogenous depression. Lancet 1:113-115, 
1973 


. Kragh-Sorensen P, Hansen CE, Baastrup PC, et al: Self-inhib- 


iting action of nortriptyline’s antidepressive effect at high 
plasma levels. Psychopharmacologia 45:305-312, 1976 


. Whyte S, Macdonald A, Naylor G, et al: Plasma concentrations 


of protriptyline and clinical effects in depressed women. Br J 
Psychiatry 128:384—390, 1976 


. Braithwaite RA, Goulding R, Theano G, et al: Plasma concen- 


tration of amitriptyline and clinical response. Lancet 1:1297- 
1300, 1972 


. Glassman A, Perel JM, Shostak M, et al: Clinical implications of 


imipramine plasma levels for depressive illness. Arch Gen Psy- 
chiatry 34:197-204, 1977 


. Friedel RO, Raskind MA: Relationship of blood levels of Sine- 


quan to clinical effects in the treatment of depression in aged 


patients, in Sinequan: A Monograph of Recent Clinical Studies. . 


Edited by Mendels J. New York, Excerpta Medica, 1975 


. Glassman A, Perel J: The clinical pharmacology of imipramine. 


Arch Gen Psychiatry 28:649-653, 1973 


. Garver DL, Davis JM, Dekirmenjian H, et al: Pharmacokinetics 


of red blood cell phenothiazine and clinical effects. Arch Gen 
Psychiatry 33:862-866, 1976 

Garver DL, Davis JM, Dekirmenjian H, et al: Neuroleptic blood 
levels and therapeutic response: preliminary observations with 


20. 


LINNOILA, DORRITY, AND JOBSON 


i \ 
? ad 4 


red blood cell butaperazine. Am J Psychiatry 134:304-07, 1977 


. Alexanderson B, Borga O, Alvan G: The availability of orally 


administered nortriptyline. Eur J Clin Pharmacol 5:181-185, 
1973 


. Gram LF, Christiansen J: First-pass metabolism of imtpramine 


in man. Clin Pharmacol Ther 17:555-563, 1975 


. Gram LF, Overo KF: First-pass metabolism of nortriptyline in 


mean. Clin Pharmacol Ther 18:305-314, 1975 


. Gram LF, Andreasen PB, Overo KF, et al: Comparison of 


single dose kiretics of imipramine, nortriptyline and antipyrine 
in man. Psychopharmacologia 50:21-27, 1976 


. Feighner JP, Robins E, Guze SB, et al: Diagnostic criteria for 


use in psychiatzic research. Arch Gen Psychiatry 26:56-63, 1972 


. Dorrity F, Linnoila M, Habig RL: Therapeutic monitoring of 


tricyclic antidepressants in plasma by gas chromatography. Clin 
Chem 23:1326-1328, 1977 


. Sathananthan L, Gershon S, Almeida M, et al: Correlation be- 


tween plasma and cerebrospinal .evels of imipramine. Arch Gen 
Psychiatry 33:1109-1110, 1976 


. Gram LF, Reisby N, Ibsen I, et al: Plasma levels and anti- 


depressive effect of imipramine. Clin Pharmacol Ther 19:318- 
324, 1976 


. Olivier-Martin R, Marzin D, Buschenschutz E, et al: Concentra- 


tion plasmatique de imipramine et de la desmethyl imipramine 
et effet antidepresseur au cours d'un traitement controlé. Psy- 
chopharmacologia 41:187-195, 1975 

Gram LF, Kofcd B, Christiansen J, et al: Drug interaction: in- 
hibttory effect of neuroleptics on metabolism of tricyclic antide- 
pressants in man, in Advances in Neuropsychopharmacology. 
Edited by Vinar O, Votara Z, Bradley BP. Amsterdam, North 
Holland Publishing Co, 1971 


l 


Dose-Related Biphasic Effect of Prolyl-Leucyl-Glycinamide 


(MIF-I) in Depression 
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BY RUDOLPH H. EHRENSING, M.D., AND ABBA J. KASTIN, M.D. 


Five of 8 patients with unipolar or bipolar endogenous 
depressions taking prolyl-leucyl-glycinamide (MIF-I), 
75 mglday, showed substantial improvement within a 
few days of beginning treatment compared with 
similar improvement in only I of 10 receiving 750 mgl 
day of MIF-I and only 1 of 5 patients taking placebo. 
The lower dose of MIF-I was associated with 
significantly greater improvement than both the higher 
dose and placebo on all of the rating scales used. The 
authors suggest that an even lower dose of MIF-1, on 
the order of 0.1 mg/kg, may have a greater effect as an 
antidepressant. 


IN THE FIRST clinical trial of prolyl-leucyl-glycinamide 
(MSH-release inhibiting factor [MIF-I] or hormone 
[MRIH-I] [1, 2]) in mental depression (3), we admin- 
Istered 60 mg or 150 mg of the tripeptide or placebo as 
a single daily dose in a double-blind study of 14 women 
with endogenous unipolar depression. Four of the 5 
patients who received 6) mg/day of MIF-I on 6 con- 
secutive days experienced substantial improvement in 


" their symptoms within 2-3 days of starting treatment. 


In contrast, 2 of the 4 patients receiving placebo and 
only 2 of the 5 patients receiving MIF-I at a dosage of 
150 mg/day met the criteria established for substantial 
improvement. Considering the small number of pa- 
tients and the substantial placebo effect, we did not 
expect a statistically significant antidepressant effec: 
with MIF-I in the study. However, on one rating scale, 
the 100-mm line self-rating, the group receiving the 60- 
mg/day dose of MIF-I showed significantly more im- 
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provement (p«.05) on some days of the study than the 
groups receiving placebo or the 150-mg/day dose of 
MIF-I. At that time we proposed the possibility that 
MIF-I might have a dose-related biphasic antidepres- 
sant effect in human beings. The present study was de- 
signed to investigate this hypothesis further. 


METHOD 


Twenty-four patients with diagnoses of unipolar or 
bipolar endogenous depressive illnesses who were free 
from antidepressant therapy for a minimum of 2 weeks 


were admitted into the double-blind study after giving. 


informed consent. Patients with neurotic, reactive, 
characterological, or schizo-affective depressions were 
excluded from the study. All patients were moderately 
to severely depressed, with Hamilton Depression Rat- 
ing Scale scores of 25 or greater. We used an out- 


patient design to avoid the often observed beneficial" 


initial effect of hospitalization. However, 2 hospital- 
ized patients with stable, consistent depressive symp- 
toms were included in the study after they had been 
hospitalized for 8 and 42 days, respectively. Many of 
the outpatients in the study would ordinarily have 
been hospitalized had they not been admitted to the 
research study and sustained by daily office visits. The 
patients did not receive antidepressant medication, 
tranquilizers, or hypnotics during the study. 

All patients received three daily doses of the same 
number of identical-appearing capsules for 5 days, 
three capsules taken in the presence of the psychiatrist 
at the evaluation session in the morning and one cap- 
sule self-administered in the early afternoon and again 
in the evening. Patients were ,assigned to one of five 
treatment groups as determined from a set of random 
numbers: placebo; MIF-I, 25 mg t.i.d.; MIF-I, 75 mg 
q. AM; MIF-I, 250 mg t.1.d.; and MIF-I, 750 mg q. AM. 
The study was originally randomized for 30 patients, 6 
in each treatment group. After 21^ years the investiga- 
tion was ended when only 24 patients had completed 
the study because of the difficulties in finding unmedi- 
cated patients who met the strict criteria for admission 
to the study. No one who had any contact with the 
study knew the medication code until all evaluations 
were completed for all patients. Patients were eval- 
uated by the same psychiatrist (R. H. E.) with the Ham- 
ilton Depression Rating Scale between 8 a.m. and 10 
a.m. on days 1, 3. 6, and a global severity of illness 
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rating (0-6 point scale) on days 1-6. The patients rated 
themselves by means of the 100-mm line self-rating for 


| Wn at 8 a.m., 2 p.m., and 8 p.m. on days 1-5, 
andat 8 d. m. on day 6 (all ratings on the same sheet); 
the Zung Self-Rating Depression Scale on days 1 and 


6; and a National Institute of Mental Health (NIMH) 
35-symptom self-evaluation form (possible score range, 
45-140) on days 1, 3, and 6. A patient was judged 
to be substantially improved by the same standard 
used in the previous investigation (3), i.e., if four 
of the five following criteria were satisfied by the end 
of the study: 1) 50% or greater reduction in the Hamil- 
ton score from the predrug baseline score on the morn- 
ing of day 1, 2) reduction in the Zung score to' the nor- 
mal range of 45 or less, 3) a 50% or greater reduction in 
the 100-mm line self-rating from the baseline rating on 
the morning of day 1, 4) a decrease in the global severi- 
| ty of illness rating to less than 3, and 5) a reduction in 
d the score on the NIMH symptom self-evaluation to 60 
| or less. 

Statistical analyses were performed on the results of 
the five rating scales using the Duncan new multiple 
range test (DNMR) to determine significant daily dif- 
ferences throughout the study among the different 
treatment groups. Changes within each treatment 
"group were assessed by paired t tests (two- tailed) com- 
paring the mean predrug score on the morning of day 1 
to the mean score at the end of the study on the morn- 

e ing of day 6. 

Only 1] patient who became paranoid after giving 
‘consent and who was observed to surreptitiously spit 
out the capsules failed to complete the study; her 
data were excluded from the results. At the conclusion 
of the study when the code was broken, it was deter- 
mined that this patient had been assigned to receive 
MIF-1, 75 mg q. AM. 


RESULTS 


The groups did not differ significantly in sex distri- 
bution, diagnostic distribution, or mean duration of 
present illness (see table 1). The five groups did not 
differ significantly in mean age, although the two 
groups receiving MIF-I, 750 mg/day, combined were 
significantly vounger than the placebo group (p<.05, 
DNMR). The patients in the groups receiving 75 mg/ 
day of MIF-I had a mean weight of 76.5 kg, i.e., a 
mean dose of 1.02 mg/kg. The patients in the groups 
taking 750 mg/day of MIF-I had a mean weight of 66.3 
kg, 1.e., a mean dose of 11.3 mg/kg. 

The lower daily dose of MIF-I was associated with 
more clinical improvement than was seen with placebo 
or with the higher daily dose of MIF-I (see table: 1). 
Five of 8 patients (63%) receiving 75 mg/day of MIF-I 

e met the standard for substantial improvement by the 
end of the study compared with 1 of 10 patients (1090) 
receiving a total of 750 mg/day of MIF-I and with 1 of 5 
patients (20%) receiving placebo (x?-6.11, df=2, 
p<.Q5). None of the 4 bipolar depressed patients dis- 
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persed among the groups showed substantial ifiprove- 
ment in this study. Of the 5 men in the study, 1 in each 
of the five groups, only the depressed man receiving 75 
mg of MIF-I q. AM improved substantially. 

As determined by all rating scales (figures 1-4) the 
groups receiving MIF-I, 25 mg t.i.d., and MIF-I, 75 mg 
q. AM, improved the most. ^ he group receiving pla- 
cebo improved to a lesser extent than the groups re- 
ceiving the smaller dose of MIF-I and slightly better 
than the group taking MIF-I, 250 mg t.i.d. The group 
receiving MIF-I, 750 mg q. AM, demonstrated the least 
improvement and on two rating scales (100-mm line 
and NIMH) had worse scores at the end of the study 
than at the begir ning. 

On day 1 there were no significant differences 
among the groups on the five rating scales. On day 3, 
both 75-mg/day groups were significantly more im- 
proved on the 100-mm line scale (p«.05) than the 
group receiving 750 mg in the morning. On day 6, the 
two groups receiving MIF-I, 75 mg/day, combined 
were significantly more improved than the placebo 
group on the Zung and NIMH scales (p«.05). On the 
Hamilton and 100-mm line scales on day 6, the im- 
provement of these same combined two low-dose 
groups over the placebo group approached statistical 
significance (p«.10). On the Hamilton, Zung, and 100- 
mm line scales the combined groups receiving the 
lower doses of MIF-I (75 mg/day) showed significantly 
more improvement (p«.05) on day 6 than the com- 
bined groups receiving the 750-mg/day doses. There 
were no significant differences on any day between 
groups that received the same total daily dose in either 
a single dose or three divided doses.  — 

When each group was tested for significant change 
in scores from day | to day 6, the two groups receiving ` 
the lower dose cf MIF-I, particularly when considered 
as one combined group, showed the most significant 
improvement on all rating scales (p«.01). The scores 
of the group receiving placebo did not change signifi- 
cantly on any rating scale from the beginning of the 
study to the end. The changes in scores from the start 
to the finish of the study were statistically significant 
on the Hamilton (p<.02) and the global (p<.05) scales 
for the combined two groups receiving the higher dose 
of MIF-I, even though the :mprovement was not as 
great as that seen in the placebo group with fewer pa- 
tients. 

All patients were seen on day 8 and then once again 
from day 12 to day 18. Of the 7 patients who met the 
standard of substantial imprcvement by day 6, 6 main- 
tained their improvement through their second follow- 
up visit. The seventh patient, who received MIF-I, 75 
mg q. AM, began to relapse on the afternoon of day 6. 
There was nothing to suggest a delayed antidepressant 
effect of MIF-I in those patients who had not anes 
substantially by day 6. 

No significant changes were noted in physical exam- 
ination, complete blood court, urinalysis, blood chem- 
istries (SMA-12), and serum thyroxine levels per- 
formed before and after the study. No sertóus adverse 
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Demographic Characteristics and Improvement In Patients Given MIF-! or Placebo 
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Sex 
~ Age 
Dosage N (years) F 
Low-dose groups 
25 mg t.i.d. 5 43.4 4 
75 mg q. AM 3 52.0 2 
Combined low-dose groups 8 46.6 6 
High-dose groups. 
250 mg t.i.d. 6 42.2 5 
750 mg q. AM 4 42.0 3 
Combined high-dose groups 10 43.9 8 
Placebo 2 55.6 4 
FIGURE 1 


Effect of MIF-I and Placebo on the Hamilton Depression Rating Scale 
35 
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DAY 


reactions occurred during the study. Minor signs and 
symptoms that did occur usually existed before the 
study and did not appear in any pattern that could be 
attributed to MIF-I. 


DISCUSSSION 


In this study, we found improvement in mental de- 
pression with MIF-I at a dose of 75 mg/day (approxi- 
mately 1 mg/kg); a dose of 750 mg/day (approximately 
10 mg/kg) was associated with less improvement than 
was seen with placebo. With the lower dose there was 
no apparent difference between the effect of three di- 

vided doses and the same amount of MIF-I given as a 
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. single morning dose. The group receiving MIF-I, 250 


mg t.i.d., responded almost as well as the placebo 
group, but the group receiving 750 mg in a single morn- 
ing dose did much worse than the placebo group, 
although the differences among the three groups 
(placebo and two high-dose groups) did not reach sta- 
tistical significance. It is conceivable that the-large 
morning dose is a psychopharmacokinetically larger 
dose than the same amount in three divided doses. 

. We have now studied a total of 37 depressed pa- 
tients in two similar, double-blind studies of MIF-I 
with placebo zs a control (3) and a fairly consistent 
dose-response pattern seems to emerge: MIF-I at 60 
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FIGURE 3 
Effect of MIF-I and Placebo on the 100-mm Line Self-Rating Scale 
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mg/day, 4 of 5 patients (80%) substantially improved; 


at 75 mg/day, 5 of 8 (63%) improved; at 150 mg/day, 2 
of 5 (40%); at 750 mg/day, i of 10 (10%); and placebo, 3 
of 9 33%). This biphasic pattern of response resem- 
bles the pattern apparently observed after MIF-I in 
Parkinson's disease (4, 5) and in tardive dyskine- 
sia (6), where an effect seemed to occur with lower 
oral Coses of MIF-I but disappeared with higher doses. 
Itil (7) found that the computerized EEG profile was 
different with low and high doses of MIF-I given 
orally. The profile after low doses of MIF-I resembled 
that seen with tricyclic antidepressants, while that af- 
ter the higher doses was similar to the profile seen with 
amphetamines. After the report of our first study with 
MIF-I in depression, Fischer and associates (8) report- 
ed improvement in the mood of parkinsonian patients 
following administration of MIF-I, 30 mg I.V. More 
recently, Barbeau (9) reported improvement in the 
condition and mood of parkinsonian patients after L- 
dopa plus MIF-I, 200 mg I.V. 

In the original studies by Plotnikoff and associates 
with MIF-I there was a diminution of dopa potentia- 
tion in mite when the dose of MIF-I reached 8 mg/kg 
intraperitoneally (10) and a decrease in the reversal of 
the sedative effects of deserpidine in monkeys as the 


dose of MIF-I was increased from 1 mg/kg to 2 mg/kg 


orally (11). Perhaps the strongest animal evidence for 
a low-dose-related effect of MIF-I comes from the 
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FIGURE 4 ! 
Effect of MIF-I and Placebo on Global Severity of Illness Rating 
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double-blind study by Crowley (12) in monkeys. He 
initially observed a 70% significant increase in the mo- 
tor activity of monkeys given MIF-I, 0.1 mg/kg I.M., 
over the almost identical baseline values of motor ac- 
tivity after both MIF-I, 0.01 mg/kg, and saline. Then, 
when the dose of MIF-I was raised to 1 mg/kg, the gain 
in motor activity was reduced by approximately half to 
35% over baseline. When the dose was further in- 


. creased to 10 mg/kg, the augmentation in motor activi- 


ty was reduced to 26%. 

In our study, the combined groups receiving 750 mg/ 
day of MIF-I did not respond as well as the group re- 
ceiving placebo. By chance, the 750-mg/day MIF-I 
groups did contain a higher percentage of patients (8 of 
10) with histories of previous similar episodes of de- 
pression than the 75-mg/day MIF-I groups (4 of 8) and 
the placebo group (2 of 5). The 750-mg/day MIF-I 
groups combined were also younger than the placebo 
group. These factors conceivably may have been in- 
volved in the high-dose groups’ poorer response. The 
mean duration of the presenting episode of depression 
was the shortest in the 750-mg/day MIF-I groups, but 


one could argue that this could either increase or de- 
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Seas heh chances for a therapeutic response. None 
of the 4 patients with bipolar depression responded to 
MIF-I, but the number tested is too small to draw con- 
clusions. 

The mechanism of action of MIF-I is not known (13). 
It has a brief half-life in the blood of rats (14) and 
man (15) and does cross the blood-brain barrier (16). 
Most of the studies of the possible action of MIF-I 
have concentrated on the dopamine system, with re- 
ports of increased dopamine turnover (17) that have 
not been confirmed in other studies (18, 19). MIF-I 
has potentiated the effect of dopamine agonists such 
as apomorphine in some studies (4, 20) but not in 
others (19, 21). If MIF-I does affect dopamine path- 
ways, it most probably does so postsynaptically (13). 
However, these considerations involve viewing an 
antidepressant effect of MIF-I in terms of the cate- 
cholamine hypothesis, which has not yet led to a clear 
understanding of mental depression. 

It has been our working hypothesis that hypothala- 
mic peptides have a direct effect on the central ner- 
vous system (10, 22). The discovery of CNS receptor 
sites for the naturally occurring morphine-like pep- 
tides, enkephalin and the endorphins (23), which may 
also affect dopaminergic and other nonopiate recep- 
tors (24, 25), strengthens this hypothesis. Since MIF-I 
is a naturally occurring brain peptide, it would not be 
surprising if it too has specific CNS receptor sites. 
MIF-I might act as a neurotransmitter itself or as a 
modulator of synaptic transmissions. 

The antidepressant potential of prolyl-leucyl-glv- 
cinamide warrants further exploration. Lower doses 
should be tested in the range of 5-10 mg/day, more 

closely approximating the 0.1-mg/kg dose found to 
" have the greatest effect on motor activity in monkeys. 
It may be found that MIF-I has a greater antidepres- 
sant effect.at even lower doses and that the effects ob- 
. served with the doses used so far have been on the 
descending slope of a dose-response curve. If pos- 
sible, the parenteral route should be employed to 
avoid any questions about digestion and absorption. 
Peptide analogues of MIF-I could also be tested. If the 
antidepressant effect of MIF-I is substantiated by fur- 
ther studies, it could represent a desirable antidepres- 
sant with a rapid onset of action within a few days, no 
discernible side effects, and apparently extremely low 
toxicity (20) in case of an overdose. | 
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BRIEF COMMUNICATIONS 


MAO Activity, CSF Amine Metabolites, and Drug-Free 


Improvement in Schizophrenia 


BY DANIEL P. VAN KAMMEN, M.D., STEPHEN R. MARDER, M.D., DENNIS L. MURPHY, M.D., 


AND WILLIAM E. BUNNEY, JR., M.D. 


Plateiet monoamine oxidase (MAO) activity and 
amine metabolites in cerebrospinal fluid were 
compared in 22 schizophrenic patients, 8 of whom 
improved during a 30-day drug-free period. CSF 5- 

* hydroxyinaoleacetic acid and homovanillic acid did 
not distinguish between drug-free improvers and 
nonimprovers. However, drug-free improvers had 
lower platelet MAO activities than did normal 
controls. The authors suggest that looking at clinical 
variables ir. patients with low MAO activity might 
provide a means of biologically subtyping 
schizophrenic patients. 


CLINICAL STUDIES OF schizophrenic patients indicate 
that a significant percentage of psychotic patients im- 
prove without neuroleptic medication. Several investi- 
gators, including Vaillant (1), Phillips (2), Stephens 
and associates (3), and Astrup and associates (4), have 
demonstrated that certain clinical characteristics dis- 
tinguish scaizophrenic patients who improve sponta- 
neously from those who do not. |j 


Revised version of a paper presented at the 130th annual meeting of 
the American Psychiatric Ass®ciation, Toronto, Ont., Canada, May 
2-6, 1977. 
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Because schizophrenic patients have such widely di- 
vergent clinical courses, it is tempting to theorize that 
schizophrenia may be a heterogeneous disorder in 
which there may be biological variables that discrimi- 
nate between different groups of patients. Recent 
studies have focused on identifying biological vari- 
ables that might be useful in subtyping psychiatric pa- 
tients (5-10). Platelet monoamine oxidase (MAO) ac- 
tivity and amine metabolites in the cerebrospinal fluid 
have been proposed as possible indicators of vulnera- 
bility to psychiatric disorders (11-14). 

We have previously reported on a group of psychot- 
ic schizophrenic patients who improved either partial- 
ly or completely during a 30-day drug-free period prior 
to double-blind protocols (15). In this paper we pre- 
sent preliminary findings from our biological studies of 
drug-free improvers and drug-f-ee nonimprovers. This 
approach of combining clinical and biochemical evalu- 
ation of patients may lead to more sophisticated sub- 
typing of this disorder. 


METHOD 


The 22 patients in this study were voluntary admis- 
sions to a 12-bed psychiatric clinical-research unit at 
the National Institute of Mental Health and had signed 
informed consent forms for all studies. Patients who 
were psychotic at the time of admission and who met 
the following admission criteria were included in this 
study: 1) age 18-45; 2) no evidence of organic psychi- 
atric disorder, alcoholism, or drug-related disorders; 
and 3) good physical health. All patients in this study 
fulfilled the following criteria for the diagnosis of 
schizophrenia: 1) DSM-II consensus diagnosis of 
schizophrenia as determined by four staff psychiatrists 
4 weeks after admission; and 2) Spitzer and associates' 
Research Diagnostic Criteria (RDC) for schizophrenia 
or schizo-affective disorder (16). In addition, only 
those patients demonstrating 5 or more of*the 12 dif- 
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ferential symptoms of the International Pilot Study of 
Schizophrenia (IPSS) were included (17). Diagnostic 
assessments were performed by a research staff psy- 
chiatrist who derived a symptom profile from the stan- 
dardized Psychiatric Assessment Interview (PAI)—a 
modification of Wing's Present State Examina- 
tion (18). These assessments were reviewed by the 
psychiatric staff prior to the patient's discharge. Dur- 
ing their entire hospitalization, patients were rated dai- 
ly by trained nurses using psychosis, depression, and 
mania items of the 15-point Bunney-Hamburg rating 
scale (19). We included 22 consecutive admissions 
who demonstrated an average psychosis rating of 5 or 
more for 3 consecutive days during the first drug-free 
week. All patients were on a controlled monoamine 
diet. 

On admission or within 2 weeks after admission pa- 
tients were started on a 30-day drug-free period. Those 
patients who demonstrated a decrease in their Bun- 
ney-Hamburg psychosis ratings of at least 2 points and 
who reached a mean psychosis rating of 3 or less dur- 
ing the last 3 days of the trial were designated ''drug- 
free improvers.'' Analysis of frequency distribution of 
ratings on our unit indicates that the scale is in reality a 
7-point scale, which makes the 2-point change clinical- 
ly significant. 

Lumbar punctures were performed during the last 2 
weeks of the drug-free period. A baseline lumbar 
puncture (LP) (N=20) and a second LP (N=17) after 


. administration of probenecid, 100 mg/kg, were per- 


formed according to standard procedures described 
elsewhere (20). Probenecid-induced accumulations of 
5-hydroxyindoleacetic acid (5-HIAA) and homovanil- 
lic acid (HVA) have been proposed as measures of 
central turnover of serotonin and dopamine, respec- 
tively. 
Blood was drawn for the platelet MAO study during 
the last 2 weeks of the drug-free period. In the assay 
for this study, !*C-benzylamine was used as substrate 


. as previously described (11). 


RESULTS 


Of the 22 schizophrenic patients in this studv, 8 
were designated drug-free improvers. The drug-free 
improvers included 4 women and 4 men: the nonim- 


» provers included 6 women and 8 men. The mean ages 


for improvers and nonimprovers were 21.7 and 21.4 


. years, respectively (range= 18-31 and 28-29 years, re- 


spectively). All 8 of the improvers and 8 of the 14 non- 
improvers were diagnosed as having schizo-affective 
disorder (16). There were 6 schizophrenic. patients 
among those who did not improve on drug withdrawal. 

When the mean psychosis ratings for the first 3 days 
of the drug-free period were compared with means for 
the final 3 days, we found that the tmprovers’ psycho- 
sis ratings decreased from 7.8 to 1.9 (p«.005, two- 
tailed t test), and nonimprovers' ratings changed from 


'. 8.9 to 10.0 (n.s.)- 


568 


TABLE 1 
Benzylamine Platelet MAO Activity in Drug-Free Schizo-affective and 
Schizophrenic Patients 


MAO Activity ; 

(nmol/10® platelets perghour) 
Women Men " 
Patient Classification .N Mean SE N Mean SE 
Improvers (N=8)* |. 4 667 149 4 864 1.49 
Nonimprovers (N= 14) 6 11.02 2.25 8 12.81 1.85 
Schizo-affective (N =8) 5 934 1.82 3 15.01 2.74 
Schizophrenic (N «6) | 19.44 5 11.49 2.48 
Normals (N=680)** 332 13.29 0.29 348 11.04 0.29 


* All improvers were disgnosed as having schizo-affective disorder. 
** Data are from Wyatt and Murphy (21^. 


TABLE 2 
CSF Amine Metabolites After Lumbar Puncture 
5-HIAA (ng/mD HVA (ng/ml) ' 

Patient Classification Mean SE Mean SE. 
Improvers (N15) 

At baseline (N=8) 26.8 7. 24.0 5.3 

After probenecid (N=7) 140.9 21.8 230.6 20.3 
Nonimprovers (N=22) 

At baseline (N= 12) 29.8 2.8 37.2 6.0 

After probenecid (N =10) 169.4 9.4 226.9 21.6 


Platelet MAO activities of improvers, nonim- 
provers, and normal controls are listed in table 1. Fe- 
male improvers demonstrated significantly lower 
platelet MAO activities than normal women (p<.025,° 
two-tailed t test corrected for variance). Seven of the 8 


_ drug-free improvers and 8 of 14 nonimprovers demon- 


strated platelet MAO values below the means for nor- 
mals. Because.all drug-free improvers were diagnosed 
as schizo-affective and the drug-free nonimprovers 
comprised 6 schizophrenic and 8 schizo-affective diag- 
noses, any difference between improvers and nonim- 
provers could conceivably be accounted for by diag- 
nostic category. For this reason, platelet MAO activity 
was compared in schizo-affective and schizophrenic 
patients. Mean platelet MAO activity was 11.37 for 
schizo-affective men and 9.11 for schizophrenic men; 


it was 8.15 for schizo-affective women and 19.44 for 1 


schizophrenic woman. The difference between the 
schizo-affective and schizophrenic patients was not 
significant. 

When the baseline and probenecid-induced HVA 
and 5-HIAA values were determined for improvers 
and nonimprovers, neither of the CSF metabolites was 
found to be significantly different in the two patient 
groups (table 2). 


DISCUSSION 


We found that a group of psychotic schizo-affective 
patients who improved during a 30-day drug-free trial 


tended to have lower platelet MAO values than normal 
women and CSF metabolite values (HVA and 5- 
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HIA À) that were not significantly different from those 
of nonimprovers. 


has beef reported to be reduced in schizophrenic pa- 
tients inimany, but not all, studies. Studies of acute 
schizophrenic patients have shown less consistent re- 
sults (22, 23). One possible explanation for this incon- 
sistency may be that the acute and chronic distinction 
is not the best means of differentiating schizophrenic 
patients biologically. Because studies using mono- 
zygotic and dizygotic twins indicate that low platelet 
MAO activity appears to be an inherited trait, it 
seemed to us that platelet MAO activity might suggest 
more useful ways of subtyping schizophrenic patients 
biologically. For this reason we have looked at clinical 
variables that our patients might have in common with 
low MAO patients from other studies. 

In a previous report (15) we demonstrated that the 
drug-free improver group differed from the nonim- 
prover by having 1) a later age of onset; 2) briefer psy- 
chotic episodes, with good interepisode improvement; 
3) a poor response to normally recommended doses of 
neuroleptic medication; and 4) good prognostic signs. 
Each of these variables deserves consideration as a 
means of subtyping schizophrenic patients. For ex- 


ULLUS ef por recently (21), platelet MAO activity 


* ample, Carpenter and associates (23) found that al- 


though platelet MAO was not decreased in their study 
of acute schizophrenic patients, there was a tendency 
for patients in the low MAO group to have good prog- 
nostic scores. Domino and Khanna (24) found low 


* MAO activity in a group of chronic schizophrenic pa- 


tients who showed a particularly interesting similarity 
to our group of drug-free improvers. Although their 
patients were described as chronic schizophrenic pa- 
tients, they were distinguished by not having shown 
any significant therapeutic benefit from neuroleptic 
medications and therefore may be similar to our pa- 
tients who showed good improvement when with- 
drawn from neuroleptics and, frequently, therapeutic 
responses at low doses of drug. Several of our drug- 
free improvers did not respond well to neuroleptics in 
subsequent episodes. Wyatt and Murphy (21) noted 
that the chronic group in their study also was only 
minimally responsive to neuroleptic drugs. 

If studies using larger samples find the drug-free im- 
prover group to be a biologically definable subgroup of 
schizophrenic patients, this would have both research 
and clinical implications. Because neuroleptic drugs 
have been demonstrated to have both adverse physical 
effects, such as persistent tardive dyskinesia, and ad- 
verse psychological effects, such as depression-like 
akinesia, it would be important to recognize as early as 
possible al! patients who demonstrate an unusual drug 
response. It is conceivable that a small number of 
schizophrenic patients who have not responded well to 
the standarc dose regimen may improve on a de- 
creased—rather than increased—daily dose of neuro- 
leptics. l 
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Prophylactic Effect of Lithium and Imipramine in Unipolar and 


Bipolar II Patients: A Preliminary Report 


| 7 


BY FREDERIC QUITKIN, M.D., ARTHUR RIFKIN, M.D., JOHN KANE, M.D., 
JORGE R. RAMOS-LORENZI, M.D., AND DONALD F. KLEIN, M.D. 


Relapse rates of the first 35 unipolar and bipolar IÍ 
manic-depressive patients who entered the controlled 
phase of a continuing evaluation of the prophylactic 
value of lithium alone or in combination with 
imipramine were analyzed. Lithium had a 
prophylactic effect in unipolar patients and possibly in 
bipolar ll patients. Imipramine did not have a 
prophylactic effect in either group of patients. 


AFFECTIVE DISORDERS are characterized by remis- 
sions and exacerbations. Controversy exists about 
predicting the future course; one group (1) suggests 
that a relatively illness-free period follows a bout cf 
frequent episodes, and another (2) states that no such 
respite occurs. Studies using a before and after design 
(mirror-image studies) are suspected of favoring the 
drug period. Therefore, only prospective double-blind 
placebo-controlled studies can draw firm conclusiors 
about prophylaxis. Early in 1975, we reviewed the evi- 
dence for the prophylaxis of affective illness (3, 4) and 
concluded that significant progress had been made but 
” several gaps in knowledge remained. 

The evidence that lithium reduces recurrence of 
mania in bipolar I patients is clear (5-11). The evi- 
dence that lithium is prophylactic in unipolar or bipo- 
lar H patients or that it prevents recurrence of depres- 
sion in bipolar I patients is not conclusive. Therefore, 
we initiated studies in an attempt to answer these 
questions. This report will be confined to unipolar and 
bipolar I] patients. We used the diagnostic criteria for 
unipolar, bipolar I, and bipolar II illness proposed by 
Spitzer and associates (12). The validity of differen- 
tiating these diagnostic subtypes is partially supported 
by differences in variables not used in making tae 
diagnoses (13-19). 
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Continuation therapy involves the continued use of 
an agent (usually for 6 months) immediately. after the 
disappearance of acute symptoms. The rationale is 
that organic therapy seems to suppress depressive 
symptoms without curing them; the underlying patho- 
physiology continues to run its course. In prophylactic 
studies, treatment is instituted when the patient is eu- 
thymic, with the expectation that the medication will 
prevent future episodes. Studies that have included a 
total of 600 patients indicate that continuation therapy 
reduces relapse rates approximately 20% to 50% (20- 
24). Clearly, all unipolar and bipolar II patients should 
receive continuation therapy. 

Three prospective controlled studies (6, 11, 24) 
have included 113 unipolar patients, approximately 40 ' 
of whom were men, to test the prophylactic effect of 
lithium. Thus our present knowledge about lithium 
prophylaxis in unipolar patients is based on data from 
fewer than 40 women and 20 men who actually re- 
ceived lithium in controlled prospective studies. We* 
conclude that statements based on such a small sample 
require confirmation in further trials with placebo 
comparisons. Another report (25) supported a prophy- 
lactic effect of lithium in unipolar patients; however, 9 
bipolar II patients. 7 patients rediagnosed as ''chroni- 
cally depressed," and 8 other patients were removed 
from the sample. The removal of these 24 unrespon- 
sive patients undermined the definitively prospective 
nature of the study. 

The only prophylactic study that separately identi- 
fied bipolar II patients found no statistically significant 
difference in the number cf depressive relapses in pa- 
tients treated with lithium (N16, mean of 16.6 
months in study) and those receiving placebo (N =24, 
mean of 14.6 months in study) (26). 

In the only prospective study testing the prophylac- 
tic effect of a tricvclic antidepressant in unipolar pa- 
tients (24), imipramine was found equal to lithium, and 
both were superior to placebo in preventing recur- 
rence of depression. There are no controlled studies 
testing the efficacy of tricyclics in bipolar II patients. 
There are patients who continue to have depressive 
relapses while taking lithium prophylactically. Estab- 
lishing that imipramine has a prophylactic effect in uni- 
polar and bipolar II patients would provide a rational 
basis for treating nonresponders to lithium., In addi- 
tion, the small percentage of patients intolerant to lith- 
ium side effects would benefit if other agents were 
found to be prophylactic. A 
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TABLE’ 1 
Number of Depressive Relapses for Patients on Lithium and Imipramine 
A+ . 

C Placebo Lithium 
Group Total Relapses % 
Unipolar (N=21) 

Active imipramine 5 4 80 
Place»o imipramine 5 4 80 
Column relapse average** 80 
Bipolar I] (N14) 
Active imipramine 3 I 33 
Placebo imipramine 3 2 67 
Column relapse average*** 50 
Combined (N=35) 
Active imipramine 8 5 63 
Placebo imipramine 8 © 35 75 
Column relapse averaget 69 
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Active Lithrum 


Total Relapses 9o Row Relapse Average (%)* 

6 ] 17 45 

5 2 40 60 
27 

5 I 20 25 

3 0 0 33 
13 

11 2 18 37 

8 2 18 50 
21 


*One-tailed x?, interaction, and row effect (imipramine effect) for all groups is nonsignificant. 


**Column effect ignoring rows (lithium effect), y7=6.56, p«.013. 
***Column effect ignoring rows (lithium effect), x?= 1.94, p=.984. 
* Column effect ignoring rows (lithium effect), x?—8.48, p=.002. 


F 


METHOD 


Patients were eligible for our study if they met RDC 
(12) for primary major depressive disorder or bipolar 
II illness, had had at least two episodes in the pre- 
vious 7 years, had been euthymic for 6 months, had 

* maintained a stable mood on a maximum dose of 150 
mg/day of imipramine for a final 6 weeks, and had 
signed informed consent. Because of the clear evi- 

e dence that unipolar patients benefit from continuation 
therapy, 6 months of euthymia were required for both 

epatient groups before they were eligible. Patients 

screened for this study had been discharged from the 
inpatient service of the Hillside Division of Long Is- 
land Jewish-Hillside Medical Center or had been re- 
ferred to the Medical Center's depression clinic. 

There were 4 treatment groups: 1) lithium and 
imipramine, 2) lithium and placebo imipramine, 3) pla- 
cebo lithium, active imipramine, and 4) placebo lith- 
lum, placebo imipramine. All patients received two 
different types of pills, either lithium or lithium pla- 
cebo and imipramine or imipramine placebo. All pa- 
tients were switched to study medication by a non- 
blind drug adjuster during the first month of the study. 
They then returned to be treated by their doctor, who 
was blind to the patient’s medication. A nonblind doc- 
tor adjusted lithium dose to keep blood lithium levels 
between 0.8 and 1.2 mEg/liter, and imipramine at 100- 
150 mg/day. Once patients were stabilized, they were 
seen monthlv and instructed to call if they experienced 
mood change. ; 

Patients who had a recurrence of depressive symp- 
tomatology were seen within 48 hours and removed 
from the study only if they met RDC for major depres- 
sive disorder and symptoms persisted for 1 week or if 
they met RDC for minor depressive disorder for 4 suc- 
cessive weeks. During this period patients were seen 
at least once a week but medication was not changed. 
Patients whose clinical condition would not permit 
continued observation were removed immediately 
from the study. 5- 
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RESULTS 


Whether bipolar II patients represent a separate di- 
agnostic category or should be classified with the uni- 
polar or bipolar patients is unclear (13-19). Therefore, 
in this preliminarv report on relapse rates in the first 35 
patients we analyzed the data first by combining uni- 
polar and bipolar II patients and then separately for 
each diagnostic group (table 1). 

We used a two-way analysis of variance of propor- 
tions to determine the ability of lithium, imipramine, 
and lithium plus imipramine to prevent depressive re- 
lapse for the first 35 patients entering the double-blind 
portion of the study (21 unipolar patients and 14 bipo- 
lar II patients). More complicated analysis such as that 
of Deming (27), which takes into account time at risk, 
will be used in future reports. 

We found a significant main effect of lithium 
(x?—8.48, p=.002) and no main effect of imipramine 
or any interaction of imipramine and lithium in pre- 
venting depressive relapse. Lithium reduced the likeli- 
hood of depressive relapse; Imipramine neither re- 
duced the number of depressive relapses nor increased 
lithium’s effectiveness. The analysis performed does 
not take into account the amount of time patients were 
in the study, merelv the number of relapses. If patients 
receiving imipramine or placebo had been in the study 
for a longer period of time, there would be increased 
risk of experiencing a depressive relapse and a bias 
favoring lithium-treated patients. Patients receiving 
lithium plus imipramine were in the study for a mean 
of 37.3 weeks, lithium plus placebo for 42.7 weeks, 
imipramine plus placebo lithium for 21.8 weeks, and 
placebo-placebo for 23.7 weeks. Thus, there was no 
bias favoring patients receiving lithium. The fact that 
patients receiving lithium were in the study a longer 
period of time supports its effectiveness in preventing 
relapse. 

A similar analysis was done to test the ability of lith- 
ium and imipramine to prevent depressive relapse in 
the unipolar sample (N=21). A significant-main effect 
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of lithium was found (x?=6.56, p<.013), but there 
was no main effect of imipramine or interaction with 
lithium in preventing depressive relapse. 

In the final analysis an identical procedure was per- 
formed for the bipolar II sample (N=14). There were 
nonsignificant trends suggesting that lithium does pre- 
vent depressive relapse in this patient group (x? 1.94. 
p.084). 


DISCUSSION 


This is a preliminary report on the first 35 unipola- 
and bipolar II patients who entered the controlled 
phase of our continuing study. Lithium had a prophy- 
lactic effect in unipolar patients, and these preliminarv 
data suggest that lithium may have a prophylactic ef- 
fect in bipolar II patients. Patients receiving placebo or 
imipramine experienced considerable morbidity, as 
evidenced by the fact that 69% experienced a depres- 
sive relapse that met RDC. This preliminary finding, 
if confirmed, suggests that many patients who have 
had a minimum of two episodes in the preceding 7 
years require prophylactic treatment with lithium. 

In our sample imipramine does not appear to have a 
prophylactic effect. This may be a function of the fact 
that the maximum dose prescribed was 150 mg/day 
(lowest dose, 100 mg/day). Larger doses might te 
prophylactic. The patients in the Prien and associ- 
„ates (24) study received 50-200 mg/day of imipra- 
mine (median dose, 125 mg/day); therefore, differ- 
ences in dose do not appear to explain the disparate 
results of the two studies. We have studied too few 
patients to reach closure on the issue of the prophy- 
lactic effect of imipramine. This is an ongoing study; 
as the number of patients receiving each treatmeat 
increases, a more precise estimate of the prophylactic 
effect of each treatment and interactions between 
treatments may be possible. 
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Minor Physical Anomalies in Young Psychotic Children 


BRIEF COMMUNICATIONS 


BY: m^ CAMPBELL, M.D., BARBARA GELLER, M.D., ARTHUR M. SMALL. M.D., 


THEODORE A. PETTI, M.D., AND STEVEN H. 


The authors examined three groups of children for 
minor physical anomalies: 52 autistic children, 34 
nonautistic siblings of these patients, and 29 normal 
controls. The total number of anomalies and the 
weighted score were significantly higher in the autistic 
children. The formation of these anomalies in the first 


"three months of fetal life may concur with the 


developmental deviation of the central nervous system 
in some of these individuals. 


MINOR PHYSICAL ANOMALIES stemming from embry- 
, onic and early fetal maldevelopment have a high in- 
* cidence in a variety of developmental disorders. Steg 
and Rapoport (1) recently reviewed studies of these 
anomalies in certain forms of mental retardation and 
various behavioral disorders of childhood. Gold- 
farb (2) found that schizophrenic children showed a 


*significantly higher mean number of minor physical 


anomalies than normal controls within the same age 
range; fewer schizophrenic children had none of 21 
anomalies and more had 5 or more anomalies than the 
controls. 

In 1968 Waldrop and associates (3) standardized the 
Goldfarb test and added scoring weights. Within a nor- 
mal nursery school population they found a higher in- 
cidence of anomalies in the children who had high lev- 
els of aggressivity and impulsivity and in those with 
speech disturbances (4). Rapoport and associates (5) 
found that many of these stigmata were associated 
with severe hyperactivity and conduct problems in 
children who had normal IQs as well as with a history 
of childhood kyperactivity of the father and obstetrical 
complications, includigg bleeding, in the mother. 

Another study (1), involving 108 boys aged 4-12 


Dr. Campbell is Associate Professor of Psychiatry and Director, 
Children's Psvchopharmacology Unit, New York University Medi- 
cal Center, 550 First Avenue, New York, N.Y. 10016, where Dr. 
Geller is Clinizal Instructor, Dr. Small is Clinical Associate Profes- 
sor, and Dr. Ferris is Research Scientist. Dr. Petti is Assistant Pro- 
fessor of Child Psychiatry, Department of Psychiatrv, School of 
Medicine, University of Pittsburgh. At the time of this study, Dr. 
Petti was adellow in Child Psychiatry, New York University Medi- 


‘cal Center. 


This study was supported in part by Alcohol, Drug Abuse, and Men- 
tal Health. Administration grant MH-04665 from the National Insti- 
tute of Menta. Health. 


The authors are EM to Dr. Judith Rapoport for her help and 
advice. 


FERRIS, PH. D. 


vears, showed that 31 pediatric inpatients and 26 psy- 
choneurotics had significantly lower mean anomaly 
scores than either 23 children with learning disabilities 
or 28 psychotic borderline or atypical children; the dif- 
ferences between the latter two groups were not statis- 
tically significant. It was suggested (1, 4) that the high 
incidence of minor physical anomalies may be associ- 
ated with a genetically determined behavioral disorder 
or produced by insult during embryonic or early fetal 
development, paralleling early developmental devia- 
tions in the central nervous system and being inde- 
pendent of intelligence (6, 7). 

There is evidence that the earlier the onset of psy- 
chosis in children, the greater the incidence of CNS 
dysfunction (8-1i) and that autistic children have a 
greater incidence of prenatal complications than other 
groups (12, 13). Massive first-trimester insult to chil- 
dren with congenital rubella frequently resulted in au- 
tistic symptoms (14). It was hypothesized, and there is 
some supportive evidence based on a twin study, that 
prenatal organic factors, in association with genetic 
factors, play a part in infantile autism (15). 

In an attempt to test the evidence of prenatal factors 
in autistic children, we examined a sample of patients 
for minor physical anomalies; the control groups con- 
sisted of the patients' nonautistic siblings and a group 
of normal children not related to the patients. 


METHOD 


We examined 115 children aged 1 year, 4 months to 
14 years, 3 months. They comprised 3 groups. 

Group 1 consisted of 52 psychotic children who 
were admitted to the children's inpatient service of 
Bellevue Psychiatric Hospital during the years 1971- 
1976. These patients were diagnosed as having schizo- 
phrenia, childhood type (16), with autistic features. 
All of the patients showed manifestations of illness 
during infancy. They met Kanner's criteria (17) for 
early infantile autism and the further delineations of 
-hose criteria made by Rutter (18, 19). All of them 
scored at least 7, and some scored 9 on the 9-point 
scale reported by Creak (20). The patients' ages 
ranged from 24% to 5 years, 11 months (mean-3.8 
years). There were 41 boys and 11 girls. Twenty-nine 
were white, 14 black, 7 Hispanic, and 2 were Chinese. 
All of the patients underwent a detailed diagnostic 
workup,.which included blood and urine screening for 
inborn errors of metabolism, blood for.lead, cyto- 
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TABLE 1 ) : 
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Breakdown of individual Minor Physical Anomalies in Patients and Control Groups 


Patients (N=52) 


Total 
Weighted 

Anomaly Number Percent Score” 
Head 

Electric hair 5 9.6 6 

Two or more whorls 4 7.1 0 

Abnormal circumference 18 34.6 31 
Eyes 

Epicanthus 17 32.7 22 

Hypertelorium 5 9.6 
Ears 

Malformed 4 Tal 4 

Asymmetrical 2 3.8 2 

Low-seated 3 5.8 3 

Soft and pliable 3 5.8 0 

Adherent lobes ` 7 13:5 9 
Mouth 

High palate ] 34 65.4 55 

Tongue furrows 5 9.6 5 

Smooth-rough spots 5 9.6 0 
Hands 

Fifth finger curved 19 36.5 23 

Single transverse crease 6 11.5 6 
Feet 

Third toe length 2 3.8 4 


Partial syndactyly of 

two middle toes 17 32.7 17 
Gap between first and 

second toe (approxi- 

mately 14 inch) 22 42.3 22 


Siblings (N=34) Normal cue m, 
Total s =. Total 
Weighted Weighted 

Number Percent Score* Number Percent Score* 
0 0 0 0 
0 0 0 0 
10 29.4 15 10 34.5 15 
8 23.5 27.6 10 
4 11.8 8 0 0 
4 11.8 4 0 0 
0 0 0 0 
0 0 0 0 
4 11.8 0 0 0 
0 0 0 0 
16 47.1 26 12 41.4 19 
0 0 0 0 
0 0 0 0 
12 35.3 12 8 27.6 9 
0 0 2 6.9 2 
2 5.9 3 4 13.8 7 
9 26.5 9 14 48.3 14 

13 38.2 13 12 41.4 12. 


*Using Goldfarb's results (2), Waldrop and Halverson (4) devised a weighting system. Of the 18 anomalies, 9 differentiated schizophrenic children from normal 
controls; to these 9, weights of 1 or 2 were given. Weights of 1 were assigned to the 6 anomalies that were more frequently seen in the schizophrenic children bu 
not significantly so. Three anomalies (more than one hair whorl; soft, pliable ears; smooth-rough spots on the tongue) were rarely, if ever, seen in the children; 


these were counted in the total score but not in the weighted score. 


genetic and thyroid studies, skull and wrist X ravs for 
bone age, pediatric neurological examination, and 
hearing and speech evaluation. 

Group 2 was composed of 34 siblings of 23 patients, 
ranging in age from 1 year, 2 months to 14 years, 2 
months (mean=6.5 years). Fifteen were boys and 12 
were girls. Eighteen were white, 6 black, 6 Hispanic, 
and 4 were Chinese. 

Group 3 was comprised of 29 children, 27 of whom 
attended a day-care center for normal preschool chil- 
dren and 2 of whom were colleagues' children. They 
ranged in age from 3 years, 5 months to 14 years, 3 
months (mean=5.8 years!). Fifteen were boys and 14 
were girls. Eleven were white, 8 black, 8 Hispanic, 
and 2 were Chinese. 

The children were rated on the Waldrop scale (4) far 
minor congenital anomalies by the agreement of two af 
the authors (B.G. and A.M.S.). Patients' birth records 
and histories were reviewed prior to and independ- 
ently of examination for the anomalies, and positive 
findings concerning CNS assault were weighted on a 3- 
point scale developed by Campbell and associates (in 
preparation). All but four patients received EEGs. All 
of them took psychometric tests (Gesell Development- 


‘Twenty-seven controls were between the ages of 3 years, 5 months 
and 6 years (mean=4.8 years). 
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al Schedules, Stanford-Binet, or Wechsler Preschool 
and Primary Scale of Intelligence); on the basis of the 
test results they were grouped into one of the 7 IQ cat- 
egorres.? In addition, they were rated by two of the 
authors (M.C. and A.M.S.) for hyperactivity, accord- 
ing to part of the Children’s Psychiatric Rating Scale 
(CPRS), a behavioral rating scale developed by the 
Psychopharmacology Research Branch of NIMH (21). 
The interrater reliability was 0.732 (p<.001). 


- 


RESULTS . 


Analyses of variance were carried out to compare 
various minor physical anomalies in the 3 subject 
groups. Statisticallv significant group differences were 
found for both the tota] number of anomalies for each 
individual, F (2, 112)=4.85, p<.01, and the total 
weighted score in each individual, F (2, 112)—5.91, 
p<.01. In each case, paired comparisons between 
groups using the Tukey(a) method (22) revealed that 
the anomaly scores were significantly higHer for pa- 
tients than for either their siblings or the normal sub- 
jects (p<.05). There were no significant differences be- 


21Qs: bright normal=7, normal=6, borderline mental retardation 5, 
mild retardation -4, moderate—3, severe=2, profound 1. 
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tweer the siblings and the normal children (p>.05) 
(see table 1). 

Separate analyses were also done for the total 
weighted score for each anatomical region. There were 
significant group differences for the mouth, F (2, 
112)=3.56, p«.05, and for ears, F (2, 112)=5.99, 
p«.01, but not for hands (p>.10 for each hand). For 
both mouth (p«.05) and ears (p«.01) paired com- 
parisons indicated that there were significantly higher 
anomaly scores for the patients than for normal con- 
trols, but no other between-group differences were 
shown. 

Some correlational analyses were also carried out. 
The correlation between scores of the patients and 
their siblings was 0.203 for both the total score and the 
weighted score, which is not statistically significant 
(p.05). Finally, the interccrrelations were computed 

.for the patients for the following measures: age, pre- 
natal history for organicity (number of indications, 
highest score, and total score), IQ, EEG, and ratings 
of hyperactivity by each of two raters (M.C. and 
A.M.S.) and the sum of these two ratings. Except for 
the expected significant correlations among the three 
measures of history for organicity, there were only 
three statistically significant correlations: 1) IQx Hy- 
« peractivity (A.M.S.), r« - 314 (p«.05); 2) IQx Hyper- 
activity (sum), r=—.309 (p<.05); and 3) Hyperactivity 
(A.M.S.)xHyperactivity (M.C.)), r-.732 (p«.001) 
(this is the interrater reliability). 
Because of the presumptive connection of first-tri- 
emester insult and development of minor physical 
anomalies, we wished to determine whether there was 
a relationship between such history and the incidence 
of stigmata in our patients. 

Of the 52 patients, 17 had a history of complications 
during the first trimester of pregnancy. The anomaly 
scores were higher in this group of patients 
(mean=4.82, SD=2.38, SE=0.58) than in the rest of 
the patients (mean=3.83, SD=2.59, SE=0.44); how- 
ever, the difference was not statistically significant 
(t- — 1.33, p>.05). 


COMMENT 


This study demonstrated a higher incidence of minor 
physical anomalies in ybung psychotic children than in 
2 groups of controls. The high incidence of prenatal 
trauma, particularly bleeding before the third trimes- 
ter, in these patients—-71% versus 49% in their non- 
autistic siblings—supports the hypothesis that psycho- 
sis in the first years of life is a developmental disorder. 
These findings warrant further investigation with 
larger, samples under more rigorous conditions, i.e., 
examination of subjects by 2 independent raters. It 
would Be desirable to have a control group of psychiat- 
ric patients with no developmental disorders. We plan 
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to investigate possible correlations between family his- 
tory, history of prenatal organicity, and the incidence 
of minor physical anomalies. . 
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The Effects of Phenylethylamine in Rhesus Monkeys 


j : 
BY JARED R. TINKLENBERG, M.D., J. CHRISTIAN GILLIN, M.D., GREER M. MURPHY, JR., i 


RICHARD STAUB, AND RICHARD JED WYATT, M.D. 


In controlled experiments rhesus monkeys that had 
received phenylethylamine (PEA) demonstrated 
behavior similar to that reported after the 
administration of amphetamines, except that 
tolerance to PEA did not develop. These findings are 
of psychiatric interest because PEA is found in the 
human body and is a specific substrate for type B 
MAO, which is found in decreased quantities in 
certain schizophrenic patients. 





PHENYLETHYLAMINE (PEA) is the parent chemical 


structure for the catecholamines, has physiological ac- . 


tivity itself, and is found in humans (1). PEA shares 
certain structural and pharmacological similarities 
with amphetamines. Since amphetamine is known to 
produce a paranoid psychosis in humans that is diffi- 
cult to distinguish from paranoid schizophrenia (2-4), 
and amphetamine-induced stereotyped behavior has 
provided one useful animal model of psychosis (5-7;, 
questions arise about the contributions of the endoge- 
nous substance PEA and its derivatives to schizophre- 
" nia, endogenous depressions, and other psychiatric 
disturbances (1, 8, 9). In addition, experimentation in- 
dicates that PEA induces dose-related stereotyped be- 


havior and motor activity in rats pretreated with par- 


gyline and that the neuroleptic drugs (haloperidol, 
chlorpromazine, pimozide, and clozapine) produce 
dose-related attenuation of these effects (10, 11). The 
degree to which the neuroleptics modify the behavioral 
effects of pargyline and PEA roughly parallels the clin- 
ical potency of these drugs (11). 


Revised version of a paper presented at a New Research Session of 
the 129th annual meeting of the American Psychiatric Association, 
Miami Beach, Fla., May 10-14, 1976. 
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This paper describes initial research using a quan- 
titative assessment of the effects of PEA on the behav- 
lor of rhesus monkeys. 


METHOD 


Single Administration 


We studied six subadult Macaca mulatta that had 
no previous experimental history. The animals 
weighed between four and six kg and were housed in 
individual cages arranged so that they could not see 
each other. 

Each of the six monkeys was given 75 mg/kg of beta- - 
phenylethylamine hydrochloride (PEA) (Regis Chem-* 
ical Co.). Three of the animals also received 25 and 50 
mg/kg of PEA. In addition, all six animals were given 
saline placebo. Treatments were at least 3 days apart. 
Drugs were administered IM in 0.1 ml/kg of saline. The 
squeeze bar, a solid panel that can be moved so as to 
press the monkey gently against the side of the cage, 
was used so that injections could be given without re- 
moving the animal from the cage. 

Two observers, both blind to the treatment condi- 
tions, simultaneously recorded two classes of behav- 
ior: checking and general behavior. Checking was de- - 
fined as any change in the visual field of the animal due 
to eye or head movements. The observers counted the 
number of individual eye movements (or head move- 
ments if the eyes were not visible) that occurred during 


.a 15-second period. Measures of general behavior 


were based on 27 discrete, objectively defined cate- 
gories of behavior that were scored as either present or 
absent during a separate 15-second interval that fol- 
lowed the period when checking was measured. The 
coefficients of correlation of interrater reliability were 
above .90. 

The procedure for any single injection study in- 
volves two pretreatment observation sessions at 30 | 
and 15 minutes before injection and four observation 
sessions at 15, 30, 45, and 60 minutes after injection. 
During each session checking was counted for 15 sec- 
onds, then general behavior was observed for }5 sec- ` 
onds, and during a third 15-second interval the check- 
ing count and the general behavior observations were 
recorded on a scoring sheet.- A total of six 45-second 
cycles were carried out during each observation, tak- 
ing a total of 4.5 minutes. 

For each observation session the checking counts 
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for the six 15-second intervals were summed. This 

yielded a total checking count for each 4.5-minute ses- 
Z sion, which was compared with the totals for other 
sessions. 

The general behavior data were tabulated by count- 
ing the number of 15-second intervals during a 4.5- 
minute observation session in which the behavior oc- 
curred and comparing that number with the number of 
intervals in which the behavior occurred during other 
sessions.! 


\ 


Repetitive Administration 


Tolerance. The repetitive administration experiment 
directed toward the question of tolerance entailed a 
basic regimen of 4 treatment days followed by a chal- 
lenge day. On each treatment day the animals were 
given 75 mg/kg of PEA at 8 a.m., 12 noon, and 4 p.m. 
On the challenge day the animals received, under blind 
conditions, two IM injections given 4 hours apart. One 


saline placebo. Five animals followed the 5-day regi- 
men. After a 1-month nondrug period four of the five 
animals were treated for two consecutive regimens for 


treated for three consecutive regimens for a total of 15 

*days. The animals studied for 10 and 15 days respec- 
tively were given two additional IM injections of 75 
mg/kg of PEA on each challenge day (days 5 and 10) so 
that a schedule of three treatments per day was main- 
tained throughout the entire procedure. 

e Onthe treatment days the animals’ behavior was ob- 
served before and after the first injection of the day. 
On the challenge days behavior was observed before 
and after the first (challenge) PEA injection and before 
and after the saline injection. All observations were 
made following a schedule exactly like that of the 
single injection study. 

Sensitization. The second repetitive administration 
experiment was oriented toward the question of sensi- 
tization. The methodology was similar to that of the 
first repetitive administration experiment, except that 
two animals were treated for 4 days with PEA, 25 mg/ 
kg IM three times a day, and challenged on day 5 with 
PEA, 25 mg/xg IM and saline IM. (A 25 mg/kg IM in- 
jection of PEA, is just below the behavioral threshold 
in most monkeys.) Two other animals were treated for 
9 days with PEA, 25 mg/kg IM three times a day and 
then challenged on day 10 with PEA, 25 mg/kg IM, and 
saline IM. 


RESULTS 


The eharacteristic effects of single IM doses of PEA 
were 1) af increase in checking (repetitious, non- 
purposeful, abrupt eye and head movements), 2) a de- 

* crease in overall general activity, and 3) an increase in 


! Details of scoring, reliabilities, and analyses can be obtained from 
Dr. Tinklenberg. 





injection consisted of 75 mg/kg of PEA and the other, . 


a total of 10 days, and two different animals were | 
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lip smacking (rapid, repetitive opening and clósing of 
the mouth, usually with enough force to be audible). 
Most monkeys showed an increase in other repetitive, 
non-goal-directed (stereotyped) behavior (e.g., rock- 
"ng, chewing-gnashing, and repetitive pacing) and a de- 
crease in assertive behaviors and purposeful behav- 
lors, such as grooming. Each animal had its own dis- 
tinctive pattern of response to PEA, which became 
more pronounced with larger doses. 

The increase in checking and the decrease in non- 
stereotyped general activity occurred in a dose-re- 
sponse relationship, although only the 75 mg/kg dose 
of PEA differed significantly from saline (p«.01, 
paired t test, two-tailed). The PEA-induced increase in 
lip smacking also differed significantly from saline at 
the 75 mg/kg dose (p<.05, Wilcoxon rank-sum test for 
paired data, two-tailed). 

All measured PEA effects were transient. PEA, 75 
mg/kg, produced an increase in checking that was 
maximal 15 minutes after injection, was still signifi- 
cantly increased at 30 minutes, but had mostly dis- 
sipated one hour after injection. The overall decrease 
in nonstereotyped general activity followed a similar 
time course. Át the end of 60 minutes the monkeys' 
activity level had usually returned to normal. 

We found no evidence that consistent tolerance de- 
veloped to the repetitive administration of 75 mg/kg of 
PEA three times a day during the 14-day treatment 
period. Instead, the characteristic indicators of the 
effects of PEA—increased checking, decreased non- 
stereotyped general activity, and increased lip smack- 
ing—indicated that the effects of repetitive adminis- 
tration were variable and intermittent; at times the 
response to PEA was attenuated, suggesting the devel- 
opment of tolerance. On other days the response to 
PEA was comparable to that of the acute single dose 
experiment and thus suggested no development of tol- 
erance. 

The results of the repetitive administration-sensiti- 
zation experiment were not conclusive. On the day 5 
challenge, one animal demonstrated a slight increase 
in response to PEA compared with his initial reaction 
to 25 mg/kg of PEA. The other animai showed no in- 
crease in PEA response. The two animals that were 
given 25 mg/kg of PEA three times a day for 9 days 
showed a small, insignificant increase in PEA effects. 

For the purpose of comparison, two animals were 
given single IM injections of 0.5 mg/kg of d-ampheta- 
mine in 0.1 ml/kg of saline. The effects of d-ampheta- 
mine were very similar to those of PEA except they 
were longer lasting. Sixty minutes after the injections 
the animals showed essentially the same level of re- 
sponse as at 15 minutes after injection. 


DISCUSSION 


These findings with PEA may have implications for 
the study of psychiatric disorders. First, the pharma- 
cological similarities of PEA and amphetamines are in- 
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triguing, since repetitive amphetamine administration 
to humans can evoke behavior that is virtually in- 
distinguishable from paranoid schizophrenia. In addi- 
tion, PEA is a specific substrate for type B MAO. 
which is the predominant form of MAO in platelets 
(12). Since in certain paranoid patients platelet MAC 
levels are decreased (13, 14), one could speculate tha: 
in these individuals PEA and related compounds are 
inefficiently metabolized and hence contribute to be- 
havioral disturbances. 

The decline in nonstereotyped general behavior in- 
duced by PEA deserves additional comment, since it is 
not consistent with the hyperactivity often associated 
with amphetamine use. Other researchers (15) have 
reported that primates treated with amphetamine mav 
show decreased motor activity, especially when the 
drug is administered under conditions of social isola- 
tion. Segal and other investigators (16) have shown 
that under certain conditions rats that were treated 
with amphetamines show a decrease in motor activity 
when stereotyped behavior is marked. In addition, :t 
should be noted that in humans amphetamine-associat- 
ed hyperactivity sometimes declines when blatantly 
psychotic behavior becomes apparent (4). Hence, the 
decline in overall activity in the present study may be 
due to the relatively high doses of PEA that were 
used. 

One interesting finding of this study was that the ad- 
ministration of high doses of PEA three times a day for 
up to 14 days did not result in the development of tcl- 
erance. The lack of consistent tolerance would be 
compatible with an endogenous substance that induces 
or contributes to psychiatric disorders, such as chron- 
ic schizophrenia (17). However, before a conclusion is 
reached that PEA is incapable of evoking consistent 
tolerance, experimentation with different dosage 
schedules and more frequent administration would >e 
required. The possibility of the development of sensiti- 
zation to PEA must also be investigated further. 

In conclusion, the characteristic effects of the en- 
dogenous compound phenylethylamine, especially its 
many similarities with amphetamines, make furtFer 
study of its role in brain function an important endezv- 
or. | 
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Self-Destructive Behavior in Battered Children 


BY-ARTHUR H. GREEN, M.D. 


Fifty-nine pnysically abused children demonstrated a 
significantly higher incidence of self-destructive 
behavior than two control groups of nonabused 
children, one neglected and one normal. The self- 
destructive behavior, including suicide attempts and 
self-mutilation, was potentiated by interrelated 
variables operating in the abused child and his 
environment. Often enhanced by the ego deficits and 
impaired impulse control of the abused children, this 
behavior seemed to represent a learned pattern 
originating in early traumatic experiences with hostile 
primary objects. 


THE PHENOMENON Of self-destructive behavior in chil- 


dren, as in adults, has remained an enigma to behav- 
ioral scientists. In a recent survey of the literature on 
self-destructive behavior, Lester (1) described the 
common deficiencies of clinical investigation and re- 
search in this area. He cited the paucity of controlled 


studies, the lack of hypothesis testing, and the vain: 


search for a unique trait or experience shared by all 
suicidal individuals. The absence of comprehensive re- 
search dealing with an interaction among numerous 
factors contributing to childhood self-destructive be- 
havior prompted me to study children felt to be at risk 
for this symptom. 

Various characteristics of the child and his environ- 
ment have been previously associated with self-de- 
structive behavior. There have been frequent reports 
of self-injury in children with marked ego impairment 
resulting from psychosis, brain damage, and mental re- 
tardation (2-2). Poor impulse control has often been 
attributed to self-destructive children (5-7). Traumatic 
environmental “conditions that have been frequently 
associated with self-destructive behavior are object 
loss and maternal deprivation (5, 8, 9). Parental rejec- 
tion (10) and family disorganization (11) have also 
been observed as precipitants of self-destructive activ- 
ity. The role of stimulus deprivation as a precursor to 


_ early self-mutilation and head banging has often been 


cited (12-14). 

One external factor that might possibly contribute to 
the development of self-destructive behavior has been 
generally overlooked. This is severe physical punish- 


Dr. Green is Clinical Associate Professor, Division of Child and 
Adolescent Psychiatry, Downstate Medical Center, Brooklyn, N.Y. 
11203. Address reprint requests to Dr. Green at 55 East 87th St., 

New York, N.Y. 10028. 
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ment or physical abuse. Primates and other animals 
have displayed unusually strong attachments to 
abusive mothers and artificial mother surrogates 
dispensing painful stimulation (15). I previously de- 
scribed the role of early painful stimuli (infantile head 
banging and excessive physical punishment) in the 
etiology of self-destructive behavior in schizophrenic 
children (2, 16), stressing the complementary impact 
cf painful stimulation and ego impairment. Others 
have inferred some association between physical pun- 
ishment and self-destructive activity. Sears (17) re- 
ported preoccupation with self-punishment, accident 
proneness, and suicidal tendencies in 12-year-old boys 
who had been punitively handled during toilet training. 
Hendin (18) noted the frequent occurrence of physical 
abuse during childhood in case histories of suicidal 
black adults. Surprisingly, there are no studies of self- 
destructive behavior among physically abused chil- 
dren reported in the literature. 

The purpose of this investigation is to test the hy- 
pothesis that a child's experience of repeated physical 
abuse potentiates his development of self-destructive 
behavior. 


METHOD 


The study included an experimental group of 60 
abused children and control groups of 30 ‘‘neglected’’ 
and 30 ‘“‘normal’’ children who were not maltreated. 
All of the children ranged in age between 5 years, 0 
months, and 12 years, 11 months. The number of boys 
and girls in all groups were proportional, and the 
groups were comparable with respect to the mean age 
of the children (table 1). The children were pre- 
dominantly black and Hispanic, an accurate reflection 
of the racial composition of the ghetto areas of the city 
frcm which the sample was drawn. All were from low- 
income families. 

The abused children were referred by the Bureau of 
Child Welfare and the Family Court of New York 
City. Criteria for abuse specified that it be continuing 
or recurrent and confirmed. The majority of the 
abused children lived at home, although a few lived 
with a relative. The sample of neglected children was 
obtained from the Family Court. The criterion for ne- 
glect consisted of the court finding that the parent(s) 
failed to provide adequate physical care, i.e., food, 
clo:hing, medical care, and.supervision. A reasonable 
suspicion of physical abuse disqualified children for 
the neglected sample. We chose a neglected group to 
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control for the background of physical deprivation and 
neglect that often accompanies physical abuse in this 
ghetto population. Thus, the abused children selectec 
for the study frequently manifested signs of neglect, 
whereas the neglected children were free of physical 
abuse. The normal control group children were ran- 
domly referred volunteers from the pediatric out- 
patient clinic at Kings County Hospital. 

The presence of self-destructive behavior was deter- 
mined by interviews with the mother or maternal 
guardian conducted by a psychiatrist or psychiatric so- 
cial worker. The interview of 1 to 14 hours included 
detailed questions concerning possible forms of self- 
mutilation and self-destructive activity, such as self- 
biting, self-cutting, self-burning, hair pulling, head 
banging, suicide attempts, and suicidal threats and 
gestures. The presence or absence of self-destructive 
behavior and/or suicidal ideation was determined for 
each child, and differences across the three groups 
were tested by chi-square analysis. Of the 60 abused 
children and the 30 neglected children, statistical anal- 
yses were done on 59 and 29, respectively, because of 
incomplete or missing data on 1 child in each group. 


RESULTS 


A significantly higher incidence of self-destructive 
behavior was reported in the abused children. Of 59 
abused children, 24 (40.6%) exhibited self-destructive 
behavior, and only 5 of 29 neglected children (17.296) 
and 2 of 30 normal controls (6.726) were self-destruc- 
tive (x?—13.50, p«.01). The difference between the 
abused and neglected children was also significant at 
the .05 level. 

Five of the abused children were suicide attempters 
(4 girls and 1 boy), 2 made suicidal gestures (2 boys), 
and 12 were self-mutilators (5 girls and 7 boys). Six of 
the self-mutilators also manifested suicidal ideation, 
and 5 boys expressed suicidal ideation only. In the 
vast majority of cases self-destructive behavior was 
precipitated by parental beatings or occurred in re- 
sponse to actual or threatened separation from key pa- 
rental figures. 


DISCUSSION 


The results demonstrate the vulnerability of abused 
children to various forms of self-destructive behavior. 
Since the abused children displayed many of the be- 
havioral impairments described in self-destructive 
children (and sustained the types of environmental 
trauma known to precipitate self-destructive bekav- 
ior), it is likely that the cumulative effect of these vari- 
ables and the physical abuse potentiated the self-de- 
structive activity of these children. The high incidence 


of self-destructive activity in a predominantly latency 


and preadolescent population of abused children is es- 
pecially ridteworthy because these behaviors are rare 
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TABLE 1 
Descriptive Data for Abused, Neglected, and Normal Children 





Age (years) Racial Composition (96) 


Children Mean SD Black White, Hispanic 
Abused (N=60)* 85 2.2 65.0 13.3 21.7 
Neglected (N=30)** 8.6 22 53.3 16.7 30.0 
Normal (N=30)** 8.3 2.3 66.7 6.7 26.6 
Total (N=120) 8.5 22 625 125 25.0 


*32 males, 28 females. 
**16 males, 14 females. 


in this age group in the general population; self-de- 
structive activitv only occurs in significant proportions 
after the onset of puberty. Several studies have dem- 
onstrated that many more adolescents than younger 
children are admitted to psychiatric facilities because 
of self-destructive behavior (19, 20). Thus certain 
events occurring during the normal latency period 
seem to have a self-preservative function. The rapid 
growth of ego and superego structures, intellectual and 
cognitive development, and the establishment of 
stable identifications with loving parents contribute to 
better control over impulses, maintenance of normal 
self-esteem, and more effective ways of dealing with 
stress and conflict. i 


COMPONENTS OF THE CHILD ABUSE SYNDROME 


In our previous studies of abusing families (21-23) 
child abuse was defined as a pathological syndrome of 
family interaction. Abuse-prone parents, when trig- 
gered by environmental stress, erupted into violence. 
while interacting with a vulnerable child. Child abuse 
can be best understood as the repeated infliction of 
physical injury on a child by a parent within the con- 
text of a pathological parent-child and family relation- 
ship. The physical assault is superimposed on a harsh 
and punitive childrearing climate and is accompanied 
by long-standing humiliation, rejection, and scape- 
goating inflicted by the parent. Child abuse can be di- 
vided into the following major components. 


Acute Physical and Psychological Assault 


This exposes the child to the threat of annihilation 
and/or abandonment. The child may be overwhelmed 
by noxious stimulation that often cannot be adequately 
processed by the young victim’s defensive structures, 
resulting in severe anxiety, painful affect, and ego dis- 
organization. This situation corresponds to Freud’s 
concept of "traumatic neurosis’? associated with the 
breaching of the.stimulus barrier (24). Episodes of pa- ' 
rental violence might increase the child's self-destruc- 
tive potential. The child may attempt to escape from 
this intolerable situation by a suicidal geSture or at- 
tempt, often committed during or soon after an abu- , 
sive episode. Each traumatic event adds to the cu- 
mulative damage to ego functions and defenses, pro- 
ducing aberrations in reality testing and impulse 
control that facilitate self-destructive behavior. 
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Underlying Physical and Psychological Environment 


Harsh and punitive childrearing atmosphere. Ex- 
posure of an infant or young child to a rejecting, harsh, 
and punitive parental figure may have numerous ad- 
verse sequelae. Our observations of abusing parent- 
abused child interaction have revealed a tendency of 
the children to imitate the parent's aggressive and im- 
pulsive characteristics. The abused child also learns to 
regard himself with the same hostility and criticism 
that his parents accorded him, forming the nucleus of a 
“bad” self-image. The introjection of parental hostili- 
ty might represent an early stage in the formation of a 
punitive superego. 

Early maternal deprivation and object loss. Child 
abuse, especially in our inner-city population, is usual- 
ly associated with family disorganization and other 
signs of parental dysfunction, such as neglect, inter- 

"ruption of maternal care, and early experiences with 
object loss. These abusing parents fail to provide the 


child with average expectable psychological and phys- 


ical nurturance. When the basic needs of these chil- 
dren for love, nurturance, and physical contact are 
generally unmet, the stimulation afforded them during 
the abusive interaction might reinforce further pain- 


. seeking behavior. Severely deprived children seem to 


prefer beatings to abandonment. The early experience 
of separation and deprivation increases their sensitivi- 
ty to the threat of abandonment during episodes of 
physical abuse. This deviant nurturance also acts as 


„cumulative traumata (25) that undermine ego develop- 


ment. 

Scapegoating. The abused child is usually blamed 
for the shortcomings and inadequacy of the parents. 
The scapegoated child reminds the parent of his/her 
own unacceptable traits and impulses that are project- 
ed onto the child. Unable to comprehend the scape- 
goating process, the child assumes that he is to blame 
and is deserving of the punishment. His self-hatred 
and low selt-esteem increase and become the nucleus 
for subsequent self-destructive behavior. The child's 
acting out of parental hostility directed toward him has 
been described as an important factor in the etiology of 
adolescent suicidal behavior (26). 


SEQUELAE OF CHILD ABUSE 


In addition to poor self-concept, the sequelae of the 
child abuse syndrome pertinent to the development of 
self-destructive behavior are overall impairment of ego 
functions ard impulse control. 

Global ego function defects were demonstrated in 
abused chilcren in a related study (23). Such ego func- 
tions as reality testing, defensive operations, and body 
image were significantly impaired compared with 
those of normal controls. Intellectual functions of the 
abused children were also significantly depressed. It is 
likely that both the acute traumatic abusive episodes 
and the chronic harsh, rejecting, and neglectful child- 
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rearing practices contributed to these ego deficits. One 
may hypothesize an impairment in the ego functions 
that mediate self-preservation in the abused self-de- 
structive children. 

The same study reported that the abused children 
were often cited for aggressive and destructive behav- 
ior at home and in school. They were often described 
as hyperactive, with minimal frustration tolerance. 
Motor activity, rather than verbalization, was the pre- 
ferred mode of expression. These children lacked the 
usual superego restraints found in normal latency chil- 
dren, because of inadequate superego models and 
zaulty internalization. 

To rule out the possibility that the self-destructive 
abused children represented a special subgroup of 
brain-damaged and/or psychotic children whose 
unique ego pathology was the major determinant of 
self-destructive behavior, their mean full-scale Wechs- 
ler Intelligence Scale in Children (WISC) and Wechs- 
ler Preschool and Primary Scale of Intelligence 
(WPPSI) scores were compared with those of the non- 
self-destructive abused children (23). No significant 
differences were observed. 

The high incidence of self-destructive behavior 
among the neglected children was not unexpected. 
These children shared many of the same environmen- 
tal stresses and ego impairment with the abused chil- 
dren; however, rejection and deprivation was shared 


- more equally with their siblings. They were seldom 


subjected to scapegoating or physical violence, which 
may account for their lower incidence of self-destruc- 
tive behavior compared with the abused children. 


CONCLUSIONS 


The physically abused children demonstrated a sig- 
nificantly higher incidence of self-destructive behavior 
than the control groups of nonabused neglected and 
normal children. The self-destructive behavior, which 
included suicide attempts, self-mutilation, and suicidal 
ideation, was potentiated by a number of interrelated 
variables operating in the abused child and his envi- 
ronment. The abused child’s sense of worthlessness, 
badness, and self-hatred as a consequence of parental 
assault, rejection, and scapegoating formed the nucle- 
us for subsequent self-destructive behavior. The trans- 
formation of the child’s self-hatred into self-destruc- 
tive behavior was catalyzed by ego deficits and im- 
paired impulse control. The self-destructive behavior 
satisfied numerous motivations and possessed varying 
psychodynamic significance. 

In some children, suicidal behavior seemed to be an 
escape from a traumatic situation, while in others it 
represented a *'cry for help,” a fantasied means of re- 
joining a lost love object. 
^. Self-destructive activity in abused children does not 
appear to be primarily related to self-punishment out 
of conflict, guilt, and superego pressure but rather to a 
more primitive, learned behavior pattern ariginating in 


* 
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the earliest painful encounters with hostile primary ob- 
jects during the first months of life and prior to egc 
differentiation and verbalization. 
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Concurrent Validity of the Depression Adjective Check List in a 


Normal Population 


BY ROGER CHRISTENFELD, PH.D., BERNARD LUBIN, PH.D., AND MAURICE SATIN, PH.D. 


A random sample of 309 employees of a state mental 
hospital completed form E of the Depression Adjective 
Check List (DACL), the Beck Depression Inventory, 
the Zung Self-Rating Depression Scale, and the 
Crowne-Marlowe Social Desirability Scale. Two 
psychiatrists then interviewed and independently rated 
all subjects on a 5-point scale. Most of the correlations 
between the DACL and the other measurements were 
significant and of sufficient magnitude to warrant 
interpretation as support for the concurrent validity of 
the DACL. 
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A RECENT REVIEW of the theoretical and research liter- 
: ature on depression (1) highlights the conceptual con- 
troVersies and noncomparability of investigative meth- 
ods.in this field. Among the wide range of signs, symp- 
toms, and other indicators of depression posited by 
various writers, however, mood is the most generally 
agreed-upon defining characteristic. 

The Depression Adjective Check Lists (DACL) (2, 
3) are brief, self-administered measures of transient 
depressive mood. Each of the 4 lists in Set 1 (A, B, 
C, D) consists of 32 adjectives, is equivalent to the 
other lists in Set 1, and contains no overlapping items; 
each of the 3 lists in Set 2 (E, F, G) consists of 34 
adjectives, is equivalent to the other lists in Set 2, 
and contains no overlapping items. The reliability, va- 
lidity, and other characteristics of the check lists have 
been presented elsewhere (2-7). 

l - The present investigation extends our knowledge of 
i the validity of the DACL by presenting data from a 
study of a normal sample. 


METHOD 


The cohort consisted of 309 employees of a state 

» mental hospital who were selected at random from the 

total list of day shift personnel. Although 20% of the 

original sample of 384 declined to participate in the 

study, the final sample was representative of the hospi- 

e^  tal's day shift employees: 60% were women, the mean 

age was 44.5 years (SD=11.8 years), and the mean 

amount of education was 11.9 years (SD=3.1 years). 

All occupational levels, from maintenance workers to 
psychiatrists and administrators, were represented. 

A trained interviewer administered to each subject a 
structured interview that included the DACL (form E), 
the Beck Depression Inventory (8), the Zung Self-Rat- 
ing Depression Scale (9), and the Crowne-Marlowe 
Social Desirability Scale (10). Immediately afterward, 
one of two psychiatrists conducted an interview to as- 
sess the subject's depressed mood level. Mood was 
rated on a 5-point severity scale (0—*'no evidence of 
any depressed mood” and 4=‘‘of a severity equivalent 
to the most serious depressive pathology"). The psy- 
chiatrists based their assessments on a 28-item check 
list of behaviors and affective patterns indicative of de- 
pression. These ratings*were made with no knowledge 
of the subject's response to the prior structured inter- 
view. 


RESULTS AND DISCUSSION 


The sample was rated as follows: 65.796 received a 
rating'of 0; 24.3%, 1; 7.8%, 2; and 2.3%, 3. None of the 
subjects feceived a rating of 4. 

In a videotape reliability test on a subsample of 65 
respondents, the two raters agreed on the same numer- 
ical rating in 86% of the cases, and there was no signifi- 
cant difference between their ratings (y7=6.08, df=3, 
p<.20). 
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TABLE 1 * 
Correlation Between fke DACL (Form E) and the Beck Depression In- 
ventory, Zung Self-Rating Depression Scale, Crowne-Marlowe Social 
Desirability Scale, and Psychiatrists’ Retings of Depressed Mood for a 
Normal Population, by Sex 


Men Women Total 
Measurement ANS 123) (N=186)  (N=309) 
Beck Depression Inventory 
(total) Au .36* .A]* 
Sadness (mood) 925 .42* .46* 
Pessimism 25° Ba Nig 3° 
Failure .AQ0* 13 .26* 
Dissatisfaction (lack of 
satisfaction) 479 Jt .29* 
Guilt (guilty feelings) E. Rd .06 227 
Punishment (sense of 
punishment) .26* .I9** I 
Self-dislike (self-hate) AS 2 Aus 
Self-blame (self-accusation) as” I9** .20* 
Self-harm (suicidal) 26* .28* .28* 
` Crying spells 4 FA sa? 
Irritated — Of .07 .03 
Interest in people (social 
withdrawal) 3€* 10 225 
Decisions (indecisiveness) al SL 237 
Ugly (distortion of 
body image) AC 22° LF 
Work retardation nF 25 i295 
Early waking OS 13 shies 
Fatigability AC ,29* .28* 
Loss of appetite (anorexia) .32* .04 .16* 
Weight loss .08 —.05 .00 
Health concern ,3C* —.08 10 
Sex interest — 04 al* Mo a 
Zung Self-Rating Depression 
Scale (total) 5° a .44* 
Pervasive affect subscale .37* R F he ar 
Psychological equivalent 
subscale S 3T .40* 
Physiological equivalent 
subscale 40? ,30* .34* 
Psychiatrists’ ratings of 
depressed mood .52* 3f (355 
Crowne-Marlowe Social 
Desirability Scale -—-.08 —.08 —.08 
*p«.0I. 
**p«.05. 


Table 1 shows the correlations between the DACL 
(form E) and the total scores and subscale scores of 
the Beck Depression Inventory, Zung scale, Crowne- 
Marlowe scale, and psychiatrists’ ratings. The correla- 
tions are presented for each sex separately and for 
both sexes combined. 

All correlations except one between the DACL and 
the total and subscale scores on the Zung scale were 
highly significant (p<.01). The exception is that for the 
Pervasive Affect Subscale for women, which was sig- 
nificant at the .05 level. Previously reported correla- 
tions for a sample of student nurses (5) were somewhat 
higher (correlation on the total score was .58; Pervasive 
Affect Subscale, .23; Psychological Equivalent Sub- 
scale, .55; Physiological Equivalent Subscale, .43). 

On the Beck Depression Inventory 19 of 22 correla- 
tions were significant at the .05 level for the combined 
group. For men, 16 of 22 correlations and. for women, 
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TABLE 2 





Means and Standard Deviations for the DACL (Form E), Beck Inventory, Zung Scale, and Crowne-Marlowe Scale for 309 Subjects, by Psychia- 
trists' Global Ratings . 
: Beck Crowne-Marlpwe 
A a Subjects DACL (E) uu Zung Scale Inventory $cale 
Ratings i N % | Mean i SD , Mean i SD Mean SD Mean SD 
0 203 66 5.32 3.06 37.47 6.92 3.94 3.45 20.99 6.43 
1 73 24 6.69 4.01 40.77 7.55 6.95 4.35 20.19 6.12 
zc 24 8 8.13 4.7] 16.13 8.12 8.79 4.88 16.63 5.16 
3 7 2 13.86 7.04 54.86 11.44 17.86 12.23 18.29 9.24 
4 0 0 
All subjects 6.06* 3.89 39,34** 8.08 S ptus 4.85 20.391 6.46 


*F= 16.31, df=3,305, p<.001 (one-way analysis of variance). 

**F = 22.50, dfz3.305, p«.001 (one-way analysis of variance). 

***F = 33.67, df=3,305, p«.001 (one-way analysis of variance). 
TF23.60, df=3,305, p<.05 (one-way analysis of variance). 


14 of 22 correlations were significant, at least at the .05 
level. In general, correlations between the DACL and 
other depression-related constructs were higher fcr 
men than for women. This is in keeping with the fact 
that form E of the DACL was originally validated on 
male groups (2). 

The results of this study agree with those of a pre- 
vious one (3) in finding nonsignificant correlations for 
men between the DACL and some Beck inventory 
items (crying spells; irritation, weight loss, and sexual 
interest) and nonsignificant correlations for women be- 
tween the DACL and some Beck inventory items (so- 
cial withdrawal, weight loss, and health concern). 

The nonsignificant correlation between the DACL 
and the Crowne-Marlowe Social Desirability Scale in- 
dicates that social desirability was probably not an im- 
portant source of bias in this scale. The nonsignificaat 
correlations between the DACL score and sociod2- 
mographic variables (socioeconomic status, age, sex, 
and educational level) add to the confidence in the gea- 
eralizability of the results. 

Table 2 presents the means and standard deviations 
for our sample on the various instruments used in tFis 
study. It can be seen that each of the depression scalss 
successfully distinguished between levels of depressed 
mood as determined through psychiatric interview. 

In the case of the social desirability scale, dif- 
ferences between levels of depression were found, but 
an examination of the means suggests that the relaticn- 
ship is not a monotonic one and the significance of the 
differences is substantially less than for the depression 
scales. 

A comparison of the mean and standard deviation 
for DACL form E in this sample with those of a naticn- 
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al study of depression among 3,009 subjects (mean= 
8.32, SD=4.33) (1) reveals that our subjects scored 
significantly lower (t=9.61, p<.001). This might be 
expected since our sample was drawn from a working 
population, which ought to be less depressed than a 
general population sample. 

The overall findings of this study support the con- 
current validity of the DACL as judged by psychia- 
trists’ ratings of depressed mood and by its relation- 
ship to other standard depression inventories adminis-^ 
tered to a working population. 
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A Comparison of Pimozide and Haloperidol in the Treatment of: 


Gilles de la Tourette’s Syndrome 


BY MICHAEL S. ROSS, M.D., AND HARVEY MOLDOFSKY, M.D. 


In a double-blind placebo-controlled study, both 

pimozide and haloperidol significantly decreased tic 
frequency in nine patients with Gilles de la Tourette's 
syndrome. These findings are consistent with the 
catecholamine hypothesis of tic generation. Pimozide 
was associated with significantly fewer complaints of 
dethargy. Follow-up 4-20 months later showed that six 
of seven patients receiving pimozide and one of two 
receiving haloperidol had had greater than 7596 
improvement in symptoms. 


HALOPERIDOL IS THE treatment of choice in Gilles de 
* la Tourette's syndrome (1, 2). The therapeutic effect is 
said to be related to its dopamine receptor blocking 
activity (3, 4). Pimozide, a diphenylbutylpiperidine, 

. has more specific antidopaminergic activity than halo- 
peridol, a butyrophenone (2, 4). In addition, pimozide 
ehas a low potential for inducing adverse effects (5, 6). 
We hypothesized that pimozide would have a signifi- 
cant therapeutic effect without marked untoward ef- 
fects in patients with Gilles de la Tourette's syndrome. 
This report documents our findings in a double-blind 
placebo-controlled clinical trial comparing pimozide 
with haloperidol in the treatment of nine patients with 


Gilles de la Tourette's (mültiple tic) syndrome. In a 
preliminary report on the first five patients, we sug- 
gested equivalent beneficial effects with either pimo- 
zide or haloperidol (7). In this paper we report our 
findings and follow-up evaluations on a larger sample 


of patients. 


METHOD 


Nine patients diagnosed as having Gilles de Ia Tou- 
rette's syndrome (8) were included in the study; four 
patients had been untreated, and five had been treated 


At the time this work was done the authors were with the Psycho- 
somatic Medicine Unit, Clarke Institute of Psychiatry, 250 College 
St., Toronto, Ont., Canada MST 1R8, where Dr. Ross was a resident 
in psychiatry and Dr. Moldofsky is Chief of Service. Dr. Ross is 
currently RéSearch Fellow, Ontario Mental Health Foundation, To- 
ronto. 


This study was supported in part by McNeil Laboratories, Ltd. 
(Canada). The authors wish to acknowledge the assistance of Deana 


Hladysh, Lea Olegario, Cathy Spegg, Margaret Johnson, and the. 


staff of the Psychosomatic Medicine Unit, Clarke Institute of Psy- 
chiatry. 


unsuccessfully with haloperidol. Signed statements of 
informed consent were obtained from all subjects be- 
fore their participation in this study. The sample con- 
sisted of seven male and two temale, single subjects 
aged 8-28 (mean=18.7 years). Age at onset of prin- 
ciple symptoms was as follows: motor tics, 3-13 years 
(mean=7.0) and vocal tics, 5-11 years (mean- 8.2). 
Seven subjects, including both women, had coprolalia. 
The first-degree relatives of five patients had a history 
of tics, not necessarily the full syndrome, and three 
patients had family histories of affective disorders or 
alcoholism. With regard to accessory symptoms (8), 
seven patients had a history of childhood hyperkinesis, 
six of inability to tolerate confinement, and 1 of peri- 
natal abnormality. Six had experienced polydipsia 
and/or polyuria, six nocturnal enuresis, and one en- 
copresis. Seven bit their lips, cheeks, or tongues and/ 
or struck themselves or others, and three were socially 
inappropriate in their sexual or aggressive behavior. 

The patients agreed to take no medication during the 
4 days before admission to the Psychosomatic Medi- 
cine Unit of the Clarke Institute of Psychiatry, and 
they continued without medication during the first 3 
study days. Starting on day 4, patients took medica- 
tion À for 12 days (days 4-15 inclusive), placebo for 6 
days (days 16-21 inclusive), and medication B for 12 
days (days 22-33 inclusive). 

The pharmacy randomly assigned patients to begin 
with either pimozide or haloperidol as medication A. 
All medications were prepared in the pharmacy and 
contained either 2 mg of active drug (pimozide or halo- 
peridol) mixed with lactose or lactose only in pink gel- 
atin capsules. Medications were Drovided on days 2, 9, 
15, 19, and 26 in numbered containers holding 6 days' 
supply. The pharmacy recorded each patient's medi- 
cation order and one copy of that record was available 
in a sealed envelope, to be opened only in an emergen- 
cy (none occurred). Another sealed copy was kept by 
one of us (H.M.) for reference when patients were as- 
signed to follow-up medication. Assignment was based 
on overall clinical response including observed and pa- 
tient-noted tic reduction and on history of untoward 
effects of medication. 

" Dosage of medication began at 2 mg every morning 
and was increased by 2 mg every second day until 
symptoms disappeared, untoward effects were un- 
manageable, or a maximum dose of 12 mg was 
reached. During the placebo period patients received 
capsules equal in number to the last active drug. Ex- 
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trapyramidal effects were treated By. one of us 
(M.S.R.) with either 2 mg of benztropine mesylate 
mixed with lactose or lactose alone (days 16-21) in a 
white gelatin capsule to a maximum of 2 capsules a 
day. Thus while the investigators were blind to the 
medication order, they were not blind regarding the 
period of placebo administration. Nurses who were 
blind to the drug-placebo protocol and medicatior. 
order systematically inquired into and recorded all un- 
toward effects on a daily basis. Patients rated the se- 
verity of their tics daily on a 10-cm visual analogue 


' rating scale (9). 


Before the first study period, interrater reltability fo: 
tic assessment was established as follows: 10 video- 
tape segments of equal duration were selected from 
samples available on five different patients diagnosed 
as having Gilles de la Tourette's syndrome. The seg- 
ments were viewed by one of us (M.S.R.), who char- 
acterized those involuntary movements and utterances 
(tics) to be judged by the raters. Two nurse-raters thea 
independently viewed each segment and recorded 


their judgments regarding the frequency of vocal and . 


motor tics. These data yielded a Pearson product-mc- 
ment correlation coefficient of +0.99, t = 19.8, and an 
intraclass correlation of +0.92. Therefore the variance 
noted between ratings was accounted for by the sub- 
jects. 

On day | tics were defined by one of us (M.S.R.) and 
the patient’s nurse (for whom tic counting reliability 
was established). Tics were then counted without the 
patient's awareness for 5 minutes each morning and 
evening for 3 days, and in the absence of significant 
variation, tics were counted daily on days 5-33. For 
comparison of maximum drug dosage, the means of 
daily 5-minute tic counts were calculated for the 4-dzy 
periods at the termination of each baseline, drug, ard 
placebo condition for each patient. The differences be- 
tween these conditions were analyzed by the W:l- 
coxon signed ranks test. 

Analyses of baseline and weekly blood, urine, 
serum electrolytes, blood urea nitrogen, creatinine, Ci- 
rect and total bilirubin, serum glutamic oxaloacetic 
transaminase, alkaline phosphatase, T4, and T, were 
carried out through the course of the study. 


RESULTS 


Table | shows the mean 5-minute tic counts for each 
patient during each segment of the study. In com- 
parison to each of baseline and placebo, both pimozide 
and haloperidol significantly decreased tic frequency 
(p«.04 and p<.02, respectively). The drugs did not sig- 
nificantly differ (p<.16). Patients’ self-ratings of thera- 
peutic drug effects indicated that pimozide and halo- 
peridol were better than no medication or place»o 
(p«.02). Patient 9 showed no benefit with either drug; 
in fact, she was quite anxious throughout the study 
and her tics were worse than during the drug-free base- 
line period. At the conclusion of the study she was giv- 
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TABLE 1 : 
Mean Daily 5-Minute Tic Counts Over 4-Day Periods at the Termi- 
nation of Each Study Condition" 





Mean Tic Count : 


mE————Ó ERE 


Patient Baseline Pimozide Placebo Haloperidol 
] 48.6 39.5 103.5 16.5 
2 54.3 20.0 42.7 24.5 
3 15.8 43 8.7 2.0 
4 44.5 3 14.5 6.0 
5 93.3 70.0 97.5 42.7 
6 15.5 4.0 Sri 5.75 
7 70.5 4.0 42.0 7.8 
8 31.2 26.0 20.0 38.5 
9 26.3 88.3 66.8 53.0 


* All patients received 10-12 mg of each drug during the periods for which 
mean tic counts are presented. 


TABLE 2 
Total Number of Days on Which Complaints of Tiredness Were Elic-" 
ited, by Study Condition 


Number of Days 
Patient Baseline Pimozide Placebo Haloperido! 
l 0 2 | 7 
2 0 0 0 2 
3 0 0 0 5 
4 0 5 2 6 . 
5 0 2 l 2 
6 0 0 0 j 
7 0 4 0 4 
8 0 ! 0 2 
9 0 0 0 i 


en pimozide in open trial and at higher doses than 
those specified in the study. She showed a dramatic 
favorable response on 20 mg of pimozide and has had 
continued symptom control during the 4-month follow- 
up period. 

Both medications caused adverse effects including 
anticholinergic (dry mouth, blurred vision) and extra- 
pyramidal (dystonic) reactions. These were equally 
frequent, intense, and short-lived with both drugs. The 
main untoward effect, accounting for over two-thirds 
of all complaints, was lethargy. Table 2 presents the 
total days when patients complained of tiredness. 
Pimozide was associated with lethargy or tiredness on 
significantly fewer days than haloperidol (p<.01), and 
this was reflected in greater immediate and long-term ` 
patient acceptance of pimozide. 

Follow-up 4-20 months later showed that the seven 
patients assigned to pimozide had continued with this 
medication and two had continued with haloperidol. 
Six of the seven receiving pimozide experienced great- 
er than 75% improvement in symptoms (observed and 
self-rated). One, who benefited to a lesser degree, had 
had good control of his vocal tics but contimued to be 
troubled by motor symptoms. Four patients had not 
experienced unpleasant effects while taking pimozide. 
Three patients had transient affective disturbances. 
Two experienced a transient depressive disorder ap- 
proximately 4 months after starting pimozide but con- 
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tinued to benefit from the drug. The other patient had 
an initial manic episode 2 months after starting the 
drug. His mania responded to chlorpromazine and 
haloperidol. For the past year his tics and mood have 
been well controlled with 18 mg of pimozide per day 
and 900 mg of lithium carbonate per day. None of the 
seven patients on pimozide reported lethargy or aki- 
nesia. Two have required the addition of benztropine 
mesylate to combat occasional dyskinetic symptoms 
(oculogyric episodes and akathisia). The range of dose 
of pimozide has been 8-30 mg per day, with a mean of 
16 mg per day. Of the two patients on haloperidol, one 
has had 80% improvement with 4 mg per day and the 
other has had 40% tmprovement with 8 mg per day. 
Both require benztropine mesylate to control extra- 
pyramidal effects. 

Initial and follow-up findings from hematological, 
. urinary, and biochemical tests have been unremark- 
able for all patients. 


DISCUSSION 


Stereotyped ticlike behavior elicited in several spe- 
cies by d-amphetamine (10) resembles L-dopa-induced 
* dyskinesia in animals and man and is similar to the dis- 
turbed motor function seen in patients with Gilles de la 
Tourette's (multiple tic) syndrome (11). When these 
findings are considered along with the dramatic reduc- 
tion in motor and vocal tics by haloperidol (1), they 
esuggest a disturbance of the nigrostriatal dopamine 
system in the pathophysiology of multiple tics (8, 11). 
Decreased tic frequency with o-methyl-p-tyrosine and 
tetrabenzine (12), both presynaptic catecholamine an- 
tagonists, and potentiation of tics by a-methyl-dopa 
(13), a physiologically active false transmitter, support 
the catecholamine hypothesis of tic generation. 

. In a prospective placebo-controlled clinical trial 

comparing pimozide with haloperidol, our findings are 
consistent with our hypothesis. Pimozide, a diphenyl- 
butylpiperidine with antidopaminergic activity, led to 
a significant and lasting reduction of tics in our pa- 
tients. It did not lead to the marked lethargy frequently 
encountered with haloperidol. Neuropharmacological 
studies suggest that pimozide has more specific anti- 
dopaminergic activity than haloperidol (3, 4). How- 
ever, in keeping with animal studies suggesting that 
haloperidol is three times more potent than pimo- 
zide (14), we found that in the follow-up study patients 
achieved optimal tic control on a dose schedule ap- 
proximately three times that previously reported of 
benefit with haloperidol (8, 15). Nevertheless, even on 
higher doses, the seven patients on pimozide were not 
bothered by sedation. l 

One pé@tient with a family history of tics and bipolar 
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affective disorder became manic for the first time while 
on pimozide. While pimozide may be implicated in the 
development of the mania, the genetic factor could be 
significant; he mzy have been suffering from two sepa- 
rate, although perhaps related, disorders. 

Gilles de la Tourette’s (multiple tic) syndrome isa 
socially debilitating illness. Early treatment is impor- 
tant to avoid social and psychological effects, yet 
many young patients tolerate medication poorly. 
Pimozide, with its significant therapeutic effect equal 
to that of haloperidol but with less of the latter’s seda- 
tive effect, is a useful addition to the chemotherapeutic 
treatment of Tourette patients. The meaning of these 
preliminary results should be placed in perspective by 
further studies comparing pimozide and haloperidol in 
a larger group of patients for a longer period of time. 
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The “Relief Effect”: A Sociobiological Model for Neurotic 


Distress and Large-Group Therapy 


BX. MARC GALANTER, M.D. 


The author discusses the new discipline of 
sociobiology. He develops the hypothesis that relief of 
neurotic distress may be associated with experiencing 
social affiliation and presents data that demonstrate 3 
decline in neurotic symptom intensity in individuals 
who joined a cohesive religious sect. Anthropological 
and ethological evidence for the adaptive value of 
this "relief effect'' provides a basis for the evolution of 
this trait. The author proposes a corresponding model 


for psychotherapy in large groups. 


THIS GENERATION has seen considerable growth in 
large-group therapeutic modalities such as encounte- 
groups, Alcoholics Anonymous, and therapeutic com- 
munities. In this paper I propose an experimental mod- 
el for neurotic distress and its relationship to larze- 
group therapy. It is based on the new discipline of 
sociobiology, which applies evolutionary principles to 
social behavior. 


* THE SOCIOBIOLOGICAL PARADIGM 


Until the second third of this century, patterns cf 
social behavior were not considered to be subjec: to 
evolutionary principles, largely because they were as- 
sumed to be primarily the product of experience. Dar- 
win, however, anticipated modern ethology, the study 
of animal behavior, in relating behavior to biological 
function, and because he made this connection his de- 
scriptions of animal behavior have at times been criti- 
cized and even described as "extreme anthropomor- 
phism” (1, p. 188), for example, when he wrote, "With 
what care male birds display their charms . . . study- 
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ing how best to exhibit their beauty” (2, p. 402). 
Darwin’s presentation of animal behavior in terms of 
human attitude did, in effect, imply a biologically 
grounded similarity in adaptive function between the 
social behavior of different species. Such phenomena 
were later studied in depth by ethologists such as Lo- 
renz (3), who compared them to anatomical analogues . 
end homologues. 

Ethological approaches like these led to a reformula- 
tion of evolutionary models that had previously been 
epplied exclusively to morphology. It became appar- 
ent that the nature of much of animal social behavior 
was also rooted in biology and was therefore subject to 
its genetic and, ultimately, evolutionary impact. This 
perspective was termed ‘‘sociobiology’’ by Wilson (4) ° 
and is based on the interaction between the genetic 
basis of an individual's behavior traits and the effect of 
those traits on the adaptive capacity of relatives, that 
is, individuals who transmit the same genes. A central 
concept of sociobiology is therefore the reevaluation * 
of personal fitness, i.e., the relative ability of an indi- 
vidual to assure transmission of his or her genes 
ihrough reproduction (5). As reformulated, inclusive 
fitness (6) now adds to the individual's personal fitness 
his influence on the fitness of all relatives and remote 
kin who may carry the same genes, through the con- 
sequences of his behavior. For large population groups 
that have some degree of consanguinity, the mathe- 
matical models for such population genetics are called 
interdemic selection (7). 


THE "RELIEF EFFECT” 

Ideally, sociobiological studies are conducted with 
large populations over sufficient generations to ob- 
serve the impact of a changed environment on the gene 
pool. Consequently, the application of sociobiological 
models to human behavior is methodologically diffi- 
cult. Nonetheless, sociobiology may lead to significant 
shifts in our understanding of human psycho- 
pathology. For example, Wilson (4) pointed out that, 
regarding social behavior, ‘‘a trait can be said *to be 
adaptive if it is maintained in a population 'by selec- 
tion’ (p. 21). On this basis, certain traits that are now 
considered to be ‘‘maladaptive individual pathology” 
may be reinterpreted. Actually, these traits may have 
evolved as adaptive aspects of genetically grounded 
social behavior, thereby increasing inclusive fitness. 
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This thesis may be applied to the human vulnerabil- 
ity to neurotic distress symptoms, such as anxiety and 
^ . depression. The genetic complement underlying this 
| ubiquitous disposition does not necessarily enhance 

the individual's personal fitness and may at times be 
maladaptive. Despite these negative effects, the preva- 
lence of psychotherapeutic drug use alone—3196 of 
Americans in 1970 (8)—suggests that this trait has in- 
deed been “‘maintained . . . by selection” at a high fre- 
quency. 

The adaptive value of this vulnerability may lie in 
part in assuring effective integration with a larger so- 
cial group, thereby increasing the effectiveness of the 
group. The persistence of this trait over the course of 
evolution may be the product of selection for the trait 
by means of inclusive fitness. This would occur if there 
were an inverse relationship between the experience 

| of neurotic distress and the degree of an individual's 

F affiliation with a cohesive social group. In this case, 
the vulnerability to distress symptoms would promote 
inclusive fitness by means of a "relief effect," experi- 
enced when affiliation with a social group is achieved. 
The individual's integration into the population group 
is thus promoted and leads to a more adaptive social 
unit. 

* Experimental corroboration for this hypothesis Was 
undertaken while a survey of the American branch of a 
religious group founded by an Indian guru was being 

: planned. The nature of the sect, further description of 
e the survey, and other findings were presented in a pa- 
eper by Buckley and me (9); I will present here only an 
approach I used to ascertain whether the following 
three criteria necessary for corroboration of the “‘relief 
effect" hypothesis could be met. 

Criterion 1. Affiliation with a highly cohesive group 
should engender a significant decline in neurotic dis- 
tress. Questionnaire items administered to a represen- 
tative sample of members (N=119) were structured to 
provide self-ratings for the severity.of neurotic distress 
symptoms. A 5-point scale (1—''not at all," 5-''ex- 
tremely”) was used to rate the intensity of neurotic 
symptoms. Self-ratings were made for the 2-month pe- 
riod immediately before and the 2 months immediately 
after joining the group. Neurotic distress was reported 
quite commonly. For example, the cue sentence *'I felt 
nervous and tense’’ was used to elicit self-ratings for 
anxiety. Onlv 1496 of respondents rated themselves as 
"not at all" anxious for the period before joining, al- 
though 38% did so for the ensuing 2 months. This re- 
sponse was given somewhat less frequently for the cue 
sentence for depression, ''I felt depressed and 
glum’’—23% and 49%, respectively, for the two time 
periods. 

Theepercentage change in scores from the period be- 
fore joinirg the religious group to the one after joining. 
was calculated. There was a significant decline in the 
mean scores for all neurotic, distress symptoms eval- 
uated (one-tailed t test, p<.001 for each symptom). The 
percentages of decline were as follows: anxiety, 4196; 
depression, 42%; suicidal ideation, 29%; referential 
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thinking, 27%; anomie, 51%: behavioral problems; 
22%: and genera: emotional problems, 35%. In addi- 
tion to mean symptom intensity scores, symptom in- 
cidence also decreased, and this change persisted up 
to the time of the study, an average of 21 months after 
joining. Rm. 

Criterion 2. There should be a direct relationship be- 
tween attitudes reflecting. group cohesion and the de- 
gree of symptom relief. In order to test this hypothe- 
sis, a second set of questionnaire items was based on a 
previous study of correlates of group cohesion (10). It 
consisted of eight cue statements, which each respond- 
ent rated on a 5-point scale, reflecting his or her affilia- 
tion or estrangement in relation to each of three target 
groups: 1) the 10 members he or she saw most often, 2) 
all members in the movement, and 3) the 10 non- 
members he or she saw most often. For seven of eight 
cue sentences, there were significantly higher affilia- 
tive responses in relation to both groups of members 
than to the nonmembers. 

A step-wise mu:tiple regression analysis was then 
performed using the responses to the cohesion items 
as predictors and the symptom change scores as de- 
pendent variables. The resulting multiple correlation 
coefficients were significant (p«.001) for all symp- 
toms. (In the order of the symptoms listed previously, 
multiple correlation coefficients were .40, .38, .49, .42, 
.51, .55, and .47, respectively.) In addition, the per- 
centage change in ihe sum of all the symptom scores 
from before to after joining was 37%. The regression 
analysis for this sum of symptcm scores, with cohe- 
sion items as predictors, yielded a multiple correlation 
coefficient of .61 (r«.001), accounting for 37% of the 
variance in symptom change. By examining the beta 
weights of the six predictor and suppressor vari- 
ables (11) in the regression analvsis, prediction of the 
decrease in symptom scores is apparently best made 
on the basis of scores on the cue sentences relating to 
1) emotional support from all group members, 2) 
seeing the 10 memoers he or she knew best as con- 
forming to group norms, and 3) enjoying participating 
in the activities of the 10 best known members. How- 
ever, of all cohesion items, the single score that 
showed the highest simple correlation with the decline 
in the total symptom score was the item ''] am suspi- 
cious of nonmembers” (r=.45, 5«.001). This appar- 
ently reflects the importance of the exclusion of out- 
siders in the therapeutic effect of group affiliation. 

In light of these data, it appears that the relief of 
neurotic distress symptoms is directly correlated with 
attitudes of group cohesion, which range from fealty to 
group members to estrangement from outsiders. How- 
ever, cognitive dissonance theory does point to the po- 
tential for unconscious distortior. based on a need to 
justify a prior decision or behavior (12, 13). The re- 
spondents' actual levels of symptomatology before 
joining may have therefore been less than they report- © 
ed in the questionnaire so that the actual mean changes 
may have been less than those calculated. Ironically, 
this phenomenon might serve to augment the ‘‘relief 
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effect’. by amplifying a member's perception of tne 
relationship between affiliation and a small or transient 
relief of symptoms. It might thereby augment the de- 
sire to remain associated with the group as well as the 
fear of disaffiliating. 

w Criterion 3. The “relief effect” should not be contin- 
gent on a general emotional maladaptation, because 
this would operate against selection for this trait 
through diminished personal fitness. When respond- 
ents were asked whether emotional problems had in- 
terfered with their adjustment in life, 39% answered 
affirmatively. However, responses to this question 
were not significantly related to either the percentage 
decline in symptom intensity or to the degree of cohe- 
sion felt by the members toward the group (point bise- 
rial correlations [14], rp,=.05 and —.15, respectively, 
both n.s.). That is to say, both the degree of symptom 
relief and the likelihood of experiencing cohesive feel- 
ings toward the group were about the same for those 
respondents who did and those who did not report 
disruption of their lives by emotional problems. 


Anthropological Support 


Three criteria for support of the proposed hypothe- 
sis were met by the data presented. However, for the 
"relief effect" to have evolved there should have been 
a stage in early human evolution during which there 
was adaptive benefit in sustaining cohesive, integrated 
social groups. This was the case during the evolution 
` of Australopithecus, the earliest certain human pre- 
cursor. After emerging from the prehistoric African 
rain forest about five million years ago, these primates 
became hunter-gatherers and predators of large game. 
This was possible because of the development of ccop- 
erative group hunting, without which large animals 
could not be safely overcome (4, pp. 566-568; 15). 

Anthropologists infer that Australopithecus con- 
comitantly began to associate in larger groups of 30-100 
members, group sizes that are also typical of contem- 
porary hunter-gatherer tribes (16; 4, p. 233). It ts 
thought that members of such groups would disperse 
and aggregate as conditions dictated (17). Methods of 
recognition and affiliation, as well as exclusionary so- 
cial grouping, became important to assure the appro- 
priate allocation of the spoils of the hunt and to pre- 
vent intrusion of outsiders into the social network of 
the cooperative group (18). The evolution of complex 
psychological mechanisms to ensure the integrity of 
well-integrated extended kin groups would therefore 
have considerably augmented inclusive fitness among 
members of the species. 

In fact, the cranial capacity of early man doubled 
over the two million years from the advent of Austra- 
lopithecus (400-500 cc) to the appearance of Homo 
erectus (1000 cc) (19). This could well have provided 
the anatomical basis for the evolution of more complex 
aspects of such behavioral traits. It may thereby nave 
served as the substrate for development of the abstract 
cognitive processes necessary to maintain a sophisti- 
cated social organization and to identify with totemic 
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objects, both of which are valuable in establishing a 
cohesive extended kinship group. Indeed, Radcliffe- 
Brown (20) has related the function of religion to as- 
suring linkage between members of a community, by 
generating anxiety when rituals are not observed. 


Ethological Background 


When. discussing group psychology, Freud related 
the forces that consolidate group members around 
common goals to a hypothesized ‘‘herd instinct” (21). 
Analogues of such behavior are common in nonhuman 
species as far removed as the social insects. For ex- 
ample, the **waggle dance” of the bees, classically de- 
scribed by von Frisch, illustrates how biologically 
zrounded ''innate releasing mechanisms” can bring 
about coordinated large-group behaviors (22). 

Ethological models for subjective experience have 
also been developed in animals (23) and, as I have pre-. 
sented elsewhere (24), for the subjective experience of 
social intoxicant use. Although the analogues of hu- 
man ‘‘herding’’ behavior are ubiquitous, its subjective 
emotional correlates may also be observed in the ho- . 
mologous traits of primates. Based on observed be- 
havior, a ‘‘peer separation’’ model for depression has 
been proposed in monkeys (25). Depression in mon- 
keys has, in fact, been reversed by introduction to a ° 
social context in which they are incorporated into a 
group of their peers (26). 


LARGE-GROUP THERAPY . 


Individual therapy has been described in terms of 
parental transference, and (small-) group therapy in 
terms of family roles, both of which are counterparts 
of basic sociobiological behavioral paradigms. A large- 
group therapy with its own sociobiological norms 
might also be stipulated. It would be characterized by 
those group behaviors mediated by the ‘‘relief effect" 
that are most clearly manifest on the tribal level of 
inclusive fitness, through human interdemic selection. 
The following are some characteristics of such large- 
group therapy, which are drawn from contemporary 
examples and are different in nature from dyadic and 
small-group therapy: : 

1. Alarge group of 12 or more may be affiliated with 
a zealous movement, sometimes with messianic goals, 
such as the large meetings typical of Pentecostal heal- 
ing (27) and the training sessions for ‘‘est’’ (28). 

2. Totemic objects and ritual are common and may 
relate to a sanctified founder, for example, the writings 
of Abraham Low (29), which are revered by members 
of Recovery, Inc., a self-help group for the mentally 
ill. A behavioral code, usually a credo for achieving 
symptom relief, such as Fritz Perls’ Gestalt Prayer (“I 
am I and you are you. . .’’) (30) may assume a similar 
function, as do the ''haircut'' and ‘‘games’’ at Syna- 
non (31). " 

3. Role diffusion 1s central to the social organization 
of the movement so that there is limited differentiation 
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between the care-giver and the recipient, hence the 
characterization as ''self-help."' This relationship is il- 
lustrated bv the sponsorship system in AA and a rela- 
tively fluid transition to the noncertified role of lead- 
ership in-the **encounter group" movement. 

Large-group techniques now show promise for ad- 
aptation to a cooperative relationship with certified 
professionals. Compromises between these modalities 
and psychiatric practice 'have led to reports of treat- 
ment success with disparate patient groups, such as 
schizophrenics and addicts, at Soteria House (32) and 
Phoenix House (33), respectively. The importance of 
the need to develop effective models for collaboration 
between AA and treatment professionals has also been 
pointed out (34, 35). These observations shed light on 
the importance of further investigation into the large- 
group therapeutic model and its distinctive relation- 
.ship to the hypothesized sociobiological ‘‘relief ef- 
fect.” 


REFERENCES 


]. Ghiselin MT: The Triumph of the Darwinian Method. Berkeley, 
University of California Press, 1969 

2. Darwin C: The Descent of Man, and Selection in Relation to 
Sex. New York, D Appleton, 1889 

3. Lorenz KZ: Analogy as a source of knowledge. Science 185:229- 

234, 1974 
4, Wilson EO: Sociobiology: The New Synthesis. Cambridge, 
Mass, Belknap Press (Harvard), 1975 
5. Sade DS: Evolution of sociality. Science 190:261-263, 1975 
e 6. Hamilton WD: Altruism and related phenomena, mainly in so- 
cial insects. Annual Review of Ecology and Systematics 3:193- 
232, 1972 
. 7. Brown JL: Types of group selection. Nature 211:870, 1966 
8. Parry HJ, Balter MB, Mellinger GD, et al: National patterns of 
psychotherapeutic drug use. Arch Gen Psychiatry 28:769-783, 
1973 
9. Galanter M, Buckley P: Latter-day religion as a “treatment” for 
drug abuse, in Proceedings of the Third National Drug Abuse 
Conference. Edited by Lowinson J. New York, Marcel Dekker 
(in press) 

10. Galanter M, Stillman R, Wyatt RJ, et al: Marihuana and social 
behavior: a controlled study. Arch Gen Psychiatry 30:518-521, 
1974 

It. Darlington RB: Multiple regression in psychological research 
and practice. Psychol Bull 69:161—182, 1968 

12. Festinger L: A Theory of Cognitive Dissonance. Stanford, Stan- 
ford University Press, 1957 


34. 


35: 


BRIEF COMMUNICATIONS 


. Bem DJ: Self-perception: an alternative interpretation of cogni- 


tive dissonance phenomena. Psycaol Rev 74:183-200, 1967 


. Downie NM, Heath RW: Basic Statistical Methods. New York, 


Harper & Row, 1959, pp 169-172 


. Campbell BG: Human Evolution: An Introduction to Man's Ad- 


aptations. Chicago, Aldine, 1974, pp 376-381 


. Jolly A: The Evolution of Primate Behavior. New York, Mace 


millan, 1972, p 131 


. Kolata GB: Human evolution: life-styles and lineages of early 


hominids. Science 187:940-942, 1675 


. Hamilton WD: Innate social aptitudes of man: an approach from 


evolutionary genetics, in Biosocial Anthropology. Edited by 
Fox R. New York, John Wiley & Sons, 1975 


. Pilbeam D: The Ascent of Man: Ar Introduction to Human Evo- 


[ution. New York. Macmillan, 1972 


. Radcliffe-Brown AR: Taboo. Cambridge, England, University 


Press, 1939 


. Freud S: Group psychology and the analysis of the ego (1921), in 


Complete Psychological Works, standard ed, vol 18. Translated 
and edited by Strachey J. London, Hogarth Press, 1955 


. Tinbergen N: The Study of Instinct. London, Oxford University 


Press, 1951 


. Griffin DR: The Question of Animal Awareness. New York, 


Rockefeller University Press, 197€ 


. Galanter M: Models of drug abuse: the intoxication state of con- 


sciousness. Am J Psychiatry 133:635-640, 1976 


. Suomi SJ, Harlow HF, Donek CF: Effect of repetitive infant- 


infant separation of young monkeys. J Abnorm Psychol 76:161- 
172, 1970 


. Suomi SJ, Delizio R, Harlow HF: Social rehabilitation of sepa- 


ration-induced depressive disorders in monkeys. Am J Psychia- 
try 133:1279-1285, 1976 


. Pattison EM, Labins NA, Doerr EA: Faith healing: a study of 


personality and function. J Nerv Ment Dis 157:367-409, 1973' 


. Babbie E, Stone D: What have you gotten after you get it? An 


evaluation of awareness training participants. Presented at the 
128th annual meeting of the Amerizan Psychiatric Association, 
Miami Beach, Fle, May 10-14, 1976 


. Low AA: Mental Health Through Wili Training. Boston, Chris- 


topher Publishing House, 1950 


. Perls F: The Gestalt Approach and Eye Witness to Therapy. 


New York, Bantam, 1973, pp 141-151 


. Yablonsky L: Synanon: The Tunne! Back. Baltimore, Penguin, 


1967 


. Mosher LR, Menn A, Matthews SM: Soteria: evaluation of a 


home-based treatment for schizophrenia. Am J Orthopsychiatry 
45:455-467, 1975 


. DeLeon G, Skodol A, Rosenthal MS: Phoenix House: changes 


in psychopathological signs of resident drug addicts. Arch Gen 
Psychiatry 28:131-135, 1973 

Kalb M, Propper MS: The future of alcohology: craft or sci- 
ence? Am J Psychiatry 133:641—645, 1976 

Galanter M, Peele R, Scott EM: Craft versus profession in alco- 


holism treatment (Itr to ed). Am J Psychiatry 133:1345, 1976 


` 591 


BRIEF COMMUNICATIONS 


The Pasehiande House Call 


BY BENNETT S. GURIAN, M.D. 


— 


Although caregivers in many disciplines have providea 
home visits as part of their services, psychiatrists have 
rarely made house calls. The author discusses some of 
the practical and emotional issues that have 
traditionally caused both patient and psychiatrist 
sufficient discomfort to limit this model of therapeutic 
intervention. Special emphasis is made in support of 
the psychiatric house call for elderly persons. 


ELDERLY PERSONS are at greater risk of developing 
psychiatric problems than are younger people. Most 
live at home, and very few avail themselves of profes- 
sional treatment. The psychiatrist cannot sit in his or 
her office and wait for old people to come for help. 
They are often not knowledgeable about treatment re- 
sources and may be particularly resistant to seekinz 
them out. Considering the attitudes of many profes- 
sionals toward the elderly and the quality of services 
being offered them at many facilities, this resistance 
may be evidence of good judgment. In addition, many 
old people are physically unable to be very mobile and 
are emotionally tied to their immediate life-space. To 
reach them means literally to reach out to them. There 
is therefore a rational basis for making home visits. 


ENTERING ANOTHER PERSON'S HOME 


Whether the visit is social or professional, to step 
through the doorway of someone's home is to be al- 
lowed to perceive and participate in that special workd 
on the individual's private territory. The family that 
asks any professional, whether an interior decorator or 
a physician, to enter their home in essence decides to 
open their borders, relax their guard, expose their spe- 
cialness, listen to judgments, receive directives, ard 
assume a relatively passive and perhaps dependent 
role. This is the "paranoid" side of the territorial im- 
perative. The ''trusting'' side is the wish to share one's 
privacy and to open one's home as one's heart in wel- 
coming the outsider. 

Both parties have preconceptions and expectations. 
For the consumer the paranoid side expects some dz- 
gree of criticism and the trusting side expects mutual 
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benefit. The decision to invite the outsider in is always 
zased on a perceived need with the expectation that as 
a result of the professional's entrance the need will be 
met to some degree (i.e., the anxiety reduced, the 
wallpaper and fabrics selected, the illness treated, the 
furnace fixed). The professional trusts he will be pro- 
tected during his stay across the border. He expects 
compensation for his services. He assumes the more 
active, dominant leadership role in the relationship. . 

Both parties start out under considerable stress. The 
recipient has a need strong enough to permit taking the 
risk; the provider has to enter unknown lands, place 
professional skills on the line, and explore, diagnose, 
and treat in such a way as to diminish the consumer's 
need. Thus both consumer and provider can be grati- 
fied, but the provider always faces the possibility of 
frustration and failure. 

Many professionals but few psychiatrists make 
house calls. This reflects resistance on the part of the 
recipient as well as on the part of the psychiatrist to 
enter into such a relationship. For many years, per- 
sons other than psychiatrists have been providing cer» 
tain kinds of mental health services in people's homes. 
The family doctor has traditionally been called on to 
deal with the spectrum of human suffering and has of- 
ten provided counseling, family therapy, crisis inter- 
vention, long-term support, information, and referral. 

The elderly and chronically ill turn to their doctors 
and also to the visiting nurse, who is seen as available, 
giving, and trustworthy, when they need help. Many 
elderly also ask for and receive help with emotional 
problems as part of their close relationship with their 
welfare or family service caseworker. 

It is usual for workers in every sort of social service 
agency to carry cases that clearly demand both social 
and mental health intervention. Indeed,.our concept of 
comprehensive health services no longer permits a 
separation between mental health, physical health, 
and social services. The identified client or patient is 
seen as a whole person with many needs and re- 
sources. The mental health workers, independent of 
their specialized training, must be able to enter the 
home with the perspective of a systems analyst. This 
may be particularly difficult for the psychiatrist who 
has not had adequate exposure to and experience with 
theories and techniques fundamental to fhe social 
services and public health nursing. 

The psychiatrist who has had no training in family 
medicine or community mental health is uriprepar«d 
for the special issues confronted when he or she enters 
the home of a patient. As opposed to being seen in an 
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office or institution, the patient seen in the community 
is directly observed in the context of family, friends, 
and meaningful others. 

Robinson in a recently published book stated, 


Pre-admission home visiting is particularly valuable for 
the organic case. The behavior of such patients at out- 
patient clinic is often a deceptive indication of their ca- 
pacities. The significance of the occasion may convey it- 
self even to the brain damaged person and may affect his 
performance in either direction. A much more realistic 
view is usually obtained in the patient's home, where, 
moreover, the obvious presence of social stresses or inter- 
generational tensions may help to elucidate the prob- 
lem. (1, p. 382) 


In a later chapter of the same book, Whanger and 
Busse wrote, 


In order to make the most effective use of a psycho- 
geriatric hospital and to best help the patient, a prehos- 
pitalizatton screening evaluation should take place. This 
is best done at the prospective patients' residences as 
this gives an insight into the physical and social assets and 
liabilities of the individual, and helps the screening team 
see how the person relates to their family in the natural 
setting. (2, p. 456) 


In their book, Butler and Lewis wrote, 


The specific services of psychiatrists, social workers, and 
all other members of mental health teams should be rou- 
tinely availzble in people's homes. The two major types of 
psychiatric outreach care are emergency care (usually for 
persons making suicide threats and attempts or for those 
wandering in the streets as a result of brain damage or 
functional psychosis) and continuing therapy for those 
who find it difficult to leave home. Evaluations for mental 
health services as well as screening for institutional ad- 
missions can be done in homes. (3, p. 191) 


They also stated, 


Even when most of an evaluation must be carried out 
elsewhere, it is important that a direct evaluation of the 
person's home situation be made. In addition to telling 
much that is useful about people's lives, such evaluations 
make it possible to bring services to those older persons 
who cannot or will not leave their homes to come to a 
clinic, hospital, or agency. (3, p. 188) 


THE GEROPSYCHIATRIST 


Disease may be viewed as the breakdown of the 
adaptive equilibrium of the complex of forces in a so- 
cial structure. 

One of the best ways to understand the disease proc- 
ess Is first-hand observation in the patient's normal do- 
main, eyeh though what is observed is altered to some 
degree by the observer's presence. 

The geropsychiatrist who goes into patients' homes 
has to resolve some practical problems. The elderly 
person probably has a doctor who mav have asked for 
the psychiatric consultation, in which case the peer 
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relationship is clear. More often, the family or neigh- 
bors or another agency has asked for help. In both ca- 
ses the psychiatrist must try to collaborate effectively 
with the family doctor, especially regarding a careful 
and thorough physical examination and laboratory 
studies. To accomplish this often takes considerable 
tact. 

The psychiatrist may be a private practitioner or 
part of a screening and treatment team from a large 
agency like a community mental health center. When 
working as an individual practitioner, he/she becomes 
responsible for seeing that all diagnostic tests are per- 
formed, that appropriate treatments are instituted, that 
community resources are mobilized, and that contin- 
uing care is active. This responsibility requires work- 
ing out an agreement with an internist and a general 
hospital to which his patient can be referred. His time 
is spent primarily in advocacy and organizing around 
the patient; much less time is spent providing the di- 
rect clinical care for which he was trained. One may 
raise the issue of whether this role is appropriate for a 
physician. Questions arise as tc how to calculate fees, 
how to determine the sources of reimbursement, how 
long payment should take, and how income compares 
with that of an office practice. 

The psychiatrist working as part of an interdisci- 
plinary team has less trouble with these role defini- 


. tions and financial issues but must in turn be able to 


work as a team member. The jcb descriptions of each 
of the team's professional members must be defined. 
The psychiatrist must be willing to negotiate and re- 
duce the amount of control he may be accustomed to 
exercising in the traditional medical model. 

The geropsychiatrist who works alone like the old- 
time country doctor travels out of range of the usual 
institutional supports. He cannot even be identified by 
a dangling stethoscope or comforted by the bulging 
black bag of familiar tools. He is the only instrument of 
his craft; however romantic this may seem, the ge- 
ropsychiatrist 1s probably challenged unreasonably 
and may as a result provide a type of clinical care that 
shortchanges the consumer. 

The elderly need and deserve a ful] range of serv- 
ices. Because they often set rigid guidelines as to what 
they will trust and accept, the caregiver is faced with 
many obstacles to overcome. In order to be useful 
within these boundaries, the psychiatric house call 
may have to be stylistically flexible and still provide 
responsible case management. We must work toward 
models that provide community-focused comprehen- 
sive mental health services as part of an integrated hu- 
man service delivery system. 
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Day Hospital Treatment of Borderline Patients: A Clinical 


Perspective 
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BY MARTIN J. PILDIS, M.D., GARY J. SOVEROW, M.D., CARL SALZMAN, M.D., 


AND JUNE G. WOLF, PH.D. 


The authors suggest that day hospitalization can 
provide a useful therapeutic framework for patients 
with borderline personality organization without 
creating the ego regression often seen in such patients 
during 24-hour hospitalization. The lack of room and 
board facilities and of contact with patients who need 
24-hour hospitalization plus the maintenance of 
contact with the people in the patient's nonhospital 
life facilitate treatment in this setting. 


PATIENTS WHO HAVE borderline personality organiza- 
tion are often difficult to treat in a psychiatric inpatent 
setting. These patients may regress to a transient psv- 
chotic state under conditions of interpersonal loss or 
frustration or within a iransference relationship. They 
may also regress to an extremely infantile, demandinz, 
dependent position when nurturant needs are only Dar- 
tially satisfied. Such regression rarely leads to fu-u-e 
ego maturation. More typically, a struggle ensues b2- 
tween patient and caregivers that tends to reinforce 
the borderline personality organization. For example, 
in an inpatient treatment setting one often sees the fol- 
lowing course of events, which illustrates the origin 
and maintenance of this ego regression: 


- Hypothetical Case. After a tumultuous hospital admission 
for treatment of self-destructive behavior (overdose or wrist 
slashing) following the loss of a boyfriend or girlfriend, the 
patient becomes an active, cooperative member of the thera- 
peutic milieu. He or she ts likable, articulate, and active in 
helping other patients and seems to form warm, sometimes 
seductive relationships with the staff and patients. However, 
when demands are placed on the patient—to work in the hos- 
pital, for example, or to consider discharge to outpatient 
status—there is an abrupt return of the self-destructive 
threats or behavior. Some staff members now find their imi- 
tial sympathy and liking for the patient changing to frustra- 
tion and anger. The patient, in turn, is acutely sensitive to 
these feelings and experiences them as rejection and addi- 
tional loss. In addition to rage, which might be acted out in 


Dr. Pildis is Clinical Instructor in Psychiatry, Harvard Med cal 


School, Dr. Salzman is Director of the Day Hospital and Assistant. 


Professor of Psychiatry, Harvard Medical School, and Dr. V/olf is 
Psychologist, Day Hospital, Massachusetts Mental Health Center, 
Boston, Mass. Dr. Soverow is Psychiatrist, St. Elizabeths Hosprtal, 
Washington, D.C. Address reprint requests to Dr. Pildis at 1419 
Beacon St., Brookline, Mass. 02146. 


further self-destruction, the patient might seek out other 
staff members who will be more nurturant and supportive of 
his or her infantile-helpless-dependent needs. The new, sup- 
portive staff are seen as ''all good,’’ contrasting with the *‘all 
bad” rejecting staff. This is an illustration of splitting (1) and 
may extend to day versus night shifts as well as generate 
conflict between therapist and staff. The staff begins to argue" 
about the patient's management, and the scenario often ends 
with hospital discharge of a furious, potentially self-destruc- 
tive patient and a frustrated, narcissistically injured staff 
who are relieved that the patient is no longer their responsi- 
bility. Future readmissions to the same or different institu- 
tions are likely. 


Because of such problems, controversy has devel-, 
oped regarding the hospital treatment of the borderline 
patient. Schmideberg (2) advocated no hospitalization 
as a way of avoiding such regressive acting out behav- 
ior. Most authors have commented on the necessity 
for making hospitalizations brief. All authors have ad; 
vocated limit setting within the supportive framework 
of hospitalization as a means of aborting or attenuating 
a regressive episode. Kernberg (3, 4), for example, 
stated that ''for many patients hospitalization is indis- 
pensable to creating and maintaining an environmental 
structure which effectively controls transference act- 
ing out” (3, p. 609). 

Adler (5) and Friedman (6) suggested that these lim- 
its must be defined clearly and early in the hospital- 
ization. Wishnie (7) outlined three factors necessary 
for hospitalization to be of use: 1) rapid identification 
of the patient as having borderline personality organi- 
zation, 2) clear definition of goals, limits, and ex- 
pectations of the hospitalization (stabilization of pa- 
tient), and 3) education of the staff in terms of consis- 
tent responses and interactiens with these patients 
(stabilization of staff). 


DAY HOSPITALIZATION 


In this paper we wish to discuss another alternative 
to hospital management of the borderline patient: the 
day hospital. Although originally suggested by 
Knight (8), this strategy for treatment hag not been 
consequently considered in the literature. Day hospi- 
tals, by structure and definition, offer a therapeutic en- 
vironment that can be supportive while limiting the ge- 
gressive potential of the borderline patient. The ha 
sence of beds, of other totally cared-for patients, and 
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of hospital provision of room and board can be helpful 
in undermining the borderline patient's regressive 
wish for the hospital to assume parental roles and pro- 
vide nurturance. Because day hospitals function with 
only one staff shift (daytime), the patient cannot split 
staff members of different shifts into good and bad ob- 
jects. 

Because day hospitals send patients home in the 
evening and on weekends, an alliance must be formed 
early between the treatment staff and the patient's out- 
of-hospital life. Thus, family, friends, roommates, and 
school or job colleagues are brought by necessity into 
active collaboration with the day hospital programs. 
This constant contact with the ''reality"" of the pa- 
tient’s life is also helpful in reducing the risk of hospi- 
tal regression. The reality orientation and the very real 
circumstances of leaving the hospital at the end of 
each treatment day and on weekends also make be- 
havioral limit setting easier and more acceptable to the 
patient. 

For example, self-destructive behavior, which is of- 
ten a plea fcr closeness and support, may also be the 
borderline patient's way of expressing rage and frus- 
tration at a real or imagined rejection. Hospital staff 
members often respond to such behavior by increasing 

«hospital care through ward restrictions and constant 
observation. This response might reinforce the pa- 
tient's wish for total care and continued closeness and 
set up a model for future acting out behavior and re- 
gression. However, in a day hospital setting the pa- 
[ient learns that such total care is not available and that 


contact with the real nonhospital world must continue : 


in the evenings and on weekends. Furthermore, the 
patient learns that the real world might consider self- 
destructive threats and behavior unacceptable. Since 
withdrawal to an inpatient setting is not a possible al- 
ternative, the patient must find less self-destructive 
ways of expressing anger or asking for help. 

The following case descriptions are of representa- 
tive patients with borderline personality organization 
who were treated in the day hospital of the Massachu- 
setts Mental Health Center (MMHC). The cases were 
chosen from among 28 borderline patients who were 
admitted and treated from July 1, 1975, through June 
20, 1976. Complete demographic data on all patients as 
well as psychological test material and follow-up will 
be presented in a separate communication. The diag- 
nosis of berderline personality organization was made 
clinically according to the diagnostic criteria provided 
by Gunderson and Singer (9). 

(The day hospital of the Massachusetts Mental 
Health Center functions autonomously within the con- 
text of a comprehensive community mental health cen- 
ter. Patients are admitted voluntarily directly from the 
community, to which they are returned evenings, week- 
ends, and on conclusion of their treatment program. 
Patients are not admitted just to provide a transition 
period between inpatient and outpatient care. All of 
tle facilities and therapeutic programs of the MMHC 
are available to the patient. Although it is explicitly 
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stated to the patient at admission that overnight hos- 
pitalization will not be provided, occasional overnight 
“guesting” [10] on an inpatient service has to be pro- 
vided when the external support system fails or is im- 
paired by crises or emergencies. It is our experience 
that if guesting lasts more than two to three nights,’ 
the regression seen with full-time hospitalization is 
almost inevitable.) 


CASE REPORTS 


Case 1. Ms. A, a 25-year-old woman, came to the day hos- 
pital on leaving an inpatient service in another hospital, 
where she had been for about three months. Her mental stat- 
us on admission was remarkable for histrionic presentation 
and much anger and depression but with no thought dis- 
order. 

Initially she was withdrawn, talking to no one and sitting 
in the day room with her coat over her head. As limits were 
enforced concerning her isolation on the ward, the unavaila- 
bility of 24-hour hospitalization, aad the requirement that 
she participate in day hospital activities, her relationship to 
the staff gradually became more positive and she began to 
gain confidence in her capabilities. She made plans to go 
back to work after discharge. She made a last-minute plea 
for a slightly longer hospitalization after an additional life 
stress, but she left at the appointed date and returned to 
work, continuing to see her private therapist. 

Ms. A 1s a good example of a borderline patient who had 
suffered an ego regression in the context of 24-hour hospital- 
ization and who used the day hospital with its firm limits to 
reorganize her life and her own immediate goals. An espe- 
cially positive aspect was her own feeling on discharge that 
the firm stand of the staff on what she could do for herself 
was helpful. 


In order to illustrate problems that are inherent in 
the day hospital treatment of borderline patients, we 
offer the following case history of a treatment failure. 


Case 2. Ms. B is a 25-year-old twice-married woman who 
came to the day hospital in a period of acute disorganization 
following separation from her second husband. Although she 
had had a number of previous psych:atric contacts, she had 
no therapist at the time. She had become increasingly anx- 
tous, isolated, and unable to cope witn any aspects of her life 
over a month-long period. There was no evidence of any 
thought disorder on admission. 

Ms. B remained in the day hospital only a week, during 
which she became further disorganized and her impulsive 
behavior increased. The hospital course began with a hous- 
ing crisis: the patient arrived on her second day reporting 
that she could no longer live with her current boyfriend. She 
was supported in finding temporary emergency shelter, but 
at the end of the day she was increasingly out of control and 
was found crawling on the floor of the phone booth, saying 
that her only alternative was suicide. She then became mute 
and refused to discuss the episode. In spite of general staff 
belief that this behavior was manipulative, the decision was 
made to ‘‘guest’’ the patient on an inpatient service over the 
weekend. This decision was justified in terms of the staff's 
not yet knowing the patient well encugh to assess her im- 
pulse control. After the weekend, she returned to live with 
her boyfriend, refusing the offers of help in finding an alter- 
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native living situation. Then she stopped coming to the day 
hospital, complaining of physical illness. 

After she had been absent for several days and we had not 
been able to locate her, she was discharged. Her condizion 
on discharge was recorded as unchanged, with the comment 


. that the patient could probably benefit from the structure of a 


therapeutic program but would need to demonstrate sorre 
commitment to cooperate with the program. 

Ms. B's case illustrates many of the difficulties in treatirg 
borderline patients in a day hospital setting. The ability of 
the staff to set the necessary limits firmly and comfortab.y 
enough was crippled by a lack of reliable and available sup- 
port for the patient outside the day hospital. The admissicn 
of Ms. B. without a clearly negotiated plan for reliable living 
arrangements and without active participation on her part .n 
such planning was doomed to repeat the chaotic situations in 
her life outside the hospital. 


COMMENT 


It is our thesis that the day hospital is a valuable 
alternative to full-time inpatient hospitalization in the 
treatment of the patient with borderline personality cr- 
ganization who cannot be treated as an outpatient. The 
essential elements of day hospitalization do not differ 
from those discussed by many other authors, namely, 
brief hospital stays within a consistent, limit-settiag 
supportive environment where ego regression and po- 
tential psychosis is avoided. In our series, 70% of tae 
patients terminated their crises and experienced sub- 
stantial improvement. Some patients were able to re- 
turn to work or school. For others, family crises abat- 
ed or an impasse in therapy was worked out. Still oth- 
ers began therapy for the first time. A follow-up study 
will document these changes and judge their stability. 
The unique attributes of the day hospital that facilitate 
such a treatment program include 1) lack of room, 
board, or bed availability, 2) lack of contact with pa- 
tients who require 24-hour psychiatric care, ard 3) 
maintenance of contact with the patient's nonhospttal 
real life, including family and friends, as part of the 
treatment program. 
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In order for day hospitalization to be therapeutic for 
borderline patients, the following are necessary: 

1. A supportive outside living arrangement must be 
available to the patient, and an active, open relafion- 
ship must be maintained with a responsible person in 
this nonhospital environment. 

2. The limits of day hospitalization, i.e., no over- 
night, weekend, or full-time care, must be clearly 
specified at the time of admission. 

3. Clear limits must be set by the staff proscribing 
self-destructive behavior. 

4. A brief inpatient hospitalization of one to two 
weeks for borderline patients is often recommend- 
ed (7). Our experience suggests that a longer stay of 
six to eight weeks provides a useful day hospital- 
ization. Beyond this limit, the probability of regression 
to a more infantile dependent position 1s increased. 
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-Reduced MAO Activity in Platelets and Lymphocytes of Chronic Schizophrenics 


BY JOHN L. SULLIVAN, M.D., JESSE O. CAVENAR, JR., M.D., CHARLES N. STANFIELD, 


AND ELLIOTT B. HAMMETT, M.D. 


Reports of reduced monoamine oxidase (MAO) ac- 


° tivity in chronic schizophrenics continue to appear in 


the scientific literature (1). Some investigators have 
presented data which suggest that auditory hallucina- 
tions (2) and perhaps paranoia (3) are behavioral fac- 
tors associated with low platelet MAO activity. How- 
ver, there is a relatively sparse body of information 
on the extent of metabolic disturbance in chronic 
schizophrenics with reduced platelet MAO activity. 
Murphy and associates (4) did not find parallel reduc- 
tions in the activities of platelet succinate dehydro- 
genase, cytochrome c reductase, and lactate dehydro- 
genase. There are, however, reports of reduced MAO 
activity in the leucocytes of chronic schizophrenics, 
which is associated with reduced cytochrome oxidase 
activity and reduced succinate dehydrogenase activ- 
ity (5). Therefore, we believe it would be useful to 
examine the relationship between platelet MAO ac- 
tivity and leucocyte MAO activity in schizophrenia. 


Method and Results 


The control group consisted of 20 men with a mean 
age (+S.E.) of 35.2+2.6 years who were selected from 
hospitalized elective surgical patients. None of these 
subjects had a record of psychiatric illness or serious 
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medical illness. The first experimental group consisted 
of 11 hospitalized first-episode acute schizophrenic 
men with a mean age of 24.0+2.0 years and good prog- 
noses (6). All of these individuals had received con- 
ventional doses of an antipsychotic for several days to 
a week prior to blood sampling. The second experi- 
mental group consisted of 19 chronic schizophrenic 
men with a mean age of 34.842.3 years and poor prog- 
nostic features (6), including a relapsing pattern of ill- 
ness with significant residual psychosocial and occu- 
pational deficits between acute psychotic episodes. 
Each of these patients had also received conventional 
doses of an antipsychotic for several days to a week 
prior to blood sampling. All subjects met the Veterans 
Administration criteria for informed consent. 
Platelet-rich plasma was prepared by sequential cen- 
trifugations of venous blood and the platelet pellets 
were obtained by centrifugation. Lymphocyte pellets 
were prepared by a modification of Harris’ and Ukae- 
jiofo's lymphocyte separation procedure (7, 8). Essen- 
tially, a venous blood-saline solution was layered on 
Ficoll-Paque medium, and the lymphocyte layer was 
removed in a one-step procedure after centrifugation. 
The lymphocyte layer was subsequently washed and 
centrifuged several times to obtain the lymphocyte 
pellet. Quantitative assessment of the constituents of 
the lymphocyte pellet under light microscopy revealed 
negligible contamination by other cellular elements, 
including platelets. Aliquots of the homogenized pel- 
lets, which contained 0.2-0.5 mg of protein, were in- 
cubated with tryptamine (7X10^? M) in .08 M phos- 
phate buffer, pH 7.2. Product formation was assessed 
by liquid scintillation spectrometry. Additional details 
of the assay procedure have been published else- 
where (9). Statistical analysis of the data using Stu- 
dent's t test, two tailed, was performed on a PDP 11 
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TABLE 1 
MAO Activity in Schizophrenics and Normal Controls Matched fo“ 
Age and Sex 


Platelet Activity Lymphocyte Activ:ty 
(nmol/mg protein/hour) (pmol/mg protein/hcurt 


Group Mean SE Mean SE _ 
Controls (N=20) 2.83 9.22 840 67 
Schizophrenics 
Acute (N=1]) 2.65 0.28 756 82 
Chronic (N= 19) 1.90* 0.16 549* 51 


*p<.001. 


digital computer. As is outlined in table 1, MAO ac- 
tivity in both platelets and lymphocytes was signifi- 
cantly reduced in the chronic schizophrenics, whereas 
enzyme activity in the acute schizophrenics was es 
sentially the same as control values in both platelets 
and lymphocytes. 


Discussion 


The results of this study suggest that reduced MAO 
activity in at least some chronic schizophrenics is nct 
restricted to one cell line and does not result from the 
effects of antipsychotic medication, diet, activity, hos- 
pitalization, sex, or the nonspecific effects of stress cr 
psychosis. Age also does not qualify as a significant 
variable (1). The similar platelet and lymphocyte 
MAO activity in controls and acute schizophrenics is 
compatible with previous work, which indicated that 
there is no difference in MAO activity between tkese 
populations (10). 
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Interestingly, a recent (unpublished) study in our 
laboratory indicated that cytochrome oxidase activity 
in platelets and lymphocytes is low in chronic schizo- 
phrenics with reduced MAO activity in these cell lines. 
These phenomena may reflect defective oxidative me- 
tabolism in at least some chronic schizophrenics (5). 
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Meditation as an Adjunct to Medical and Psychiatric Treatment 


BY DENNIS J. GERSTEN, M.D. 


The practice of meditation for the attainment of spir- 
itual enlightenment has a iong history in traditional 
non-Western societies. Recently, meditation-based 
techniques have been used by American psychiatrists 
to enhance the therapeutic effects of psychotherapy 
and to facilitate relaxation. I will use the term “‘medita- 
tion” to refer to a mental state characterized by a re- 
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ceptive attitude in which one suspends attention to ra- 
tional thought, outside stimuli, and fantasy, focusing 
attention on an arbitrarily chosen word, symbol, or 
sensation (1-3). Meditation is usually, but ñot always 
associated with physical and emotional relaxation. In 
the case I will describe, as well as in most meditation 
exercises, the subject was instructed to allow thoughts 
to arise without trying to prevent, direct, dr dwell on 
them, but rather to bring attention back gradually to 
the initial focus (4, 5). The meditation technique was 
used specifically to aid in the healing of the patient's 
decubitus ulcers and other stigmata of multiple scle- 


"rosis in the context of ongoing psychotherapy. 
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Case Report 


Mr. A, a 43-year-old divorced man, has a 25-year history 
of multiple sclerosis with paraplegia and three major decu- 
bitus ulcers (2 greater trochanteric, 1 sacral). The left tro- 
chanteric ulcer was a 5x I0 cm through-and-through lesion, 
with tubing to the bone and infection of soft tissue and bone. 
The right trochanteric ulcer was 5x10 cm on the posterior 
surface, with less soft tissue involvement but with osteo- 
myelitis. The sacral ulcer was 8x6 cm and extended down to 
muscle and bone. When I was initially asked to see the pa- 
tient on the plastic surgery ward, he was significantly de- 
pressed (marked psychomotor slowing, weight loss, de- 
pressed mood, and hopeless, helpless ideation) and had a 
mild organic brain syndrome secondary to multiple sclerosis 
(he could recall one of three objects after 5 minutes and 
could only do two subtractions in serial 7s). For 4 months I 
saw him 3-4 times a week (% hour per session) in pre- 
dominantly supportive, anxiety-suppressing psychotherapy. 
Despite significant physical setbacks, including bilateral re- 


"moval of the femoral heads due to osteomyelitis, his mood 


gradually improved. However, as is often the case in mul- 
tiple sclerosis, his decubitus ulcers failed to heal despite in- 
tensive wound care, antibiotics, and a high-protein high-cal- 
orie diet. After 7 months of no change (3 months before ad- 
mission and 4 months in the hospital) I introduced the idea of 
meditation and suggested the following techniques: 1) relax 
your muscles, moving from foot to head; 2) focus on your 
breathing, paying attention to the movement of your dia- 
phragm; 3) after 2 days practice, shift your attention to the 
wound sites—visualize them healing and concentrate your 
awareness on the wound sites. After the patient had used 
this method for 10 days (15 minutes 3 times a day) there was 
slight, but measurable, wound closure in both greater tro- 
chanteric decubitus, with 3096-4096 closure in 2 months. 
This improvement was interrupted by his transfer to a nurs- 
ing home, where he became depressed and stopped meditat- 
ing and his wounds worsened. However, after he returned to 
the hospital, his ulcers again improved atter reinstitution of 
intensive wound care and meditation. Finally, he received 
grafting after 7 months. The sacral ulcer took many months 
to heal, and the patient stated that he had specifically avoid- 
ed imaging that ulcer healing in order to avoid being dis- 
charged from the hospital to a second convalescent home. 
After discussing the matter, he undertook the meditation 
technique and within 5 months his third ulcer closed enough 
to be grafted. 

After wound closure was established, he began to use the 
same technique to see if either his diplopia or the ataxia of 
his hands could,be similarly improved. Both symptoms had 
been present for over 3 years, with the longest remission 
being a week. After 3 c both symptoms went into remis- 
sion for ] month. These symptoms were very sensitive to 
stress, flaring up with surgery, etc., but diminishing after 
meditation. However, substantial consistent improvement in 
these symptoms was not evident over an 8-month period. 

Following discharge to a rehabilitation center Mr. À con- 
tinued to meditate about 6-7 times a day in 15- to 30-minute 
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sessions. His mood continued to improve and he adapted 
satisfactorily to his new environment. Meditation became an 
organizing factor around which he structured his time and to 
which he attributed his improved sense of well-being. Al- 
though he found it difficult to weigh the relative benefits of 
each component of his treatment, he tended at times fo re- 
gard me and meditation as the sole reason for his recovéry. 
He needed to be reminded that without good nursing and 
surgical care he did poorly both physically and emotionally. 


Discussion 


Meditation was used in this case as a treatment of 
last resort, and the reason for the patient's improve- 
ment remains elusive. It is not clear if the improve- 
ment in his diplopia and ataxia was due to a peripheral 
effect, such as increased muszle relaxation, or to a 
central effect. If the improvement did come from a 
central effect, one cannot know whether it was non- 
specific (e.g., decreased anxiety) or specific. Further, 
it is important to recognize the role that motivation 
plays in recovery from any illness and, specifically, to 
note that poorly motivated patients tend to recover 
from surgery more slowly than motivated patients. It 
is possible that the common denominator of the pa- 
tient's improved mood and physical symptoms was in- 
creased motivation for recovery, which could have re- 
sulted from meditation, psychotherapy, some non- 
psychiatric intervention, or a combination of these 
factors. 

If meditation contributed to the improvement, it 
could have been a result of any one of the three steps 
in that process or to a combination thereof. Suggestion 
was undoubtedly involved, but its role is unclear. In 
addition, the patient's depression may have contrib- 
uted to retarded healing. However, I believe that med- 
itation was probably a significant factor in the healing ' 
process because 1) success followed an ABA pat- 
tern—active treatment associated with healing, dis- 
continuation of treatment associated with a relapse, 
and reinstitution of treatment followed by resumption 
of healing, and 2) meditation was the only new variable 
in a long treatment course. 
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Speech Blockage: A Tricyclic Side Effect 
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BY ALAN F. SCHATZBERG, M.D., JONATHAN O. COLE, M.D., AND DIETRICH P. BLUMER, M.D. : j 


Untoward central nervous system and behavioral ef- 
fects of tricyclic antidepressants are well reported in 
the psychiatric literature (1-4). Manic excitement, 
psychotic exacerbation, and toxic psychosis have 
been reported, as hes a marked anticholinergic de- 
lirium characterized by confusion, disorientation, dis- 
organized thinking, and visual as well as other halluci- 
nations (5). Also, subtle difficulties in thinking, Jearn- 
ing, and memory have been reported by our group and 
others (6, 7). 

In this paper, we will report on five patients who 
developed *'speech biockage'' when they were treated 
with a tricyclic antidepressant. To our knowledge, ih:s 
tricyclic side effect has not beeen described in the liter- 
ature. The ‘‘speech blockage'' may be described as a 
delay in thinking and speech in which the patient hzs 
difficulty conceiving or transferring the next logical 
thought into words. In our experience, patients per- 
ceive this as a difficulty in expressing the worc or 
thought and as a halt in their normal speech patterns. 
After a pause of 1-3 seconds, an apparently correct 
word is vocalized. All patients were aware of the 
symptom, and some reacted to it with considerable 
anxiety. In all cases, the symptom had not been pres- 
ent before treatment with the tricyclic and disappeared 
‘promptly within four days of a decrease in the tricyclic 
dosage. It was noticed after patients had been on the 
tricyclic for more than two. weeks, in some cases after 
clinical response. 

Characteristics of the five cases are summarized in 
table 1. All five patients (3 women and 2 men, mean 
age = 47 years) hac a depressive illness with signifi- 
cant vegetative symptomatology, and three experi- 
enced considerable anxiety or agitation. Four were 
inpatients. None was schizophrenic or had a prior 
history of mania or nypomania, and there was no evi- 
dence of contributing medical or neurological illnesses. 
Neurological and EEG examinations of the four in- 
patients before the onset of the symptom revealed 10 
significant pathologv. 

Three patients had been meai with amitriptyline 
and two with imipramine, with a minimum time on the 
drug of 18 days and minimum dosages of 150 mg/day. 
The symptom disappeared with a decrease in doszge 
of 50-100 mg/day; this did not result in an increase in 
depression. Further, speech blockage occurred in the 
absence.of gross confusion or disorientation. The case 
report below is illustrative of the group. 
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Case Report 


A 40-year-old woman (Ms. C in table 1) was admitted to 
McLean Hospital for depression characterized by early and 
late insomnia, decreased interest, lowered mood, and anx- 
iety. After 4 weeks on amitriptyline, including 25 days on 150 
mg/day, her depression had improved considerably. How- 
ever, she began to complain of an occasional inability to 
*find'" and speak a desired word. This symptom increased 
her anxiety, and she was given diazepam, up to 15 mg/day, 
for her anxiety, with no improvement in her speech block- 
age. Àn increase in amitriptyline to 175 mg/day for 3 days did 
not ameliorate her condition, but a decrease to 100 mg/day 
resulted in disappearance of the blockage within 4 days. An 
EEG on day 9 of treatment and a neurological examinatior 
on day [0 were unremarkable. The only other medication the 
patient received before the blockage appeared was chloral 
hydrate, 500 mg p.o. h.s. p.r.n., which she received approxi- 
mately every other day. 


Discussion 


Although at first glance the symptom suggested 
stammering, closer observation revealed that the diffi-* 
cultv was not primarily with phonation but rather with 
retrieval of words, such that patients appeared to be 
unable to find and translate the word into speech. The 
pauses lasted for only a few seconds, and the patients 
eventually were able to state the word or concepte 
They were aware of the symptom, which produced 
considerable anxiety. This awareness may differentiate 
tricyclic speech blockage from the ^*blocking'' seen in 
schizophrenic patients. 

We believe the symptom reflects an untoward reac- 
tion to the tricyclic. Two of the patients had received 
no other psychoactive medication. One received 
diazepam, one flurazepam, and one chloral hydrate. 
However, there did not appear to be a clear temporal 
relationship between the other medications and the on- 
set of the symptom. The symptom seemed related to 
the tricyclic, clearing quickly when tricyclic dosage 
was decreased. Four of the five patients were 40 years 
of age or older, suggesting that speech blockage may 
be more common in older patients, as has been report- 
ed for confusional episodes with tricyclics (3). How- 
ever, our patients did not appear confused or dis- 
oriented. Indeed, the observation that such symptoms 
may occur in the absence of delirious states should 
alert clinicians to look for untoward central effects, 
even though the patient may not be grossly dis- 
oriented. 

We believe the most parsimonious explanafion for 
the symptom is a tricyclic-exerted, central. ánticho- 
linergic effect on higher cortical functions. We have 
not encountered the side effect when using. deSmeth- 
ylimipramine, which probably causes fewer anticho- 


,inergic effects (8). Another possible explanation is'a 
“relative decrease in cholinergic activity secondary to 
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: Days on Tricyclic Other Medication 


TABLE 1 

Characteristics of Patients at the Time Speech Blockage Was Noted 
Patient Age (years) i Tricyclic Daily Dosage (mg) 
Mr. A 36 Imipramine 225 

Ms. B 49 Amitriptyline 200 

Ms. C 40 Amitriptyline 150 

Mr.D 56 Amitriptyline 150 

Ms. E 53 Imipramine 150 


a tricyclic-related increase of noradrenergic activity. It 
would have been of interest to try physostigmine in an 
attempt to reverse the blockage; however, patients' 
positive response to a lowering in dosage obviated this 
course of action. Physostigmine may reverse con- 
fusional states (9) and memory impairment (10) that 
occur secondary to the use of tricyclics and scopola- 
mine, respectively. 

In summary, we have reported on speech blockage, 
an apparert side effect of tricyclic antidepressants, in 
five middle-aged depressed patients. The symptom oc- 
curred in the absence of gross disorganization and 
cleared promptly with a decrease in medication. 
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The Myth of Pseudodementia: Depression and the Aging Brain 


BY DAVID SHRABERG, M.D. 


Geriatric psychiatry has become a burgeoning sub- 
specialty in the mental health field. Affective disorders 
in the senium are a prominent concern because of the 
fear of confusing an affective disorder with a dement- 
ing process as well as the recognition of the debilitat- 
ing effects of depression in the aged. Because of the 
difficulty of differentiatmg depression from dementia 
in the senium, “‘pseudodementia’’ (1) has been consid- 
ered as a provisional diagnosis for patients who appear 
to have primarily features of a dementing illness but 
actually have a depressive pseudodementia. The rea- 
sons for using this diagnosis are two-fold: 1) patients 
may fail to recelve appropriate therapy for depression 
and be consigned forever to an institution, and 2) if left 
untreated, the debilitating effects ofa depression in the 
aged patient may accelerate whatever cognitive im- 
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pairments are already present. Studies by Roth and 
Merrisey (2) suggest that psychiatric misdiagnosis in 
the aged is surprisingly rare. Nonetheless; the tragedy 
of failing to treat an eminently treatable illness because 
of misdiagnosis makes the concept of pseudodementia 
appealing. The concept oversimplifies the division be- 
tween cognitive and affective illness, and results of 
conventional psychometric testing may condemn a 
moderately demented and azed patient with depres- 
sion to no treatment and unnecessary institution- 
alization. The patient I will describe illustrates this, 
and his case demonstrates useful methods of determin- 
ing whether persistent treatment of depression is in- 
dicated. E 


Case Report 


This 85-year-old widowed man was brought to the univer- 
sity hospital psychiatric service by his family because of the 
subacute onset of an illness 4 weeks previously. At the onset 
of his illness, he became withdrawn, remained in bed all day, 
refused to eat, and no longer shaved or dressed hipself as he 
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had in the past. Before the onset of the illness, Mr. A. a 
retired sugar plantation manager, had dressed in a suit and 
gone for walks daily, and, although nearly blind from bilate-al 
cataract extractions, he listened avidly to the radio and was 
conversant in current events. He had a lifelong history of 


unipolar depression and 1 year earlier had responded well to 


amitriptyline, 100 mg/day. Therefore, he was again given 
amitriptyline at the same dosage. After 4 weeks of treatment 
at home, he continued to do poorly and was admitted for 
further evaluation and treatment. No precipitating event 
could be elicited from the family. 

On admission, Mr. A was a withdrawn and angry man who 


. looked his stated age. He spoke in short phrases, angrily de- 


* 


nied that anything was wrong, and gave no suggestion of an 
affective disorder other than his very sad facies. His behav- 
ior on the ward resembled that of terminal senile dementia. 
He was disheveled and anorexic, remained in a fetal posture 
in bed, and, when engaged in conversation, was virtualiy 
mute except for occasional angry rejections of any offers of 
help. 

Menta! status examination revealed that he was disori- 
ented to year, his age, and place. He remained disoriented in 
these spheres despite numerous reminders over the weeks. 

Complete medical studies, including renal, liver, and thy- 
roid tests, were normal. Chest and skull films. were normal. 
An EEG was performed on the week of admission and was 
within normal limits, showing a normal background alpha 
rhythm of 9-10 cycles/second. A radioisotope brain scan 
was normal. CT scan showed moderate symmetrical dilatz- 
tion of the entire ventricular system and subarachnoid space. 
There was no evidence of lesions in the brain substance or cf 
subdural hematoma. The conclusion was that the patient had 
moderate cerebral atrophy. 

Because of the abnormal CT scan and the appearance of 
significant cognitive impairment on mental status testing, 
psychological testing was performed, including the verbal 
subtests of the. Wechsler Adult Intelligence Scales and por- 
tions of the Wechsler Memory Scale. He answered some test 
questions fairly readily but became reluctant or angry when 


asked others. The psychologist thought the lack of a re- 


sponse seemed to mean that “he could not answer rather 
than he would not." During the testing, he was unable to 
give his exact age or to recite the alphabet completely. His 
verbal 1.Q. was 86. He performed best on subtests that in- 
volved early educational and environmental learning (‘‘old”’ 
learning), whereas "other neuropsychological areas ap- 
peared to be devastated.” 

Amitriptyline was continued, and after a dosage increase 
to 150 mg/day, he developed a toxic atropine-like psychosis. 
The amitriptyline was discontinued and he was given a 
monoamine oxidase inhibitor (MAOD, isocarboxazid, 40 mg 
day. After a 6-week course the MAOI was discontinued be- 
cause there was virtually no improvement. He was without 


any medications for the next 2 weeks, when a course of 


imipramine, 75 mg/day, was started. After 3 weeks he gradu- 
ally became more talkative, alert, and socially involved in 
the activities around him. He began joking, listening to his 
radio, and requesting-beer and cigarettes with his meals. He 
discussed the dry mouth, peculiar taste, and lack of energy 
that had heralded his depression. He reported that he *'felt 
like a new man” and again dressed daily in a shirt and tie. 
Because of this dramatic turn of events, he was retested. 
His verbal I.Q. had returned to normal, with a score of 99. 
However, severe deficits remained in subtests, although re- 
sults of mathematical testing were substantially improved. 
However, pie test results indicated that a dementing illness 
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remained. He continued to be unable to give his correct age 
or to recite the complete alphabet, although he was oriented 
to place and situation. He was discharged to. his family and 
has done well. 


Discussion 


Although this patient's eventual response to antide- 
pressant medication was dramatic, his case cannot be 
considered a depressive pseudodementia. Psycho- 
motor retardation and lack of motivation may have ex- 
eggerated his cognitive disorder, but the primary in- 
ellectual deficits remained on testing after his recov- 
ery. If the cognitive deficits and his initially poor 
response to antidepressants had been considered 
alone, he might have been institutionalized without an 
adequate full trial o£ therapy; that is, he might have 
= considered to have a “‘pseudo-pseudodementia,”’ 

, terminal dementia. 

"The importance of several features tn addition to the 
cognitive aspects of affective disorders in the senium 
is significant, as this case indicates. The importance 
of a psychiatric history of affective disease (3) before 
the senium should always alert the diagnostician to- 
ward the possibility of a recurrence in clinical pictures 
like the one I have described. Furthermore, other than 
the sad facies, depressions In the aged are sometimes" 
remarkably free of the ''affective tone'' usually pres- 
ent in other age groups (3, 4). The clinical presentation 
of depression in the senium is primarily translated into 
physical, particularly autonomic, terms—appetite and 
sleep disturbances, weakness, dry mouth, constipa® 
tion, and cognitive deterioration with psychomotor re- 
tardation. The anaclitic depression of the preverbal in- 
fant presents primarily in physical terms, and the pic- 
ture in the aging nervous system Is similar. 

Subacute onset of a vegetative withdrawal is unlike- 
ly in dementia or vascular insult. In addition, the pres- 
ence of a normal EEG with such a severe vegetative 
withdrawal argues against a primary dementia (5). In 
many cases, neuropsychological testing is unable to 
resolve the diagnostic dilemma of depression Versus 
dementia (6). 

Cases such as this one suggest that while the con- 
cept of pseudodementia may be helpful, it can also 
prejudice the psychiatrist to make the very mistake he/ 
she wishes to avoid, i.e., insufficiently treating depres- 
sion in the aged. Therefore, the concept of dementia 
and depression occurring as parallel and interrelated 
processes in the senium is a more helpful treatment 
guide. The importance of a rapid onset, a history of 
affective illness, and a normal EEG should not be 
overlooked, even in the presence of a substantial clini- 
cal dementia. The translation of depression into phys- 
ica. terms as well as cognitive ones in the agéd can 
make the mental status exam difficult. It is*important 
to realize that both depression and dementia are dy- . , 
namic and fluctuating processes and that whatNnay 
disable the patient.is the severity of one or both togeth- - 
er. For example, this patient, although demented, was 
significantly disabled not by cognitive disease but pri- 
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marily by his affective illness. Once he responded to 
the appropriate medication (perhaps the term ''psy- 
n chie energizer” is not too misleading for antidepres- 
sants in the aged), he was able to return to his normal 
activities. 

In conclusion, although the concept of pseudo- 
dementia is theoretically useful, the disease is a myth 
that confuses the complicated issues of depression and 
the aging brain. 
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É Platelet MAO Inhibition Following Tricyclic Antidepressant Therapy 


BY JONATHAN DAVIDSON, M.D., MALCOLM N. MCLEOD, M.D., MARKKU LINNOILA, M.D., 


ALBERT A. KURLAND, M.D., AND HELEN L. WHITE, PH.D. 


It has been assumed that the tricyclic antidepres- 
sants act by blocking the reuptake of norepinephrine 
(1) and/or serotonin (2) into presynaptic nerve end- 

e ings. This would produce increased availability of neu- 
rotransmitter at the postsynaptic receptor and lead to 
* mood elevation. Reports that tricyclics inhibit mono- 
amine oxidase (MAO) in animal tissue (3) and human 
platelet (4) prompted this investigation of the effects of 
imipramine and amitriptyline in depressed patients. 
This pilot study addresses the following questions: Do 
imipramine and/or amitriptyline inhibit platelet MAO 
in vivo? Is the degree of inhibition related to dose or to 
the plasma level of the drug? What is the relationship 
between MAO inhibition and the drug’s efficacy? 


Method 


The subjects were 15 hospitalized depressed pa- 
tients (7 men and 8 women: mean ages, 39.7+12.3 and 
39,.8+10.5, respectively) who gave informed consent. 
Depression was diagnosed according to standard cri- 
teria, and all subjects scored a minimum of 20 on the 
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Hamilton Depression Rating Scale. All subjects re- 
ceived tricyclics for 3 weeks—9 were given imipra- 
mine and 6 amitriptyline. Maximum daily doses were 
150 mg of imipramine and 225 mg of amitriptyline. The 
effect of a dose change on MAO activity was noted in 5 
subjects. In 4, a decision was made to increase the 
dosage at the end of 3 weeks, based on overall clinical 
state. In the fifth subject the dose of imipramine was 
reduced at the end of week 2 because of side effects. 

Platelet MAO activity was measured by one of us ~ 
(H.L.W.) before and after 3 weeks of drug treatment. 
Isolation of platelets and measurement of enzyme ac- 
tivity followed standard methods (5,6). 'C-Trypta- 
mine (1074 M, 8.3 mCi/mmol) was used as substrate, 
and MAO activity was expressed as nanomoles of 
4C-product per hour per milliliter of platelet prepa- 
ration (1 ml of platelet = approximately 20 ml of 
whole blood). Although this is unconventional, we 
have found it to be as satisfactory as the more conven- 
tional method of expressing MAO activity (nanomoles 
per hour per milligram of protein). 

Steady-state plasma levels of imipramine and des- 
methylimipramine were measured by one of us 
(A.A.K.) in the third week according to a standard 
procedure (7). Steady-state levels of amitriptyline and 
nortriptyline were measured by M.L. by gas chroma- 
tography (8) at the end of the 3 weeks of drug treat- 
ment. 


Results 


No consistent pattern of change was seen in MAO 
activity following tricyclic therapy. An apparent de- 
crease from 10.1+7.2 to 7.9+6.9 nmol/hour per millili- 
ter of platelet was not significant. Mean d in- 
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TABLE 1 i 
Dose Change, Plasma Level, MAO Activity, and Clinical Response for 
5 Subjects 


Dose Plasma Level MAO Activity Hamilton 

Drug (mg/day) (ng/ml) _{amot/hr/m)) _Score 
Imipramine 

3 weeks 150 96 2.1 28 

5 weeks 225 187 3.1 20 
Imipramine : ; 

3weeks | | 150 154 4.5 17 

5 weeks 225 353 4.4 1 
Amitriptyline 

3 weeks 125 190 7:2 9 

5 weeks 200 430 6.1 7 
Amitriptyline 

3 weeks 200 170 2.8 10 

5 weeks 300 280 4.5 . 6 
Imipramine 

2 weeks 150 240 14.5 17 

3 weeks 100 180 8.8 21 


hibitions of MAO were 29.8+28.2 for imipramine and 
34.1+34.1 for amitriptyline. Although no difference 
was noted between men and women (28.1%=+23.0 and 
35.5%+35.7, respectively), it is of interest that the 3 


subjects who achieved greater than 60% inhibition. 


were women. An increase in activity during treatment 
was observed in 3 subjects. When these subjects were 
omitted from the analysis, the.decrease in MAO activi- 
ty still failed to reach significance (from 10.4+8.0 to 
5.4+5.1, p<.10, two-tailed t test). No relationship was 
observed between MAO inhibition and plasma drug 
levels. Ratios of imipramine to desmethylimipramine 
or amitriptyline to nortriptyline were not related to 
magnitude of enzyme inhibition. 

Improvement, defined as a decrease of at least 10 
points on the Hamilton scale, was found in 6 of the 9 
patients given imipramine and 4 of the 6 given amitrip- 


. tyline. Improvement was not accompanied by a reduc- 


tion in MAO activity in 4 of the 10 patients who im- 
proved. 
The effect of dose change in 4 subjects at week 3 and 


inl subject at week 2 is described in table 1 with refer- 


ence to plasma drug levels, MAO activity, and Hamil- 
ton scores. As table I indicates, dose adjustment does 
not seem to result in any consistent change in MAC 
activity, although clinical state and plasma level of 


. drug changed as anticipated. 


No difference was noted in the two drugs' abiy tc 


| inhibit MAO. 


Discussion 


Our findings raise several interesting questions. The 
results may indicate that imipramine and amitriptyline 
are effective antidepressants without any consistent al- 
teration of platelet MAO activity, although their ef- 
fects upon in situ activity of human brain mitochondria 
are unknown. Inhibition of MAO activity was found to 
be unrelated to dose of drug, to plasma level of tri- 
cyclics, and to the ratio of the parent compound to the 
demethylajed metabolite. Alteration in dose does not 
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produce a consistent change in-enzyme activity, al- 
though it may be related to further improvement. 

Our results differ from a previously published report 
(4). It is known that the menstrual cycle accounts for a 
23% change in MAO activity, which could be impor- 
tent in the 7 premenopausal subjects in this study. De- 
gree of physical and social activity is also an important 
variable that was not adequately controlled in this 
study. 

Using rabbit brain and liver mitochondria, Von 
Korff found that with tryptamine as substrate, imipra- 
mine did not inhibit MAO (9). Since the tricyclics are 
a: least 10 times more potent inhibitors of MAO type B 
than MAO type A (3), a greater inhibition of human 
platelet MAO, which is almost entirely MAO-B (5), is 
to be expected. Less inhibition might be found for 
brain or liver MAO, which contain the A type. Using 
Imipramine, Roth and Gillis (3) reported binding con- , 
stants of 4X 10^? M for MAO-B, using phenethylamine 
as substrate, and 3X10^* M, for MAO-A, using sero- 
tonin. Inhibition of human platelet MAO by amitripty- 
line follows simple noncompetitive kinetics when 
tryptamine is the substrate. Therefore, one would not 
expect the concentration of tryptamine used in platelet 
MAO assays to influence percent inhibition. 

An important consideration is the reversibility of in- 
hibition by imipramine and other tricyclics (10). The 
procedure for extraction of platelets from whole blood 
could be expected to remove most of a weakly bound, 
reversible inhibitor. Therefore, the inconsistencies in 
MAO data obtained after treatment with tricyclics may e 
reflect differences in platelet isolation techniques. In- 
hibitions determined with isolated platelets may, in 
fact, be much less than actual inhibitions in vivo. 

At the present time, the extent of tricyclics’ inhibi- 
tion of MAO in humans is unclear, and its significance 
questionable. Findings from studies such as this 
should be interpreted with caution in view of the nu- 
merous variables that can affect measurement of 
MAO, including different assay techniques. 
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Evidence for an Endogenous Inhibitor of Platelet MAO in Chronic Schizophrenia 


BY WADE H. BERRETTINI, M.D., AND WOLFGANG H. VOGEL, PH.D. 


Since 1972, numerous investigators have described 
a significant decrease in platelet monoamine oxidase 
(MAO) activity among chronic schizophrenics (1, 2). 
An extensive kinetic evaluation of this enzyme in 
chronic schizophrenia has recently been completed in 
our laboratory (1,3). Kinetic analysis, using Line- 
weaver-Burk plots, indicated that the decreased activi- 
ty among chronic schizophrenics might be due to un- 
competitive inhibition, which suggests that an endoge- 
nous inhibitor of platelet MAO may be present in some 
* of these patients. The following experiments were de- 
signed to determine whether any evidence of an endog- 
enous inhibitor of MAO could be detected in the blood 
of chronic schizophrenics. 


Method 
e 


Selection of patients and controls has been pre- 
viously described (3). Briefly, patients were diagnosed 
as chronic schizophrenics using the criteria of the 
World Health Organization’s International Pilot Study 
of Schizophrenia (4). All patients admitted to auditory 
hallucinations (defined as threatening, commanding, 
or derogatory voices). All expressed highly delusional 
ideas (thought control, thought broadcasting, or per- 
secution) and were considered to have looseness of as- 
sociations and flat affect. All patients had a history of 3 
or more years of illness, with 2 or more hospital- 
izations within those years. 

Patients were characterized as having decreased 
platelet MAO activity if the maximal velocity (V mar) 
and Michaelis constant (K,) were below the pre- 
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viously measured means in the chronic schizophrenic 
group (3). Patients were characterized as having nor- 
mal platelet MAO activity if the V,,,. and K,, were 
within one standard deviation of the previously mea- 
sured means in the control population (staff and labo- 
ratory personnel with no personal or family history of 
psychiatric illness) (3). 

Approximately 40 ml of venous blood was drawn 
directly into 15-ml evacuated glass tubes, pretreated 
with 0.3 ml of 5% EDTA. All blood was kept on ice, 
and assays were started within 4 hours. Blood was 
centrifuged at 350 g for 30 minutes at 5°C to obtain a 
platelet-rich plasma. An aliquot of the plasma of a con- 
trol and a patient was then transferred to two glass 
centrifuge tubes and spun for 20 minutes at 1,100 g at 
5°C to form a platelet plug. Platelet-poor plasma was 
obtained by centrifuging the supernatant plasma once 
more at 1,100 g at 5°C for 20 minutes. A second aliquot 
of platelet-rich plasma from a control individual was 
mixed with platelet-poor plasma from another control; 
a third aliquot of control platelet-rich plasma was 
mixed with platelet-poor plasma from a patient. Mix- 
ing was done in a ratio of 1:3 (platelet-rich to platelet- 
poor) at 37°C for 10 minutes. Unmixed control plate- 
let-rich plasma was also incubated in this manner. 
These mixed plasmas, with the unmixed control 
plasma, were spun at 1,100 g for 20 minutes at 5°C to 
obtain platelet plugs. Thus, from each control, three 
platelet plugs were obtained: 1) without exposure to 
platelet-poor plasma, 2) after exposure to platelet-poor 
plasma from another control, and 3) after exposure to 
platelet-poor plasma from a patient. 

In the case of dialysis, platelet-poor plasmas from 
patients were dialyzed against 200 volumes of 0.9% 
NaCl (pH -5.5) in standard cellulose tubing for 3 hours 
at room temperature. This dialyzed platelet-poor plas- 


ma was then mixed with control platelet-rich plasma 


as described above. 


.. Platelet pellets were washed twice with 2 ml of So- 
Tensen's phosphate buffer (0.05 M, pH 7.4) and then 


suspended in a small volume of the buffer. The pellet 
was homogenized in a glass and Teflon homogenizer for 
| minute at 5°C. The protein content of each homoge- 
nate was determined by the method of Lowry and as- 
sociates (5). 
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Kinetic Changes in Platelet MAO Activity of Normal Individuals After Mixing Normal Platelet-Rich Plasma with Platelet-Poor Plasma from Nor- | 


mals and from Chronic Schizophrenics with Low Platelet MAO Activity 


DMT as Substrate (N —10) 





*V zar in nanomoles/mg protein per hour. 
** All K,, values in the table are X 107* M. 
***Decreased from ‘‘no treatment” value, p<.001. 
tDecreased from ‘‘no treatment” value, p<.05. 


The enzymatic method has been fully described (3). 
Briefly, the method used was that of Wurtman and Ax- 
elrod (6), which relies on the ability of an organic 
solvent to reproducibly extract a fraction of the prod- 
ucts of MAO catalysis from a highly acid aqueous 
phase. When dopamine was used as substrate, 0.15 ml 
of platelet homogenate was added to test tubes con- 
taining final concentrations of *H-dopamine (specific 
activity=11.0 mCi/mmol) ranging from 2.0 1074 M to 
8.01074 M in the phosphate buffer. The final volume 
of the assay was 0.25 ml. After 30 minutes, the reac- 
tion was stopped with 1 ml of Z N HCl, and metabolites 


-~ were extracted with 6 ml of toluene-tetrahydrofuran 


(2:1). The radioactivity of the organic phase was deter- 
mined by. liquid scintillation counting. 

When N,N-dimethyltryptamine (DMT) was used as 
substrate, 0.050 ml of platelet homogenate was added 
to test tubes containing final concentrations of 2-!*-C- 
DMT (specific activity 22.34 mCi/mmol) ranging from 
2.0x 1074 M to 6.0X 107* M in the phosphate buffer. The 
final volume of the assay was 0.100 ml. The reaction 
was stopped after 1 hour by the addition of | ml of 2 N 
HCl. Metabolites were extracted with 6 ml of toluene 
and radioactivity was determined with liquid scintilla- 
tion counting. 

Statistical analysis of data was done using a one-way 


" analysis of variance with planned comparison. 


Results 


Exposure of normal platelets to normal platelet-poor 
plasma produced no significant effect on Ving or Km, 
with either dopamine or DMT as substrate (see table 
1). When platelets from the same normal subjects were 
mixed with platelet-poor plasma from chronic schizo- 


,phrenics with low platelet MAO activity, however, 


both V maz and Km were significantly decreased when 

dopamine or DMT was used as substrate. Inter- 

estingly, this phenomenon was seen only among the 

schizophrgnics who showed decreased platelet MAO 
f 
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Dopamine as Substrate (N-8). 


Dialysis Experiment with 
Dopamine as Substrate (N=7) 








. . E: *x* 
Treatment of Normal V maz NS Km Vms Ka Kan Vms Km K, 
Płatelet-Rich Plasma Mean SD Mean SD Vmar Mean SD Mean SD  Vmer Mean SD Mean SD Vmar 
` No Treatment 18 03 16 05 0.89 L6. 32 1.4 0.21 13 16 29 07 02 
Mixed with normal 
platelet-poor plasma 18 0.4 1.6 0.4 0.89 2.4 UA 0.5 0.20 14 15 3.0 0.8 0.21 
Mixed with platelet-poor l 
plasma from chronic schizo- 
phrenics with low platelet 
MAO activity 1.37**0.4 127 0.5 0.92 9 4***2 1 2.17 06 0.22 8.3***12 231 0.8 0.28 
Mixed dialyzed platelet- 
poor plasma from chronic 
schizophrenics with low 
platelet MAO activity 12 Y E 0.6 0.21 


activity in our previous study (3). Mixing the normal 
platelet-rich plasma with platelet-poor plasma from 4 
chronic schizophrenics who had normal platelet MAO 
activity (3) had no effect on the V,,,, or Km of the nor- 
mal platelet MAO. The average value of Km V mar, ° 
which represents the slope of the line in Lineweaver- 
Burk plots, remained constant in all of these studies, 
suggesting that the mean lines for all groups were par- 
allel. This phenomenon, in kinetic terms; may reflect 
uncompetitive inhibition. We have observed this phe-e 
nomenon in a straightforward comparison of platelet 
MAO activity in chronic schizophrenics and controls 
(3). 
As table 1 indicates, the effect of the schizophrenic 
platelet-poor plasma on normal platelet MAO activity 
could be abolished by dialysis. No significant changes 
in Vingx OF Km were produced after exposure to dia- 
lyzed platelet-poor plasma from chronic schizophren- 
ics who had low MAO activitv. 

Exposure of platelets obtained from schizophrenic 
patients to platelet-poor plasma from control subjects 
produced no effect on the V mar or Km. The storage of 
the schizophrenic platelet-poor plasma for 1 month at 
0°C did not diminish its ability to produce a decrease in 
normal platelet MAO activity. 


Discussion 


The values reported here for Km and V mar of platelet 
MAO, with dopamine and DMT as substrate, are in 
good agreement with previously reported values for 
bota DMT (3) and dopamine (3, 7). 

These data may be consistent with the existence of 
an endogenous inhibitor of platelet MAO in the plasma 
of a group of chronic schizophrenics. This speculation 
is based on three lines of evidence. First, in a 3traight- 
forward comparison òf platelet. MAO K, and VM, in 
chronic schizophrenics and matched controls, the val- 
ue of Km V maz remained constant for both groups (de- | 
spite significantly decreased K, /and Ving, values 
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among chronic schizophrenics), a finding consistent 
with uncompetitive inhibition (3). Second, mixing 
platelet-poor' plasma from chronic schizophrenics 
(who showed low platelet MAO activity) with platelet- 
rich plasma from controls resulted in a depression of 
the control Km and V mar values toward the mean val- 
ues for schizophrenic subjects. Further, this depres- 
sion could not be demonstrated using platelet-poor 
plasma from controls or from chronic schizophrenic 
subjects with normal platelet MAO activity. The latter 
observation may rule out the possibility that some 
nonspecific effect is responsible for the decreased 
platelet MAO activity seen in normal platelets after ex- 
posure to platelet-poor plasma from chronic schizo- 
phrenics with low platelet MAO activity. Third, dial- 
ysis of platelet-poor plasma from chronic schizophren- 
ics abolished the inhibitory influence of this plasma on 
normal platelet MAO. This could indicate thai the in- 
hibitory factor is destroyed during the dialysis, or that 
it has a low molecular weight (less than 10,000 dal- 
tons). We do not yet know the origin of this inhibitory 
influence on MAO activity. It seems to be secondary 
to an endogenous inhibitor of the enzyme that is stable 
for weeks at 0°C. Murphy and associates (8) have 
, found no change in MAO activity before and after dial- 
` ysis of platelet homogenates obtained from chronic 
schizophrenics. This may indicate that if an inhibitor is 
responsible for the observed decrease in platelet MAO 
activity in chronic schizophrenics, it must be strongly 
bound to the enzyme. Thus we might hypothesize that 
this inhibizor binds irreversibly to the enzyme. Fur- 
ther, it is unlikely that the inhibitor is a drug or drug 
metabolite. It has been shown consistently that drug 
treatment ‘phenothiazines) of schizophrenia has no ef- 
fect on platelet MAO activity (9, 10). Some chronic 
schizophrenics, receiving antipsychotic medications, 
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did not have decreased platelet MAO activity in our 
previous studies (1, 3) and do not seem to possess the 
inhibitory factor in the plasma. To date, we have not 
encountered a schizophrenic individual with low plate- 
let MAO activity who did not have the inhibitory ud 
tor in the plasma. 

We think that this endogenous inhibitor may be re- 
sponsible for the decreased platelet MAO activity 
among chronic schizophrenics. Verification and exten- 
sion of this work is necessary to determine the exact 
relationship between decreased platelet MAO activity 
and the pathogenesis of chronic schizophrenia. 
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Sydenham's Chorea: Case Report of a Diagnostic Dilemma 


BY MICHAEL P. WEISSBERG, M.D., AND EUGENE V. FRIEDRICH, M.D. 


This is a report of a young woman who complained 
of left-sided ‘‘nervousness and restlessness” and was 
initiallv thought to be suffering from a conversion reac- 
tion. Eventually, she was diagnosed as having a Sy- 
denham-like chorea, probably precipitated by oral 


contraceptives. 
e 
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Case Report 


A 20-year-old right-handed woman was brought to the 
emergency room at 1:00 a.m. by her boyfriend because of 5 
days of left-sided *‘nervousness and restlessness.” The pa- 
tient, who was unkempt and seemingly unconcerned about 
her problems, came to the hospital at the urging of her 
boyfriend, who’ said that her problems were “all in her 
head." The patient said that the movements were less no- 
ticeable in the morning and worse when she was tired and 
upset. 

The patient had experienced many stresses since she 
moved to town several months before: she had had her third 
therapeutic abortion one month before and was "C" she 
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might not be able to have children because of the repeated 
abortions, and she had been fired from her job. When she 
was in the hospital for the abortion she was given oral con- 
traceptives (1 mg norethindrone plus 0.05 mg mestranol— 
Norinyl 1-750). 

. The medical intern thought that the patient was ‘‘obvious- 
ly depressed"' and exhibited “‘la belle indifference” because 
she was ''ignoring her problem." Some of the nurses re- 
ferred to the patient as a *'classic hysteric.”’ 

The neurologist found ‘“‘left-sided jumping and jerking 
movements" and *'*marked depression and anxiety.” A- neg- 
ative family history of rheumatic heart disease and of move- 
ment disorders, plus the disappearance of her abnormal 
movements with 7.5 mg of diazepam I.V., led him to the diag- 
nosis of hysterical conversion reaction. He instructed the pa- 
tient to discontinue the oral contraceptives and scheduled a 
brain scan, but he also told her that her problem was prob- 
ably ‘‘all in your head" and told the psychiatrist that “‘she 


. must be one of yours." The psychiatric consultant found 


that although the patient was depressed, given empathic lis- 
tening she readily expressed appropriate concern about her 
symptoms and frustration that no one seemed to believe she 
was really ill. 

Because her symptoms worsened, the patient was admit- 
ted to the neurology service 2 days later to ''rule out a basal 
ganglia abnormality" or ‘‘a functional basis’ for her difii- 
culties. In the hospital she exhibited a generalized hypo- 
tonia, occasional inversion of the right foot, and abnormal 
movements of the right arm. An apical systolic murmur, 
compatible with a rheumatic mitral valve, was noted. Elec- 
trolytes, renal, thyroid, and liver functions, coagulation 
screen, VDRL, ceruloplasmin, and serum streptozyme were 


: all within normal limits. ECG, chest and skull films, EEG, 


* 


brain scan, lumbar puncture, and CT scan were also normal. 
On the fourth hospital day, she was diagnosed as having 
Sydenham-like chorea, probably secondary to oral con- 


traceptives; and was started on oral penicillin because of the - 


possibility of an undocumented B-streptococcal infection. 
Thioridazine, 25 mg t.i.d., slightly improved her choreiform 
movements. 

-Over the next 8 weeks her chorea and depression gradu- 
ally resolved, and the movements were noticeable only when 
she became angry or anxious. The patient remained sensitive 
to any implication that she had in some way caused the 
hemichorea. ' 


Discussion 


‘A number of factors obscured the diagnosis in this 
case: the patient reported recent stresses, was de- 
pressed, and was thought to exhibit “‘la belle indif- 
ference.” The initial diagnosis was also incorrectly 
supported by the patient's response to diazepam, since 


. both choreiform and hysterical movements may de- 


crease with relaxation and disappear with sleep. 
When a patient exhibits altered thinking, mood, or 


behavior, an erroneous functional diagnosis may be 


made if no organic cause is considered or diagnosed. 
The functional-organic dichotomy can be especially 
confusing in Sydenham's chorea, since emotional up- 
set and behavioral abnormalities are reportedly in- 


. volved in the presentation, etiology, and sequelae of 


the illness. 


Confusion in the diagnosis of chorea dates back të 


— description of chorea in 1685: — 
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[It] shews itself by a certain lameness, or rather un- 
steadiness of one leg. . . afterwards affects the hand of the 
same side [which] cannot be held in the same posture a 
moment, but it is distorted or snatched by a kind of con- 
vulsion into a different posture . . . not withstanding alf his 
efforts to the contrary. If a glass of liquor be put into his 
hand to drink, he uses a thousand odd gestures before he 
can get it into his mouth; for not being able to carry it in a 
straight line thereto, because his hand is drawn different 
ways by the convulsion, as soon as it has happily reached 
his lips, he throws it suddenly into his mouth, and drinks it 
very hastily, as if he only meant to divert the specta- 
tors. (1, p. 338, emphasis added) 


Sydenham (cited in reference 2, p. 185) attempted to 
distinguish chorea from the “‘hysterick fits of wom- 
en," which he identified with the less common ‘‘hypo- 
chondriac symptoms" in men. Wilson (cited in refer- 
ence 3, p. 9) called these movements a ''caricature of, 
volition'' because of their similarity to voluntary 
movements. Osler (cited in reference 2, p. 186) recog- 
nized difficulties in distinguishing chorea from habit 
spasm and hysteria. Kraepelin (4) thought chorea was 
a good example of the difference between real and ap- 
parent causes of illness in psychiatry. 

Emotional changes accompanying episodes of 
chorea may.be due to an obvious delirium, but patients ' 
have been described as appearing schizophrenic, 
hypomanic, depressed, hysteroid, and emotionally in- 
continent (4-7). Since chorea may be heralded only by 
restlessness and irritability, patients with this disorder 
may impress examiners as having a psychiatric iliness* 
if the choreic movements are slight or overlooked. 

Prior to the twentieth century it was thought that 
emotion, especially fright, precipitated chorea. How- 
ever, in an early study done at the Colorado Psychiat- 
ric Hospital, Ebaugh (7) reported that only 2 of 36 chil- 
dren had a possible "'fright chorea.” Recent authors 
remain unconvinced of a causal relationship between 
emotional upset and chorea (5), although some feel 
that emotional upset, fatigue, or intercurrent illness 
may precipitate acute recurrences (2). 

Emotional sequelae of chorea have been variously 
reported. Ebaugh (7) thought that chorea led to a high 
incidence of impulse disorders and juvenile delinquen- 
cy. Others report that personality disorders and vari-. 
ous neurotic reactions may ,result. Wertheimer (8) 
even suggests a rheumatic etiology for some cases of 
schizophrenia. 

Oral contraceptives have recently been implicated 
in the development of chorea (5, 9).. The medication 
creates a “‘pseudopregnancy,’’ and either the pill or 
pregnancy might produce a situation that resembles 
Sydenham’s chorea ‘‘both with or without a past 
history of rheumatic fever, chorea, or any iise in 
antistreptolysin titre.” (9). As many as 80% of those 
women who develop chorea while taking otal con- 
traceptives have had chorea previously (5). ese 
women, most of whom are nullipara, have à sudden. 
onset of primarily hemichoreiform movements, usual- 


ly within 4 months of starting oral contraception. Ab- 


* 
A 
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normal movements rapidly decrease with discontin- 


uation of the medication. It seems probable that the 
pathogenesis of chorea gravidarum and that of chorea 
associated with oral contraception are similar; both 
may have a rheumatic etiology. 

Sydenham’s chorea is thought to result from an im- 
munoallergic reaction between the streptococcal toxin 
and the nervous system. Up to 80% of patients with 
pure chorea show evidence of a prior streptococcal in- 
fection, and a high proportion of patients with pure 
chorea eventually develop other manifestations of 
rheumatic fever if not treated prophylactically (5). In 
1894 Osler “cited in reference 10, p. 194) addressed the 
same point, stating that if chorea presented in the ab- 
sence of acute endocarditis alone it was ‘‘exceptional 

. to find the heart healthy," which was illustrated 
by our patient. 


* Conclusions 


Even though there has been a marked decrease in 
the incidence of Sydenham's chorea, it still exists, and 
oral contraceptives have recently been implicated as a 
precipitant. The association of emotional abnormal- 
ities and Sydenham's chorea in the absence of evi- 
dence for a streptococcal infection may make this di- 


* agnosis particularly confusing. 


This case highlights the mistake of considering con- 
version hysteria a diagnosis of exclusion; of ‘‘ruling 
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in' ' psychiatric , illness by “ruling out" organic prob- 
lems. It is important to recall that disorders of think- 
ing, mood, and behavior are not diagnoses but symp- 
toms of both organic and functional disorders. Fur- 
thermore, as this case. illustrates, psychiatric and 
organic illnesses are not mutually exclusive. =. * 


REFERENCES 


I. Sydenham T: An essay on the rise of a new fever (1685). in the 
Medical Classics, vol 4. Baltimcre, Williams & Wilkins Co, 
1940, pp 327-353 

2. Lessof M: Sydenham's chorea. Guy's Hosp Rep 107:185-206, 
1958 

3. Herz E, Putnam TJ: Motor Disorders in Nervous Diseases. 
Morningside Heights, New York, King's Crown Press, 1946 

4. Kraepelin E: Lectures on Clinical Psychiatry (1904). New York, 
Hafner and New York Academy of Medicine, 1968 

5. Aita JA: Neurologic manifestatioas of rheumatic fever. Post 
Grad Med 54(6):82-86, 1973 

6. Gatti FM, Rosenheim E: Sydenham's chorea associated with 
transient intellectual impairment. Am J Dis Child 118:915-918, 
1969 

7. Ebaugh FG: Neuropsychiatric aspects of chorea in children. 
JAMA 87:1083-1088, 1926 

8. Wertheimer NM: Rheumatic schizophrenia. Arch Gen Psychia- 
try 4:71-88, 1961 

9. Bickerstaff ER: Neurological Complications of Oral Con- 
traceptives. Oxford, Clarendon Press, 1975 

10. Shaskan D: Mental changes in chcrea minor. Am J Psychiatry 
95:193-202, 1938 


Prolactin Changes During Electroconvulsive Therapy 


BY JOHN P.K. O'DEA, M.B., B.SC., DEBORAH GOULD, M.D., MARVIN HALLBERG, 


AND RALPH G. WIELAND, M.D. 


Electroconvulsive therapy (ECT) is used in depres- 
sive spectrum illness unresponsive to pharmacother- 
apy, in other affective disorders, and in schizophrenia. 
In these conditions the most commonly used psycho- 
tropic drugs are the tricyclic antidepressants, the phe- 
nothiazines, and phenothiazine-like drugs. The tricyclic 
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antidepressants probably act or. noradrenaline and/or 
serotonin, whereas the phenothiazines may modulate 
the brain dopaminergic pathwzys (1). The tuberoin- 
fundibular system, contained entirely within the medial 
basal hypothalamus, has the highest concentration of 
dopaminergic neurons (2). Its cell bodies are located in 
the arcuate and periventricular nuclei. The distal proc- 
esses of this system and those of the tuberoinfundibular 
hypophysiotropic peptidergic ce Is end adjacent to one 
another in the perivascular space about the capillaries 
of the median eminence (3). The peptidergic cells elab- 
orate hormones which enter the hypothalamohypoph- 
yseal portal system of veins to act on the anterior 
pituitary. There is evidence that biogenic amines par- 
ticipate in the control of each cf these hypothalamic 
hormones.(4). Dopamine (DA), >y acting on the pep- 
tidergic ceils at the level of the median eminence, 
appears to affect indirectly the -elease of certain an- 
terior pituitary hormones (3). However, in the case of 


* prolactin, dopaminergic influences appear to be more 


direct. There is evidence that prolactin is primarily 


S 
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Serum Prolactin Levels Before and After ECT During the First Five Treatments* 


Serum Prolactin Levels (ng/ml) 


controlled by inhibitory factors. DA has a direct in 
vitro inhibitory effect on prolactin release (5); added 
to the demonstration of the presence in the pituitary 
and absence tn the basal hypothalamus of stereospe- 
cific DA-neuroleptic receptors (6), this indicates thet 
DA is a potent prolactin inhibitor and that antericr 
pituitary dopaminergic effects are direct rather than 
peptide-mediated. Hence serum prolactin is an in- 
direct index of central nervous system DA. 

The effect of ECT on pituitary hormones is nct 
clearly understood. Reports indicate no effect of ECT 
on follicle-stimulating hormone (FSH) or luteinizing 
hormone (LH) levels in postmenopausal women and 
variable effects on FSH and LH in men (7). Reports re- 
garding human growth hormone are conflicting (7, 8). 

Because of the close relationship between the hypo- 
thalamic dopaminergic system and serum prolactin 
and the general acceptance of dvsfunction in biogenic 
amines as a basis of affective disorder, we undertook 
this study to determine the effect of ECT on serum 
prolactin. 


Method 


Subjects. The 12 subjects (8 women and 4 men) hed 
a mean age of 47 vears with a range of 22-74 vears. 
Eight patients had psychotic depression: 7 of them 
were recelving tricyclic antidepressants, 3 were re- 
ceiving phenothiazines, and 1 lithium carbonate con- 
currently with ECT. One of these patients was not tak- 
ing psychotropic drugs. Of 3 patients with schizophre- 
nia, 2 were taking tricyclic antidepressants, 2 were 
taking phenothiazines, and 1 no psychotropic drugs. 
There was | patient with a depressive neurosis wio 
received tricyclic antidepressants and phenothiazines. 
None of the patients had had ECT previously. Informed 
consent was obtained from all patients. Starting w:th 
the first treatment, peripheral venous blood sampies 
were obtained approximately 5 minutes before anc 5 
minutes, 1 hour, and 24 hours after ECT. Sampling 
was continued through the first five treatments. Afer 
the blood had clotted, sera from the centrifuged speci- 
mens were separated and stored at —20°C until asszy. 

Assay. Prolactin was iodinated with ' I by the 
chloramine T method. Aliquots of the iodinated mate- 


rial were stored at 20°C and rechromatographed before | 


assay to separate polymeric from monomeric !?T pro- 


* 
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ECT I ECT 2 ECT 3 ECT 4 ECT 5 ' 

‘Sample Mean SD Mean SD Mean SD Mean SD Mean SD 
5 minutes before ECT 28 28 23 18 28 19 20 13 25 18 
5 minutes after ECT 5] 30 54** 24 59*** 35 50** 22 el n 26 
i hour after ECT 41 26 37 30 37 28 28 25 28 26 
24 hours after ECT 29 30 25 28 26 26 21 17 17 10 

*Tests of significance {unpaired Student's t test) are for 5 minutes before ECT compared to 5 minutes efter ECT. 

**p«.005. 

***p« 05. 


lactin. A homologous radioimmunoassay for prolactin 
was performed using the double antibody technique of 
Vanderlaan's group (9). Immunochemical prolactin 


(hPrl-VLS 3) and rabbit antiserum to prolactin (anti-, 


VLS 3) were supplied by the National Institute of Ar- 
thritis, Metabolism, and Digestive Diseases. The inter- 
assay coefficient of variation was 13.2% and the intra- 
assay coefficient was 3.8%. All samples of individual 
patients were measured within a single assay. The re- 
sults of radioimmunoassay and statistical analysis 
were calculated on a Hewlett Packard 9830-A pro- 


grammable calculator. Results were expressed in* 


nanograms per milliliter, the normal range being 5-25 
ng/ml. 


Results 


The means and standard deviations of patients" 
serum prolactin values are presented in table 1. The 
levels of significance comparing values at 5 minutes 
after ECT with pretreatment values are also shown. 

The first treatment is followed by an increase in 
mean serum prolactin that approaches but does not 
reach significance. A significant increase is seen during 
the four subsequent treatments. One hour after ECT 
mean prolactin values fall and by 24 hours after ECT 
they are near pretreatment values. 


Discusston 


At the time of initiation of ECT, all but 2 of our pa- 
tients were receiving psychotropic medjcations known 
to increase prolactin levels. They received ECT be- 
cause of poor clinical response to drug therapy. Psy- 
chotropic medications were continued without dosage 
modification throughout the course of ECT. 

Pretreatment serum prolactin values were frequent- 
ly greater than the upper normal (25 ng/ml), probably 
due to medication. During five consecutive ECTs a 
rise in prolactin was seen 5 minutes after ECT and was 
significant in the second through fifth treatments. Lev- 
els of prolactin fell by 1 hour after ECT and were close 
to pretreatment levels after 24 hours. The patXnts had 
not previously been treated with ECT and serum, pro- 
lactin values obtained 1 day before the first ECT Were 
similar to values 5 minutes before treatments through- 
out the course of ECT. 
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Our findings confirm the rapid release of prolactin 
after ECT reported by Ohman and associates (10). The 
absence of concurrent psychotropic medication during 
ECT probably explains the lower pretreatment values 
found by those authors and probably resulted in a 
greater increase in post-ECT values. Our 5-minute 
post-ECT values are similar to the 15-minute post-ECT 
values in Ohman and associates' series. 

Despite tae fact that many of our patients had abnor- 
mally high prolactin levels before ECT that were at- 
tributed to psychotropic medications, ECT was fol- 
lowed by a prompt and transitory rise in serum pro- 
lactin. The response was similar in the 2 patients who 
were not receiving psychotropic medications. This in- 
crease, although it may reflect a nonspecific response 
to stress, is consistent with a specific hypothalamic do- 
paminergic inhibition. 
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Severity of Depression Differentiated by a Color Selection Test 


BY EARL COHEN, M.D., AND IAN HUNTER, PH.D. 
e 


Conventional psychological tests currently in vogue 
are of questionable value for detecting the severity of 
clinical depression. Time-honored instruments such as 
the Rorschach, the Thematic Apperception Test, and 
the Minnesota Multiphasic Personality Inventory are 
used extensively, but none has been able to forge a 
reliable linkege between perceptual process and clini- 
cal depression. In the course of a clinical investigation 
we discovered that a specific response on a color selec- 
tion test was significantly correlated with high depres- 
sion scores. The purpose of this paper is to report 
these findings in detail. 


Method j 


The setting for this study was an outpatient menta! 
health clinic serving the San Gabriel Valley region of 
Los Angeles County. The clinic serves a population 
that is primarily English-speaking, of low socioeco- 
nomic level, and indigent, with little psychological so- 
phistication and severe mental disorders. The subjects 
of thi. study were 50 adults ranging in age from 17 to 
64 RPM complaint was symptomatic depres- 
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sion. In addition, the patients 1) did not require psychi- 
atric hospitalization, 2) were motivated for outpatient ° 
treatment involving antidepressant medication, 3) 
were not currently taking specific antidepressant medi- 
cation, 4) had no history of substance abuse, 5) had no 
prior diagnosis of schizophrenia or manic-depressive 
psychosis, and 6) lacked current manic symptoms. 

In the course of the initial work-up in the clinic, each 
subject was given the Beck Depression Inventory 
(BDI) (1), and a cumulative score was computed to in- 
dicate the severity of the depression. The subjects 
were also given the Short Luscher Color Test (2), 
which utilizes cards of 8 colors: blue, green, orange, 
yellow, violet, brown, black, and grey. The standard- 
ized administration involves randomly arranging these 
cards before the subject and then asking, ‘‘Without 
trying to relate the colors to anything else but just as 
colors, which do you like best?” The preferred card is 
removed and the subject is again requested to select 
his preference among the remaining cards. The pattern 
is repeated until the subject has indicated his order of 
preference for the § colors. The cards are then shuffled 
and again arranged randomly before the subject. A 
second series is instituted by saying, “I want you to 
look at these colors as though you had never seen 


.them before. Don’t make a conscious effort to remem- 


ber or duplicate what you did last time. Which do you 
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now like best?’’ The process is repeated until an order 
of preference has been indicated a second time. 

One of the conventional methods for scoring this 
test developed by Luscher involves the position of col- 
ors selected. On the basis of previous empirical obser- 
‘vation by the senior author, the subjects were then di- 
vided into two mutually exclusive groups determined 
by their preference for the color yellow. The subject 
was termed ‘‘deviant yellow’’ if in either selection 
yellow was preferred in 1) the 6th, 7th, or 8th position 
or 2) the Ist position with blue, green, or orange in the 
6th, ?th, or 8th position. All others were placed into a 
group designated ‘‘normal yellow." 


Results 


A Mann-Whitney U test (3) was used to assess the 
significance of the difference between the mean scores 
of the BDI of the two patient groups. This analysis 
yielded Z=12.117, p<.017, with means of 30.26 and 
23.04, respectively, fer deviant yellow (N=23) and 
normal yellow (N=27). This indicates that those pa- 
tients scoring deviant yellow on the Luscher test had a 
markedly higher level of depression as measured by 
the Beck scale. We then compared the individual BDI 
.symptoms to see if deviant and normal yellows dif- 
fered in type of symptoms as well as severity. We 
found there were no specific symptoms or symptom 
clusters that characterized either group. The higher 
scores of the deviant yellows reflect a global intensity 
of all symptoms as measured by the BDI. 


Discussion 


These results were totally unexpected, and we have 
not yet been able to find an adequate explanation for 
them. Luscher states, ''If yellow ts rejected and placed 
in the 6th, 7th or 8th position, then hopes have been dis- 
appointed, the individual is confronting emptiness and 
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feels isolated or cut off from others . . . Rejected yel- 
low therefore means: is attempting to protect himself 
against isolation and further loss or disappoint- 
ment." (2, p. 64). Although our study was not. de- 
signed to test this hypothesis, we can point out that 
less than 50% of our subjects, all of whom were clini- 
cally depressed, manifested deviancy of yellow, so 
that this sign is not reliable for identifying clinical de- 
pression. What is interesting is that those who scored 
deviant yellow had a mean score of 30.26 on the BDI, 
which places them in Beck's category of markedly de- 
pressed, compared with the normal yellows' mean 
BDI score of 23.04, which is in the moderately de- 
pressed range. 

In accounting for this observation, one might invoke 
the common observation that depressed people gener- 
ally prefer darker rather than brighter colors. How- 
ever, this would not explain why most of our patients, 
who were all depressed, selected yellow among the 
first five of their preferences. Perhaps there is a sub- 
division among clinically depressed people manifested 
by the deviant yellow sign that may be an expression 
of one or more underlying genetic factors. Preliminary 
data from the clinical investigation, mentioned pre- 
viously suggest that these two depressed groups re- 
spond differentially to various types of antidepressant” 
medication. (We hope to present detailed results of 
that study in the future.) Further studies are certainly 
necessary to confirm these preliminary findings as well 


as to explain them. 
e 
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Dream Theory and Neurology: Queries 


Sin: Robert W. McCarley, M.D., and J. Allan Hobson, 
M.D., in “The Neurobiological Origins of Psychoanalytic 


" Dream Theory” (November 1977 issue), presented an exten- 


sive and fascinating comparison of Freud's psychoanalytic 
model of the mind and his neurobiological model of the brain 
as described in ''Project for a Scientific Psychology”’ (1). I 
feel they are mistaken, however, in proposing that his major 
theoretical concepts of mental functioning were a result of 
his neurobiological hypotheses in the ''Project."' 

As the authors noted, Freud worked on the ''Project'' and 


* his major theoretical treatise, The Interpretation of 


Dreams (2), during the same period. The presence of “‘iso- 
morphism” in his dream theory and neural model does not 
establish to what extent each preceded or influenced the oth- 
er. The authors stated that Freud's concept of repression 
"originated in the neuronal model of the ‘Project.’ ’’ In ''On 
the History of the Psychoanalytic Movement” (3), Freud 
stated, ‘‘The theory of repression is a product of psycho- 
analytic work, a theoretical inference legitimately drawn 
from innumerable observations." Nowhere in this work did 
he mention any model of neurobiology as having played a 
role in the genesis of his major psychoanalytic concepts. 

If anything, Freud stressed the need to free himself from 
applying current biological concepts to psychoanalytic theo- 
ry. In Scientific Interest in Psychoanalvsis,"' he stated, 


We have found it necessary to hold aloof from biologi- 
cal considerations during our psychoanalytic work, and 
to refrain from using them for heuristic purposes, so that 
we may not be misled in our impartial judgment of the 
psychoanalytic facts before us. But after we have com- 
pleted our psychoanalytic work we shall have to find a 
point of contact with biology. (4, pp. 181-182) 


Freud's neurobiological model was an attempt to formu- 
late on an organic basis what he already felt to be true on a 
psychological basis from his analytic observations. Then, 
not satisfied with this attempt, he refused to publish it. 

it is more likely that Freud's neurobiological theories in 
the “Project? were derived primarily from his psycho- 
analytic ones rather than vice versa. This possibility should 


- have :ft least been more thoroughly examined and addressed 


in the autMors’ paper. 
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JAMES E. NININGER, M.D. 
New York, N.Y. 


Sir: Drs. McCarley and Hobson begin “The Neurobiolog- 
ical Origins of Psychoanalytic Dream Theory’? with an in- 
teresting critique of Freud’s view of neurophysiology. They 
point out that Freud wrote a neurophysiological treatise 
close to the time when he wrote The Interpretation of 
Dreams (1); from this they suggest, as their title indicates, 
that the origins of Freud's theorv oi dreams rests in his view 
of neurophysiology. As support, they point out structural 


. parallels between his neurological and psychological ideas. 


They then point out places where modern neurophysiology 
has outdated Freud's physiological model and claim that 
Freud's theory of dreams is therefore also outdated. There 
are two important problems with this argument: it both mis- 
interprets and overestimates the use Freud made of his neu- 
rological model in his psychological work. 

The use Freud made of his neurological ideas, and the 
grounds for criticism of that use, are best understood by way 


of comparison with an example from the work of Claude' 


Levi-Strauss. Levi-Strauss described the ways in which indi- 
viduals in totemic societies use the relationships they per- 
ceive among animals in their environment to describe and 
define social, economic, and political relationships among 
themselves. All of us choose among the many structural rela- 
tionships we perceive among objects: in our familiar physical 
and mental landscapes when we struggle to understand new 
situations or organize new data. Those which prove useful 
we keep and translate into terms eppropriate for the situation 
at hand. In this process what we draw on are perceptions of 
relationships between familiar objects and concepts. What 
determines the usefulness of the old relationships in the new 
situation is not the scientific validity of the original relation- 
ships but the effectiveness of the criginal relationships, as 
perceived, in dealing with the new s'tuation. Accordingly, it 
would make no sense for a modern biologist to explain to a 
totemic tribe of American Indians that their social order is 
wrong because the latest genetic research has shown that 
foxes are more closely related to covotes than to wolves. 
Similarly, it makes no sense to criticize Freud's psycholo- 
gy by pointing out mistakes in his views of neurophysiology. 
Freud used relationships in neurophysiology as he knew it to 
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organize some of the psychological data he collected. Criti- 
cism of this use can be made only by demonstrating the in- 
adequacy of the explanations in explaining the psychological 
phenomena. A study of Freud’s model of neurophysiology 
may help us to understand better what he was saying about 
the interrelation of certain psychological elements. More 
than that, it may be possible to demonstraté that the concep- 
tual vocabulary Freud brought to his psychology consisted, 
in part, of his perception of certain neurophysiological proc- 
esses, and that these concepts are not the best ones to use in 
organizing psychological data. The proof of such a demon- 
stration rests, however, in the presentation of modern psy- 
chological data, not modern neurophysiological data. 

The second problem in tke authors’ argument is the appar- 
ently major role they assign to Freud's neurological thinking 
in the development of his psychological theory. In the first 
sentence of The Interpretation of Dreams (1) Freud stated. 
"] shall bring forward proof that there is a psychologica 
technique which makes it possible to interpret dreams, anc 
that, if that procedure is employed, every dream reveals it- 
self as a psychical structure which has a meaning and whick 
can be inserted at an assignable point in the mental activities 
of waking life." Freud's primary focus was clearly psycho- 
logical; the meaning he found in dreams was psychological 
and the connections he made were by psychological process- 
es to psychological concerns. There were and are no neuro- 
logical counterparts for his assertions that dreams have 
meaning and that that meaning is to be found by study of 
symbolic processes more akin to poetry than to anatomy. 
The most significant parts of The Interpretation of Dreams 
resulted not from Freud’s ability to skillfully see and appl: 
isomorphic parallels but from his ability and willingness to 
go beyond isomorphism. His talent here and elsewhere lay in 
his dogged pursuit of every question as far as possible on a 
single analytical level. In this he was like his contemporaries 


Pavlov and Durkheim, who gathered their data and carefully - 


and consistently created organizing concepts appropriate t5 
the respective neurological and sociological levels on whic? 
they worked. The basic origins of psychoanalytic dream the- 
ory are to be found in the psychological data Freud collecte3 
and examined, not in his neurological theories. 
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Bruce E. WEXLER, M.D. 
New Haven, Conn. 


Sir: Drs. McCarley and Hobson essentially made the 
point that because Freud’s neurophysiology was wrong, Fis 
model of the mental apparatus must be wrong too. I do not 
think this necessarily follows. Freud himself stated, with ref- 
erence to his view of ''the mental apparatus,” that *'the psy- 
chical topography that I have developed here has nothing to 
do with the anatomy of the brain” (I, p. 97). 

Freud's model stands or falls on whether it provides a par- 
simonious explanation of clinical facts and is useful in thera- 
peutic interventions. 

The statement attributed to Amacher in the paper, that 
Freud's impulse in cases of difficulty with empirical date was 
always to ‘‘save the theory"' seems to me unsupported. The 
model of the mind in chapter 7 of The Interpretation of 
Dreams in 1900 (2) is very different indeed from the model 
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that appeared in **The Ego and the Id" in 1923 (3) because 
Freud became aware of the existence of unconscious guilt, 
which could not be accommodated by the 1900 model. ° 

In connection with depression and mania, it was par} of 
Freud's model that there was less of something in the former 
and more of something in the latter. A number of years ago, 
Schildkraut made a similar statement about norepinephrine, 
so perhaps even in the field of neurophysiology Freud was 
not that far off. i 

As far as symptom substitution is concerned, it is a matter 
of observation, not theory. A number of years ago, at the 
annual meeting of APA in Boston, | heard about wonderful 
weight gains achieved by behavior therapy in three cases of 
anorexia nervosa. The only trouble was that one of the pa- 
tients committed suicide. I have seen more than one phobic 
patient cured of the phobia by behavior therapy who made a 
serious suicide attempt some time later. 
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JAMES NAIMAN, M.D. 
Montreal, Que., Canada 


Sır: I was intrigued with ‘‘The Neurobiological Origins of 
Psychoanalytic Dream Theory.” Although the paper was 


.carefully written and accurate in many aspects of contempo- 
rary as compared with 80-year-old neurophysiological theo-* 


ry, the conclusions tend to be rather bizarre. First, the au- 
thors seem to confuse the concepts of mind and body. It is as 
If the paint and the painting were thought of as alternative 
explanations of the same thing. The very problems of which 
they accuse Freud are the ones that appear in this article— 
namely, the confusion between psychology and physiology. 
There is no question that one is grounded in the other, but to 
confuse them is to again confuse the painting and the paint. 

Unfortunately, the authors lack the major anchor that 
Freud always used—that is, his clinical experience and real- 
ity experience with patients. Furthermore, it appears that 
the authors are unaware of all of the major controversy and 
questioning of metapsychology (see volume 25 of the Jour- 
nal of the American Psychoanalytic Association, 1977). 


Rov A. GiNsBURG, M.D. 
: Palo Alto, Calif. 


SiR: I was delighted to read the scholarly and provocative 


article by Drs. McCarley and Hobson, but I was also dis- : 


turbed by the authors' faulty logic and lack of conceptual 
clarity in drawing theoretical conclusions. I refer specifically 
to the section titled "Implications for Psychoanalytic Dream 
Theory.” Here the authors consistently blur the distinction 
between D sleep and dreaming. In essence they equate the D 
state, which can be measured physiologically, wigh the sub- 
jective experience of dreaming as it might be reportad to the 
psychoanalyst. " 

- The authors use their notion of mind-body isomorphi 
"in a less exact sense"! to slip back and forth between dif- 
ferent logical orders. Freud conceptualized dreams and their 
interpretation on communicative and symbolic categories, 
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logically distinct from neurobiological concepts. By ignoring 
the boundary between these logical realms, McCarley and 
HobSon are able (unjustifiably) to leap from arguments about 
force in the CNS (a neurobiological concept) to conclusions 
about the motive and language of dreams (concepts proper to 
a theory of personality or mind). 

Such convoluted and fallacious reasoning becomes clear if 
we restate the authors’ argument in their own words in the 
following order: ‘‘The driving force for D sleep is a biologi- 
cally determined and motivationally neutral activation of 
cells in the pons . . . the prime force of dreams is not an 
Instinct or repressed *wish' in need of disguise . . . the pri- 
mary motive for the dream language and dream process can- 
not be disguise.” The reader is asked to accept that because 
activation of cells in the pons is motivationally neutral, then 
the primary motive of dream language cannot be disguise. 
Cells and dream language, however, belong to distinct logi- 
cal orders and there is, as yet, no well-defined tsomorphism 
between the two. Blurring this distinction leads to fascinat- 
“ing speculation but to bad theory. 


ANTHONY LABRUzza, M.D. 
New Haven, Conn. 


SIR: Was it the intention of Drs. McCarley and Hobson to 
use isomorphic logic in their interesting article ''The Neuro- 
biological Origins of Psychoanalytic Dream Theory"? The 
authors argument goes something like this: Since Freud's 
theory of dreams was founded on his understanding of 1890s 
neurobiology and since such neurobiology was faulty in light 
of current knowledge, Freud's theory of dreams (indeed, 
psychoanalytic theory as a whole) is faulty. 

As I understand it Freud abandoned neurobiology in favor 

* of a psychological approach to understanding dreams: ''I 
shall entirely disregard the fact that the mental apparatus 
with which we are here concerned is also known to us in the 
form of an anatomical preparation, and | shall carefully 
avoid the temptation to determine psychical locality in any 
anatomical fashion. I shall remain upon psychological 
ground” (1, p. 574). That his 1890s neurobiology was faulty 
in no way invalidates Freud's psychological approach or the 
conclusions derived therefrom. The authors' conclusion that 
"since D-sleep generation results from the motivationally 
neutral activation of pontine executive cells, disguise cannot 
be the primary motive for the characteristic dream phenome- 
na’’ is a category mistake which assumes that neurons and 
people are isomorphic. And, people apparently still assign 
and experience meanings to neuronal-pontine discharge 
while they are asleep. 
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FARVEY L. Lomas, M.D. 
Loma Linda, Calif. 


Sins The valuable contribution of Drs. Hobson and 
McCarleysin ‘The Brain as a Dream State Generator: An 
Activatbn Synthesis Hypothesis of the Dream Process (De- 
cember 1977 issue), clarifies some issues in the clinical use of 
diams while it simultaneously threatens to tilt the balance 
even farther from hard-won psychological understanding. As 
their work clearly shows, Freud's repression-defense ex- 
planation of dreaming is not consistent with the growing 
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weight of experimental evidence. Nevertheless, there are 
other voices in the broad psychoanalytic tradition that view 
dreams as conflict-free in origin ar.d oriented toward psycho- 
logical growth, problem solving, and the lifelong process that 
Jung called individuation. 

It would be a tragic and untimely detour if the grewing 
literature on laboratory dream studies were to tempt psychi- 
atry to substitute a reductionism of dreams to brain events 
for the just-barely-outgrown reductionism of dreams to de- 
fensive structures and disguised w sh fulfillment. The clinical 
study of dreams continues to reveal their exquisite and mean- 
ingful relationship to life events, a tailoring of imagery that is 
anything but ‘‘the forebrain. . . making the best of a bad job 
in producing even partially coherent dream imagery from the 
relatively noisy signals sent up to it from the brain stem." 

Dreams of flying. the authors suggest, may be reflective of 
endogenously produced vestibular stimulation, carrying no 
psychodynamic meaning. Yes, perhaps—but I can immedi- 
ately recall "flying dreams" with particular nuances that 
seemed to express much more than vestibular arousal. À 
man who had sacrificed his personal growth to excessive 
care for his ex-wife, for example, Fad many dreams of flying 
(without apparatus) until in one dream his father came out of 
his boyhood house and shot him dcwn. A depression ensued 
in which he examined his previous disregard (flying over?) of 
his real situation. A young physician suffering from what 
Jung called the syndrome of puer aeternus dreamed that he 
was flying as he consumed one of his mother's "magic 
cookies." He was immediately afraid that he would fall 
when the cookie was fully eaten. Such psychodynamic 
clues, in one case pointing toward a father complex and in 
the other toward the mother, are most valuable information 
in the clinical use of dreams; such information shows the 
importance of keeping a careful balance between psychologi- 
cal and biological understanding of dreaming. 

Let us avoid reification of brain events as we are learning 
to avoid reification of psychological processes. The work of 
Polanyi on the nature of scientific enquiry should caution us 
against reducing the human events that are the study of psy- 
choanalysis to the brain events that are the study of experi- 
mental psychiatry in the dream laboratory. All processes 
have substrates and all substrates support higher level proc- 
esses that are dependent on substrate stability for normal 
functioning, but (as Polanyi has shown) a higher process 
emerges from possibilities left indeterminate by the laws 
governing the substrate. 


JAMES A. HALL, M.D. 
Dallas, Tex. 


Drs. McCarley and Hobson Reply 


Sir: We wish first to share our historical perspective on 
our papers and the responses to them. We believe that such 
reexaminations of classical psychiacric theory will become 
increasingly common as psychiatrists become more and 
more aware of and stimulated by the rich discoveries of 
neurobiology and their possible aprlications in psychiatry. 
We want to continue the effort, so strongly endorsed by 
Freud, of working toward a unification of psychology and 
physiology, and we are excited by the possibility that dream 
theory may be one of the first areas in which significaht prog- 
ress can be made. Achieving a synthesis that 1s both clinical- 
ly comprehensive and scientifically verifiable will certainly 
not be simple and will require considerable effort, dis- 
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cussion, and cooperation. For this reason.we are particularly 
pleased to have the writers’ comments. 

We will group our responses according to the themes 
brought up in the letters. 

1. Mind-body isomorphism. We wish to amplify what we 
mean and do not mean by this term. We think the principa 
questions that arise in attempting to link mind and brain the- 
ory and data are first, wh:ch theoretical rubric to employ. 
and second, the strategic question of where to start. We pro- 
pose to look at areas in which there may be simple bidirec- 
tional transformations between the domains of psychology 
and physiology, where there is the possibility of finding 
simple rules that bring out the correspondences between the 
two fields. When rules of correspondence are found, it i5 
possible to say that mind data and operations and brain data 
and operations are isomorphic under these rules of corre- 
spondence. Examples will illustrate. In the fields of sensor: 
physiology and psychology, a power-law transformation af 
somatic stimulus intensity increases holds both for mini 
(subjective intensity) and brain (nervous system frequency 
encoding). In the areas of desynchronized sleep (D sleep) 
and dreams, it has been proposed that the rank order of sub- 
jective intensity of modes of sensory experience (i.e., visua., 
auditory, etc.) in dreams should correspond to the rank oz- 
der of intensity of neuronal activation of various sensory 
neuronal systems in D sleep—that is, that this level of sub- 
jective intensity and neurcnal discharge intensity are isomo:- 
phic under the rank order transformation. In fact, this pre- 
diction holds for all systems in which data are available (sce 
reference 1 for a discussion). 

Note that this view of the mind-body problem sugges:s 
that both psychological and physiological models of data a-e 
valid. The usefulness of each will depend on the matter un- 
der discussion, and neitaer logical realm is the cause of 
events in the other. They are simply alternative conceptuel- 
izations. Readers familiar with algebraic theory will immedi- 
ately recognize the analogy to isomorphism of algebraic sys- 
tems where, for example, the choice of whether to work in 
one algebraic system or another depends on the ease of fcr- 
mulation. As an example of ease of conceptualization and 
strategic choice of kind of model, we suggest that a psycho- 
logical model of the circadian rhythm or a neurophysiolozi- 
cal model of falling in love will not be easy to formulate. 

Thus, we do not view physiology and psychology either as 
fighting each other for supremacy or events in one realm as 
causing events in the other. We do hold that, as in abstract 
algebraic systems, the insights gained in one domain may 
have important implications in the other. We must empha- 
size that a consideration not present in abstract algebraic 
systems but critically important in scientific models is the 
ease of verifiability. It is our opinion that physiological data 
are often simpler to verify than psychological data; it was 
Freud's opinion also, as he entered the physiological rezim 
to make his model ‘‘perspicacious and free of contracic- 
tion." We think this greater ease of verification in the physi- 
ological realm may often be of assistance and that construc- 
tion and shaping of psychological models may be greztly 
aided by isomorphisms with the physiology. Viewed from 
the other side, the psychological data on the rich phenome- 
nology of dreams serve as a constant reminder to the worxer 
in physiology of the physiological complexity of the systems 
isomorphic to dreams. Finally, we emphasize that a crit. cal 
point for scientific models is that what is true in psychology 
should be true in the physiclogical model, and vice versz. If 
isomorphic models exist and critical tenants of one are 
brought into question, then the other system must be exam- 
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ined and altered also. It is possible to have pure psychologi- 
cal or pure physiological models but, like Freud, we think 
such models are not for psychiatry. : : 

2. D sleep and dreams. Here the basic question is what 
inference we can draw about dream theories from our knowl- 
edge of D sleep. Modern work in sleep physiology has in- 
dicated that D sleep in man occurs rhythmically with a peri- 
od of about 90 minutes and a duration of about 20-25 min- 
utes. Neurophysiological results indicated that the impetus 
for generation of D sleep is the activation of pontine reticular 
cells; the basic phenomena of the D sleep cycle are gener- 
ated by the pontine brain stem and occur even in lesioned 
cats with only a pontine brain stem intact. All indications 
point to the physiological identity of D sleep in humans and 
other mammals. The fascinating link between the D sleep 
state and dreams is well known: it is awakenings during 
physiologically defined D sleep that produce reports of hallu- 
cinoid dreaming. 

In view of the extensive body of knowledge, we believe 
that Freud's view that the physiological manifestations of D* 
sleep are caused by wishes or by instinctual drives seeking 
expression is untenable. This view would lead to in- 
superable, even comic, difficulties—try to conceptualize 
wishes in the pontine cat preparation. There is no evidence 
whatsoever that the neurophvsiological systems related to 
hunger, sex, or any other instinct determine the periodic oc- 
currence of D sleep phenomena. It is a basic biological 


rhythm in its own right and occurs independently of these * 


other systems. (It will be remembered that Freud explicitly 
included the D sleep physiological components of muscle pa- 
ralysis, muscle twitches, and alteration of sensory thresh- 
olds in his combined mind-body model of dreams and the 
dreamer. The reader will also remember that Freud did not 
spend a great deal of effort on maintaining mind and brain" 
concepts separate from each other, as in the case of wishes 
and instinctual drives, so sure was he that simple isomor- 
phisms existed.) 

As one examines the wish-fulfillment theory of dream in- 
stigation in view of modern knowledge, one immediately 
sees the difficulties caused by the temporal ordering of 
dreaming sleep. [f wishes and their disguise are the stuff of 
which dreams are made, the proponents of this theory must 
come up with a mechanism that accounts for the periodic 


occurrence of wishes every 90 minutes and duration of wish- 


episodes of 20 to 25 minutes, since these are the temporal 
parameters of dreaming. Freud did not do so and there are, 
at least to our knowledge, no modern theories that do this. 
Thus, this theory of dream instigation must be accounted as 
seriously incomplete because it cannot account for the fun- 
damental temporal ordering of dreams. We believe it will be 
quite difficult to model this periodtc occurrence of the dream 
state in the psychological domain; it will be simpler to model 
the periodic occurrence of the temporally corresponding D 
sleep state. 

There is a more serious difficulty with the wish-fulfillment 
disguise theory of dreams. This, in Freud's view, was a 
mixed mind-body theory of dreams and the dream state: the 
"power supply” for the dream was the nervous energy of Qr 
contained in mnemic neurons representing the repressed in- 
stinctual wish. We have seen how the physiological part of 
this theory is invalid. We doubt that any serious mind-body 
theorist will postulate that it is possible to have a valid psy- 
chological theory stating that dreams are set into .moti y 
repressed instincts such as sexual drives, while the physlo- 
logical theory of the temporally concomitant brain state is 
set in motion by motivationally and instinctually neutral 
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processes. We assert that any conceptualization which seeks 
to incorporate physiology and psychology cannot have such 
a contradiction in the models; one model must be altered, 
and the evidence indicates it is not the physiological model 
that is deficient. 

After tracing in detail the reasoning behind our summary 
statement, we believe our correspondents will understand 
why we assert that "the primary motive for the dream lan- 
guage and dream process cannot be disguised if the prime 
force of dreams is not an instinct or repressed wish in need of 
disguise." 

3. What Freud said and what Freud did. We think it more 
than a little ironic that psychiatrists would take at face value 
Freud's assertions on what the sources were and were not in 
his work, rather than looking at the work itself. We suspect 
that such face value assertions would not go unchallenged by 
psychiatrists in any clinical setting. Certainly a primary rule 
of the historiographer is to work from all the available evi- 
dence to determine the similarity or dissimilarity of two 
works, cultures, societies, theories, etc., and not to argue 
from the basis of the ‘‘official statements" of any person or 
regime. We must look at what Freud did as well as what he 
said as we did in our paper and as we shall do in the following 
comments. 

4. How much was Freud influenced by neurobiology and 
his neurobiological model? Did Freud suddenly abandon all 
neurobiology after the “‘Project’’? Although the mind-body 
relationship is a subtle, not completely conceptualized one 
and we expect continuing work and discussion on this prob- 
lem, we were surprised to hear psychoanalysts and other 
psychiatrists stil asserting that Freud either abandoned 
neurobiological terms or, if he did use them, did so only ina 
metaphorical sense and thus their biological validity is irrele- 
evant. There are, first of all, great intrinsic theoretical diffi- 

culties in claiming that outmoded physical or biological theo- 
ry can still exist as state of the art psychological theories: we 
are struck by the singular absence of modern psychological 
theories based, for example, on the four humors, or based on 
the pineal as a psvchological valve control, or based on the 
notions of demonic or deific possession, etc. We welcome 
reference to any counterexample. 

The second point is that these assertions are simply incor- 
rect. These issues have been extensively discussed in the 
recent psychoanalytic literature concerning what Freud did 
apart from his ‘‘official’’ statements. We find ourselves in 
agreement with Gill (whose discussion had not been pub- 
lished when our paper was submitted) that when Freud 
talked about psychic energy he '* meant it as literally after the 
Project as he did in the Project itself" (2). We refer the read- 
er further to Kanzer's paper (3), “Two Prevalent Mis- 
conceptions About Freud's Project, wherein the mis- 
conception that Freud put the concepts of the **Project’’ be- 
hind him is discussed. We also suggest again rereading the 
Strachey and Jones pointers cited in our paper as to the use 
of the notions of the ‘‘Project’’ in later writings. 

Especialiy significant is that the writers on this subject did 
not take up the evidence of this question as it applies to The 
Interpretation of Dreams, the topic of our paper. In our pa- 
per in,tables 2 and 3 we summarized 11 major tenets of the 
"Project" incorporated into the structure, operational con- 
cepts, and dynamic processes of the (alleged) psychological 
model Of The Interpretation of Dreams. Table 4 summarizes 
5 isomorphisms between the dream and neuronal processes. 

ne of the correspondents chose to debate the merit of our 
conclusions on the basis of the data on which they rest; they 
simply asserted that the conclusions are wrong. We believe 
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that such noncriticism indicates the difficulty of their posi- 
tion. The following passage will indicate the way that Freud 
used biological concepts from the ‘‘Project’’ in his ‘‘psycho- 
logical'" model. We submit these statements could appear in 
either the physiological or psychological dream theory: 


The only way in which we can describe what happers 
in hallucinatory dreams is by szying that the excitation 
moves in a backward direction. Instead of being trans- 
mitted toward the motor end of the apparatus it moves 
towards the sensory end and finally reaches the per- 
ceptual system. . . . During the day there is a continu- 
ous current from the Pept. system following in the direc- 
tion of motor activity; but this current ceases at night 
and could no longer form an obstacle to a current of 
excitation flowing in the opposite sense. (4, pp. 542, 
544) 


5. How much of the isomorphism between the Project” 
and psychoanalytic theory was the result of physiological to 
psychological transfer and how much the reverse? As we 
have noted, one of the distinguishing characteristics of late 
nineteenth-century biological/psycaological thought, includ- 
ing Freud's, was the fluidity of passage to and from mind and 
body concepts in a way that did not clearly differentiate be- 
tween them. 

This interesting question of what originated in which dis- 
cipline has not been systematically studied by intellectual 
historians; we believe it deserves much more extensive doc- 
umentation than can be provided here. For now, we wish 
merely to emphasize our main point: the concept of repres- 
sion, and other analytic concepts, was critically molded and 
determined by the physiological mcdels of the day, although 
the original phenomena on which it was based were clinical. 

The following aspects of Freud's model of the mind seem 
to have been most strongly based on the physiology of the 
1890s: a reflex model of nervous system function, neurons as 
passive reservoirs of energy, lack of spontaneous CNS activ- . 
ity, the necessity for a power supply from the soma, and lack 
of the possibility of inhibition or caacellation of nervous ac- 
tivity. Our paper has detailed the influence of these aspects 
of the physiological model on the nature of the concept of 
repression. The critical fact is that such concepts of brain 
and neuronal function are now known to be in error, and 
would not have been used were Freud developing the **Proj- 
ect" today. Use of alternate physiological models would 
have had great significance for the course of psychoanalytic 
metapsychology. 

6. Symptom substitution. We certainly agree that the 
question of symptom substitution is an empirical one; we 
think that the reason it is so readily believed in the absence 
of any clear, systematic documentation is that Freud has led 
us all to believe in the immutability of psychic energy. We 
are thus all the intellectual descendants of nineteenth-cen- 
tury physiology! 

7. Dream composition versus dream interpretation. We 
are grateful for the opportunity to note we are not assaulting 
meaning in dreams any more than the neurophysiologists 
who study waking behavior are threatening to meaning in the 
waking state. Saying that the dream should not be thought of 
as the product of a wish-fulfillment znd its disguise does not 
destroy meaning any more than saying that our waking expe- 
rience is meaningless if it cannot be predicated on a similar 
kind of motivation. We view ours2lves as adding a new 
structure of meaning to dreaming ccnsciousness. which be- 
comes a rich field for exploration of new mind-body relation- 
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ships and so expands our knowledge of what it is to be hu- 
man. 

We would ask those readers who fear that the activation- 
synthesis hypothesis may rob dreams of meaning to notice 
the many explicit disclaimers to the contrary in our paper, 
:"The Brain as a Dream State Generator: An Activation-Syn- 
thesis Hypothesis of the Dream Process” (in the December 
1977 1ssue of the Journal). We stated emphatically that our 
data bear primarily on the dream process rather than dream 
content. In modeling the mechanisms by which the brain be- 
comes activated and the ways in which internally generated 
information may be used in svnthesizing the dream, we thus 
specifically distinguish between the composition of dreams. 
where we disagree strongly with the psychoanalytic view. 
and the interpretation of dreams, where we offer tentative 
alternatives, none of which denies meaning and individually 
determined significance to dream content. Our position or: 
this point is nicely summarized by Jung's statement: 


I was never able to agree with Freud that the dream is 
a "facade" behind which its meaning lies hidden—a 
meaning already known but maliciously, so to speak, 
withheld from consciousness. To me dreams are a part 
of nature, which harbors no intention to deceive, but 
expresses something as best it can, just as a plant grows 
or an animal seeks its food as best it can. (5, pp. 161- 
162) 


_ As physiologists, we regard the brain as the greatest inior- 
mation processing machine in existence and marvel at its ca- 
pacity to create such coherence as is in dreams from the 
chaotic activity we observe in dreaming sleep. As psycho- 
therapists we regard dreams as interesting and meaningful 
psychological data. 
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- Monitoring Plasma Concentrations of Tricyclics 


Sir: Some time ago, my laboratory offered determinations 
of plasma concentrations of all currently used tricyclic arti- 
depressants as a service to the psychiatric staff. The only 
proviso was that a moderate amount of pertinent clinical in- 
formation had to be provided. 

Sixty-one patients have been monitored. In 5 patients very 
low concentrations were due to failure of the patient to com- 
ply with drug taking; such failure had been suspected clini- 
cally in 4 instances. Blood from 4 patients was not obtair.ed 
in proper relationship to the last dose (we recommended tat 
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blood be taken 8-12 hours after the last dose), so that the 
meaning of the values was uncertain. In 2 patients, very low 
values were ascribed to token doses of the drug, much lower 
than those customarily used. Of the remaining 50 patients, 34 
were treated with amitriptyline and 16 with other tricyclics. 
Fifteen of these 50 patients did not have any diagnosis that 
would ordinarily indicate use of an antidepressant; virtually 
all were also on antipsychotic drugs. Only 22 patients with a 
proper indication were treated only with the tricyclic or only 
with additional benzodiazepines; thus, the ability to make 
correlations between plasma concentrations and clinical re- 
sponses was vitiated. 

The present consensus is that plasma concentrations of 
combined amitriptyline/nortriptyline or imipramine/desipra- 
mine greater than 95 ng/ml are in the presumed therapeutic 
range. Of 43 patients treated with either amitriptyline or 
Imipramine, only 6 were below that figure. Only | of those 
patients had received a daily dose as high as 150 mg. Two 
had levels so low as to raise doubts about compliance, even 
though their daily dose was also probably inadequate. 

The following conclusions might be drawn from this brief 
experience with routine monitoring of tricyclic plasma con- 
centrations. First, ordering such tests will be wasted if the 
blood is not drawn in a proper time relationship to the last 
dose or if the patient is on a manifestly inadequate dose of 
drug. Such wasted tests occurred among 7 of the 61 patients 
monitored. The likelihood is that these tests will be relatively 
expensive when introduced into clinical practice so that one , 
should assure their usefulness. Second, plasma concentra- 
tions can be used to confirm or uncover noncompliance with 
drug taking, as occurred in 7 of the 61 patients. Third, gross 
undertreatment, at least as judged by failure to attain plasma 
concentrations of drug within the presumed therapeutic 
range, is uncommon, having occurred in only 6 of 43 patients? 
treated with amitriptyline or imipramine. 


Leo E. HOLLISTER, M.D. 
Palo Alto, Calif. 


Another Historical Note 


Sin: Those of us who have a penchant for historical accu- 
racy must admire the convincing argument by John Mona- 
han, Ph.D. (‘John Stuart Mill on the Liberty of the Mentally 
Ill: A Historical Note," December 1977 issue) that John 
Stuart Mill meant to exclude the mentally ill from his liber- 
tarian credo. Nevertheless, many psychiatrists will reject the 
implication that there is justification in the denial of funda- 
mental human rights to those who are not “‘ifi the maturity of 
their faculties,” those who are without ''the ordinary 
amount of understanding," and those whose behavior is ‘‘in- 
compatible with the full use of the reflecting faculty.” 

Readers who are opposed to the involuntary commitment 
of the nondangerous mentally il! need not despair at the loss 
of Mill’s philosophical support. As long ago as 1964, none 
other than Warren E. Burger, now Chief Justice of the 
United States Supreme Court, enunciated a libertarian posi- 
tion that clearly includes the mentally ill: . 


* 

"Mr. Justice Brandeis, whose views have inspired 
much of the *'right to be let alone” philosophy, sàid in 
Olmstead v. United States . . . : “The makers of oux 
Constitution . . . sought to protect Americans in thei 
beliefs, their thoughts, their emotions and their sensa- 
tions. They conferred, as against the Government, the 
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right to be let alone—the most comprehensive of rights 
and the right most valued by civilized man.” 

.Nothing in this utterance suggests that Justice Bran- 
deis thought an individual possessed these rights only as 
to sensible beliefs, valid thoughts, reasonable emotions, 
or well-fornded sensations. I suggest he intended to in- 
clude a great many foolish, unreasonable and even ab- 
surd tdeas which do not conform, such as refusing medi- 
cal treatment even at great risk.! 


A.L. HALPERN, M.D. 
Port Chester, N.Y. 


‘Application cf the President and Director of Georgetown College, 
Inc. 331 F. 2d 1010, 1016 (1964). 


Dr. Monahan Replies 


Sir: I am pleased that Dr. Halpern shares my penchant for 
historical accuracy, but I decline responsibility for his infer- 
ence that my article supports the denial of "fundamental hu- 
man rights'' to the mentally ill. Only if one considers any 
form of parens patriae civil commitment—no matter how 
brief or legally safeguarded—to be a violation of *'fundamen- 
tal human rights’’ does his argument hold. 

I yield to no one's fervor in my support for the rights of the 
. mentally ill and those alleged to be such, but as a lapsed 

Szaszian I no longer believe it is clear that such support must 
entail the complete abolition of civil commitment. Neither, 
exegesis shows, was it clear to John Stuart Mill. 

Surely Dr. Halpern jests when he proposes Chief Justice 

Warren Burger as an exemplar of the “‘libertarian’’ position 

ewith regard tc the mentally ill. In O'Connor v. Donaldson, 95 
Supreme Ct 2486 (1975), the Supreme Court's major state- 
ment on civil commitment, Burger felt strongly enough to 
write his own concurring opinion in which he stated that 
commitment was impermissible only when done ''without 
due process of law." Commitment, wrote Burger, could be 
justified if there was *'a legitimate state interest” in doing so 
and if an "appropriate proceeding” was provided to the pa- 
tient. He railed against a lower court for suggesting a “‘limi- 
tation on state power” to commit, namely, that treatment 
must be provided to the patient. 

In language amazingly close to that of Mill, Burger held 
that **the States are vested with the historic parens patriae 
power, including the duty to pretect ‘persons under legal dis- 
abilities to act for themselves,’ " which, he explicity noted 
in quoting from an earlier case, includes ‘tall infants, idiots, 
and lunatics.” Finally, Burger stated that ''the failure of a 
large portion of mentally jll persons’’ to cooperate in volun- 
tary treatment was *'a common phenomenon," and that 
some of the mentally ill ‘are unable to function in society 
and will suier real harm to themselves unless provided with 
care in a sheltered environment." 

So much for “libertarianism.” 


JoHN MONAHAN, PH.D. 
Irvine, Culif. 


Parkinsonism and Tardive Dyskinesia 


Xir: I foune “The B-Mitten Pattern and Tardive Dyski- 
nesia: A Possible Association’ by James T. Wegner, M.A., 
and associates (October 1977 issue) of considerable clinical 
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interest. The reason for mv letter is the following reference 
to one of my papers (1) : '*One report suggested that tardive 
dyskinesia occurs more often in patients who previously ex- 
perienced drug-induced parkinsonism, but this may reflect 
exposure to higher doses of antipsychotic drugs.” Since my 
findings have been questioned previously, I would like tọ 
take this opportunity to explain why my conclusions are val- 
id. The. study referred to includes a controlled investigation 
on two samples of patients reasonably well matched for all 
important variables except that one group had parkinsonism 
and the other had no drug-induced neurological disorder. Af- 
ter the use of all reurolepzics was discontinued there was 
significantly more dyskinesia in the sample that originally had 
exhibited parkinsonism. Since I published my data I have 
observed this switch from parkinsonism to dyskinesia in nu- 
merous cases after drug withdrawal. Anticholinergics may 
have a similar effect, although less regularly. Incidentally, 
Sovner and DiMascio (2) had the same experience with a pa- 
tient who showed the so-called rabbit syndrome. The fact 
that parkinsonism is a predictor of underlying dyskinesia in 
patients on long-term drug therapy is of clinical importance. 
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Mr. Wegner and Associates Reply 


Sirk: Dr. Crane’s suggestion that tardive dyskinesia is 
more likely to occur in patients who experience pseudo- 
parkinsonism is an important one. Unfortunately, there are 
few prospective epidemiological data on the development of 
tardive dyskinesia. Further work is necessary to clarify is- 
sues raised by Dr. Crane’s findings. We suggest that pres- 
ence of pseudoparkinsonism may refiect greater exposure to 
neuroleptics. Although Dr. Crane’s patients were matched 
for oral dosage at the time of entry into the study, they were 
not matched for total exposure to neuroleptics over their 
treatment course. In addition, we know that oral dosage 
bears little relationship to drug plasma levels (1), and those 
patients with significant extrapyramidal side effects (EPS) 
may have higher plasma levels than those without EPS. The 
issue of differentiating so-called withdrawal dyskinesias 
from tardive dyskinesia requires further clarification, and 
Dr. Crane's findings may relate to the former as well as the 
latter. The age of the sample involved (over 60), the average 
number of years hospitalized (greater than 26), and average 
drug treatment years (more than 7) may limit the general- 
izability of the findings. 

Despite these reservations, the suggestion that pseudo- 
parkinsonism is a predictor of ‘‘underlying dyskinesia” is a 
very important one and must be explored in carefully con- 
trolled prospective studies. We are particularly interested in 
this possibility because the mitten EEG pattern has been re- 
ported to be quite prevalent ir. patients with Parkinson's dis- 
ease (2, 3), and our preliminary findings suggest that the 
presence of this EEG pattern mav be a risk factor in the de- 
velopment of tardive dyskinesia among psychiatric patients 
receiving neuroleptics. 
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How Many Patients are ‘‘Nondischargeable’’? 


Sir: It is hard to believe that M. Powell Lawton, Ph.D. 
and associates (‘‘Planning for a Mental Hospital Phase- 
down," December 1977 issue) work for the same Pennsylva- 
nia Department of Public Welfare (DPW) that successftlly 
closed the Hollidaysburg State Hospital in August 1976. It i5 
curious that the DPW chose to report its research findings 
rather than its actual experience. 

The hospital and the DPW-funded mental health agencies 
in Blair County. Pa. (the location of Hollidaysburg Hospital) 
were able, working in close cooperation, to decrease quar- 
terly state hospital adult and geriatric admissions from 40 to 
only | and to decrease the institutional census of residents cf 
Blair County origin from 291 to 90 by June 30, 1976, and to 
approximately 80 by March 1977. These figures date from 
the first quarter of 1972, at which time that census const- 
tuted well over a third of the total from the four-county Ho - 
lidaysburg Hospital service area. This depletion was ac- 
knowledged by the DPW to have been one factor in ther 
. decision to close the hospital. 

Of these institutionalized patients, a relatively fixed num- 
ber consisted of medically ill or handicapped elderly individ- 


uals or the severely men:ally retarded who were clinically . 


and jurisdictionally not part of the psychiatric hospital (their 
ward was designated an ‘annex’ of a nearby institution for 
the retarded). Though these groups are small enough nct to 
nullify the general implications of our experience, it is stil 
probably useful to deduct about 60 from the census of the 
"mentally ill." a term that includes neither group. There rz- 
mained, consequently, a ‘“‘hard-core’’ of perhaps 20 menzal_y 
ill patients who were not and may never be found dischargz- 
able, less than 10% of the original census. Even inclusicn bf 
the two inappropriately counted groups (as may have been 
done in the Lawton study) would vield only half their per- 
centage—27.5% compared to their finding of 6096 never dis- 
chargeable. 

Length of stay of the discharged patients had varied froma 
few weeks to 50 years. Their problems encompassed all dizg- 
noses, including numerous cases that had originally been in 
the Hollidaysburg geriatric and retardation units (some of 
them had been discharged to nursing home care). 

The Hollidaysburg Hospital was a newer and no dovbt 
better facility than the one studied by Lawton and assozi- 
ates. This is relevant because experience at Fort Logan, 
which offered a high-quality intensive program to a “new” 
population, mostly unburdened with years of institutional 
damage superimposed upon the baseline problems of mental 
illness, suggested that a rate of only about 2% hard-core 
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institutionalizable chronicity would develop (1). The utiliza- 
ton mode of Blair County patients was not calculated, but I 
would estimate it at about 3-5 years, or no more than 5-10 
years. The higher this figure, the more patients would be 
stably adapted to institutional existence and unlikely to con- 


. vert successfully to dependence on community services, 


much less to independence. 

Nevertheless, I suspect there is a flaw in the Lawton and 
associates study which probably occurs in the conservative 
assessments made by hospital staff. I say this not in criti- 
cism, but from my own experience of predischarge encoun- 
ters with Hollidaysburg patients and of wondering what 
makes people think that these people could ever survive in 
the community. 1 would have voted them undischargeable, 
but | would have been wrong. 

There is a whole separate story about what happened to 
the patients after discharge. Very briefly, there were occa- 
sional readmissions from aftercare. A few patients had mul- 
tiple (revolving door) hospitalizations, the other readmissions 


having been episodic and widely disseminated through the. 


patient group. All admissions were to the Altoona Hospital 
Community Mental Health Center, with only one exception 
—a "social" rather than medical admission to Hollidays- 
burg. Otherwise, no discharged patient lacked adequate 
housing, financial support, medical and mental health care, 
daily supervision as needed, social and recreational oppor- 
tunities, medication supplies and supervision, or support 
and service from other agencies when necessary. Our judg- 
ment has been that with few exceptions these people have 
thrived and are deeply appreciative of being out of the hospi- 
tal. 

My conclusion is that the Lawton figure of 6096 non- 
releasable hospital patients may be high by a factor of be- 


tween 6 and 30. ° 
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Ray Lewis, M.D. 
Tallahassee, Fla. 


Editor's Note. Dr. Lawton and associates do not care to 
comment further as they believe their data were fully dis- 
played in their Journal article. 


Deciding Which Antidepressant to Use 


SIR: Over the last couple of years 1 have developed a 
method of prescribing tricyclic antidepressants and predict- 
ing which type will work that has proved extremely accurate 
and helpful in a clinical way. None of the information that I 
will write here is new or unusual, but | have not seen it put 
together in written form before and would like to communi- 
cate it to my fellow physicians. 

When | feel that an individual might benefit from a tri- 

cyclic antidepressant, | first start him or her on a trial of 
amphetamine. If the person has never taken amphetamines 
before, I give 5 mg in the morning and at noon on thé first 
day, 10 mg in the morning and at noon on the second day, 
and 15 mg in the morning and at noon on the third day. By 
their response to amphetamines, based on work by Schild- 
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kraut and Maas,’ I then can aimost completely predict which 
type of antidepressant to use. A positive response to an am- 
phetamine is characterized by feeling good, less depressed, 
or calm, and a feeling of well-being. A negative response to 
amphetamines is characterized by no change or worsening. 

| start those people who have a positive response to am- 
phetamines on imipramine and those who have a negative re- 
sponse on amitriptyline. So far, about 9 out of 10 people 
have responded to amphetamines. In using the antidepres- 
sants, I allow the patients to find their own dose level by 
starting them on 25 mg of either drug, at bedtime only, and 
have them increase the dosage by 25 mg a night until the side 
effects are too bothersome. I then have them decrease by 
one tablet cr 25 mg and hold that dose. This seems to be an 
easy, practical way of finding not only the right antidepres- 
sant quickly but establishing the proper dose for that person, 
with a minimum of difficulty with side effects or guessing. 

| find that with use of this method, patient compliance ts 
extremely good. | hope this will be of value to other physi- 
. Clans. 


R. WEINSTEIN, M.D. 
Wilmington, N.C. 


! Repor:ed in a symposium at Duke University, Durham, N.C. 


Treatment in Ánorexia Nervosa 
* 


Sir: The interesting Clinical and Research Report ‘‘Ami- 
triptyline Therapy in Anorexia Nervosa" by Daniel C. 
Moore, M.D., (November 1977 issue) raised two questions 
in my mind. 

e First, there seemed to be an inordinate slowness in giving 
the patient drug therapy. The diphenylhydantoin was given 
a trial of therapy for two months without benefit and the 
imipramine, 150 mg/day, was tried for 3 months without ben- 
efit. After the patient had 18 months of therapy and 215 years 
of vomiting, amitriptyline, 50 mg/day and then 100 mg/day, 
was prescribed, with beneficial results occurring within one 
week. 

Second, one means of predicting response to imipramine 
or to amitriptyline is to obtain a urinary MHPO level, pre- 
scribing imi»ramine for those patients with a low urinary 
MHPG level and amitriptyline for those with a normal or 
elevated MHPG determination. It seems unfortunate that an 
MHPG determination was not obtained before treatment in 
this case. 


> JONATHAN G. SOLOMON, M.D. 
Hampton, Va. 


Dr. Moore Replies 


Sir: I was indeed slow in employing drug treatment, most- 
ly because this was (for me at least) a new concept in the 
treatment of anorexia nervosa. It was not until the psycho- 
therapy alone failed that I turned to the literature, and my 
use of the different drugs advanced as | developed theories 


about other approaches. | will be much quicker to try drugs . 


in conjunction with psychotherapy of anorexia nervosa in 
the future. 

MHPG levels are indeed an interesting research tool, but 
so far they have only been applied to groups of patients, with 
statistics given for the groups. What an MHPG level means 
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in an individual patient is still uncertain, since there is some 
overlap between amitriptyline and imipramine responders. 


CANIEL C. Moore. M.D. 
New Haven, Conn. 
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**Cholinergic Influences in Tardive Dyskinesia": A Journal 
Club Critique 


Sir: *'Cholinergic Influences in Tardive Dyskinesia " by 
Carol A. Tamminga, M.D., and associates (July 1977 issue) 
was reviewed by our resident journal club at the University 
of Pittsburgh. Although the importance of considering choli- 
nergic mechanisms in the pathophysiology of tardive dyski- 
nesia is appreciated, we had several criticisms of this study. 

The study population was heterogeneous, with some sub- 
jects having predominantly facial-oral dyskinesias and some 
predominantly peripheral dyskinesias. The Tardive Dyski- 
nesia Scale referred to in the method section is not available 
in the literature. Dr. Tamminga and associates referred to 
Smith and associates (1), who then refer to an unpublished 
article. It is difficult, therefore. to understand the inter- 
change of the terms “‘primary TD score" and "total TD 
score" in the figures. In the results of the acute studies the 
sample size is diluted by substudies with physostigmine. 
neostigmine, and methohexital. Nevertheless, we wondered 
if the authors had studied yet another subgroup, namely, the 
effect of supine position with placebo over the entire I-hour 
test period. We assume that the test period with intravenous 
medications was done in the supine position. With regard to 
methohexital sodium, the maximum dosage of 7 mg over 20 
minutes (one subject) is homeopathic. Perhaps the effect 
noted with methohexital was due to a supine position for 30- 
60 minutes or placebo effect. 

Our journal club did feel that the investigation of choliner- 
gic mechanisms in tardive dyskinesia is important. We hope 
that the authors will soon pubiish a larger controlled study. 
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Dr. Tamminga and Associates Reply 


SIR: We are certzinly pleased by the careful attention given 
our work by this group of psychiatrists. We can make some 
contributions and clarifications that may be useful to them. 
First, the syndrome of tardive dyskinesia has been rather 
simply applied to ail patients who develop choreiform in- 
voluntary movements after having taken neuroleptic medica- 
tions for some period of time. Most clinicians do indeed ex- 
pect there to be “‘subtypes”’ of these tardive dyskinessas, but 
no evidence to date can help us delineate these sub- 
populations. Whether the dyskinesias will segregate them- 
selves by age of onset, sex, type of antipsychotic medica- 
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tion, type or location of involuntary movement, presence of 
psychosis, a particular pharmacologic response, or a specific 
clinical course is not yet known. Thus, when the authors cite 
a heterogeneous patient population as a criticism of this 
study, they may well be correct. However, there are no data 


currently on how to correct whatever the error is. 


In addition, the authors wondered about the proper con- 
trols for the physostigmine test. As the study was designed, 
each patient was given a variable number of saline injections 
before the physostigmine by a nonblind clinician. Mean- 
while, movement ratings were done by a blind observer. 
This technique controlled effectively in double-blind fashion 
for the rater bias in assessing the movement disorder re- 
sponse to the drug but did not control for the test procedure. 
However, the authors may notice that the tests done with 
neostigmine, a peripherally active cholinergic drug, showed 
no change in tardive dyskinesia movements. This drug test 
would serve both as a control for peripheral cholinergic ac- 
tion and as a control for the test procedure. No effect of the 
test procedure was noted in these studies. Patients were usu- 
ally sitting, not lying, for the duration of these tests. 

Further studies with pharmacologic agents that modify the 
cholinergic system will be forthcoming from this group and 
others. 


CAROL TAMMINGA, M.D. 
ROBERT SMITH, M.D., PH.D. 
JOHN Davis, M.D. 

Chicago, lil. 


Oral Dyskinesia or Myoclonus? 


SiR: Given the major role of the tricyclic antidepressants 
in current clinical practice and the long list of side effects anc 
precautions that already limit their use, any new claims of 
serious adverse effects attributed to these agents must be 
viewed critically. The article bv Jeffrey J. Dekret, M.D., anc 
associates (Clinical and Research Reports, November 1977 
issue) implicating imipramine as the ''primary causal agent’ 
in a case of oral dyskinesia prompts this letter. 

As reviewed by the authors, the fundamental defect in tar- 
dive dyskinesia is thought to involve an excess of dopami- 
nergic activity relative to cholinergic activity in the basal 
ganglia, possibly secondary to denervation hypersensitivitv 
of dopaminergic receptors. The underlying defect induced 
by neuroleptics may then be hidden by circumstances that 
acutely lead to dopamine blockade or cholinomimetic activi- 
ty and unmasked by conditions that lead to increased do- 
paminergic or decreased cholinergic activity. That imipra- 
mine,.an anticholinergic drug, might elicit the symptoms of 
oral dyskinesia in a patient pretreated with neuroleptics bv 
no means implicates imipramine as the primary causal agent 
in producing the disorder. The direct correlation of symp- 
toms with dosage on a subacute basis further supports an 
unmasking effect rather than a primary pathogenetic role for 
imipramine. 

The authors did not comment on the possible role cf 
methyldopa in contributing to their patient's symptoms. Th 
effect of methyldopa in depleting CNS catecholamines thec- 
retically might potentiate the effect of haloperidol in produc- 
ing receptor hypersensitivity, so that even a small dose cf 
haloperidol over a short period of time could produce the 
disorder. 

Most important is the distinction between dyskinetic and 
other movement disorders such as myoclonus. The clinical 
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description strongly suggests that the authors are actually 
reporting a case of myoclonus. They describe abrupt, peri- 
odic contractions of soft palate, larynx, and diaphragm while 
the patient is speaking. Myoclonus is often precipitated by 
intention; tardive dyskinesia is not. The symptoms were'ex- 
acerbated during sleep, which is consistent with myoclonus 
or seizure activity and inconsistent with an extrapyramidal 
movement disorder. The concurrence of myoclonic jerks of 
the extremities during sleep further indicates a common 
pathophysiology for the other abnormal movements. 

Lippmann, O’Tuama, and I (1) have reported a well-docu- 
mented case of tricyclic-induced myoclonus and have postu- 
lated that myoclonus occurs when there is relative excess of 
serotonergic with respect to cholinergic activity in the basal 
ganglia. The cessation of oral contractions with administra- 
ton of physostigmine is consistent with the postulated physi- 
clogy of myoclonus. Moreover, our patient's symptoms 
were also dose-related. 
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RICHARD A. MoskoviTZ, M.D. 
Gainesville, Fla. 


Dr. Ramsey and Associates Reply 


Sir: Dr. Moskovitz suggests that the syndrome we de- 
scribed should more properly be viewed as tricyclic-induced 
myoclonus. However, he focuses on the abrupt movementse 
end ignores other components, such as the fine tongue trem- 
or, involuntary tongue rolling, and involuntary lip licking, 
which are characieristic of tardive dyskinesia. Also, he 
seems to have misunderstood our report when he says that 
the symptoms were exacerbated during sleep. The oral-buc- 
colingual movements were not observed during sleep. How- 
ever, the patient did show other phenomena such as myo- 
clonic jerks of the extremities, facial grimacing, and bruxism 
during sleep. In their description and classification of drug- 
induced movement disorders, Crane and Naranjo (1) empha- 
sized that there is still considerable uncertainty about the 
proper classification of many of the complex motor phenom- 
ena that are induced by psychoactive drugs. Sometimes it is 
particularly difficult to distinguish among tics, intermittent 
dyskinetic spasms, and myoclonic jerks. 

It is difficult to be certain whether or not some m of the 
syndrome we described should ke viewed as a myoclonic 
seizure. We agree with Dr. Moskovitz that myoclonus was 
present in our patient, as evidenced by typical myoclonic 


jerks during sleep, and that myoclonus may, have contributed 


to the picture we described. However, several of the com- 
ponents of the syndrome were rather typical of tardive dys- 
kinesia, and we do not think these can be explained on the 
basis of myoclonus. Also, others have reported tardive dys- 
kinesia associated with tricyclic administration (2). 

Whether one regards imipramine as ''causin the. oral 
dyskinesia or ‘“‘unmasking”’ it is of little oe 
It does have theoretical importance, and our speculations in 
the paper on the probable role of haloperidol-in causifig the 
condition made it clear that we viewed this as possibly ''set- 
ting the stage” for the emergence of the oral dyskinesia. The 
important point is that the syndrome was clinically manifest 
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only in'the presence of the tricyclic antidepressant. In this 
sense, we believe it is proper to view the tricyclic as a neces- 
p sary. but perhaps not sufficient ‘‘cause’’ of the syndrome. 
Since depressed and anxious patients may receive neuro- 
lepfics, clinicians should be aware of the possible develop- 
ment of this condition when tricyclic antidepressants are 
used. We hope that our report will make physicians more 
cautious about the casual use of neuroleptic drugs in af- 
fective disorders. 
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Joe MENDELS, M.D. 
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Disulfiram and CS, Toxicity 


. SiR: In “Disulfiram Toxicity and Carbon Disulfide Poison- 
ing” (April 1977 issue) John Rainey, Jr., M.D., Ph.D., pro- 
posed that some of the behavioral and neurological side ef- 
fects attributed to disulfiram (Antabuse) may be due to CS, 
toxicity. Dr. Rainey also suggested that individuals receiving 
as little as 125 mg of disulfiram may be at a greater risk for 
earteriosclerotic cardiovascular disease as a result of the CS, 
eliminated. These suggestions are based on an attempt to 
correlate the toxicity observed from atmospheric CS, in- 
halation with CS, exhaled as a result of disulfiram metabo- 
lism, 

We believe Dr. Rainey has erred in two respects. First, he 
presents no experimental evidence of his own to support his 
hypothesis but rather attempts to use atmospheric CS, tox- 
icity data from studies by other investigators to formulate a 
disulfiram-CS, toxicity hypothesis. It can be very misleading 
to take the results of different studies out of context. Second, 
Dr. Rainey attempts to support his speculations with as- 
sumptions that may be invalid. The basis of Dr. Rainey’s 
hypothesis 1s the data from Merlevede and Casier (1), who 
suggested that approximately 114.2 mg of CS, (22.8% of the 
dose) is eliminated in the expired air over a period of 80 
hours after dosing with 500 mg of disulfiram. Dr. Rainey at- 
tempts to establish a link between CS,-induced toxicity in 
rayon viscose workers and potential CS, toxicity in disul- 
firam users. Furthermore, he suggests that CS, from disul- 
firam may be more of a problem since rayon viscose workers 
are only exposed to CS, 8 hours a day for 5 or 6 days while 
disulfiram users receive daily doses of the drug and exhale 
CS, 24 hours a day every day. There are two deficiencies in 
this assumption. Comparing CS,-induced toxicity in viscose 
rayon workers and alcoholics taking disulfiram is not reason- 
able. However, even if this comparison is made, it should be 
realized that viscose rayon workers are challenged with a 
constant dose of CS, during their exposures, while the CS, 
from dailv doses of disulfiram is liberated in an episodic man- 
ner, with peak blood levels of CS,, occurring for only short 
periods of time. The second deficiency lies in the use of the 
data of Merlevede and Casier (1). From their data, we 
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(M.D.F. and KH.) are unable to determine how these au- 
thors arrived at the 114.2 mg quantity of CS, exhaled from a 
500-mg dose of disulfiram. We can only calculate approxi- 
mately 8 mg of CS, exhaled after a 500 mg-dose of disul- 
firar, that is, about 11496 of the dose. This corresponds very 
closely to a study in a patient volunteer in M.D.F.'s labora- 
tory in which 20 mg of CS, (4% of the dose) was found in 
breath after the ingestion of 500 mg of disulfiram. Further- 
more, in this patient, we observed that the majority of CS, 
was eliminated within 17 hours. In our studies, we deter- 
mined breath CS, by the method of Sauter and associ- 
ates (2). 

In a separate study by J. A.E., no CS, could be detected in 
the breath of eight healthv voung adult volunteers between 6 
and 24 hours after ingestion of 250 mg of disulfiram. Nine 
other subjects were tested 11-34 hours after a 500-mg dose of 
disulfiram, again with negative results. The CS, detection 
method used was that of Krami (3). 

In conclusion, we believe that disulfiram has been unfairly 
judged. Although side effects from the drug have been re- 
ported, these side effects have to be evaluated in their proper 
context. We appreciate the concern of Dr. Rainey: however, 
we believe that his suggestions are speculative and his hy- 
pothesis is based on assumptions that may be questionable. 
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Lawrence, Kans. 

JOHN A. EwiNG. M.D. 
Chapel Hill, N.C. 


Dr. Rainey Replies 


Sirk: Dr. Faiman and associates have misinterpreted the 
intent of my paper as well as the assumptions and working 
hypotheses developed in it. I disagree with their view of the 
nature and uses of experimental evidence and character- 
ization of the work as speculative. In the paper, I compared 
the neurotoxic effects of disulfiram with those of CS,, a di- 
sulfiram metabolite. I made the comparisons for approxi- 
mately equivalent exposures to CS, as a result of disulfiram 
metabolism and as a consequence of atmospheric CS, in- 
halation by viscose rayon workers. Merlevede and Casier's 
data on CS, exhalation were not particularly important for 
the assumptions that I used in order to make the com- 
parisons. I used their data to make it clear that CS, 1s a me- 
tabolite of disulfiram in man, so that, physicians without a 
biochemical background could understand the comparisons 
more easily. In fact, if CS, is not exhaled following the inges- 
tion of disulfiram, CS, exposure may be increased. A brief 
discussion of disulfiram metabolism may illustrate why this 
is SO. 
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In man, 8096-9595 of a 2 g oral dose of "*S-disulfiram is 
quickly absorbed from the gut, with peak'blood levels of ra- 
dioactivity (representing less than 5% of the total dose) oc- 
curring in 1-2 hours (1). The 525-2096 of the drug that ts not 
absorbed is excreted unchanged in the feces. Approximately 
6596 of the amount absorbed is metabolized to sulfates with- 
in six days of ingestion. The only apparent metabolic path- 
way for sulfate formation from disulfiram requires that disul- 
firam be metabolized to CS,'. This occurs by reduction of 
disulfiram to diethyldithiocarbamate (DDC), which breaks 
down to CS, and diethylamine (2). CS, is metabolized to car- 
bonyl sulfide and sulfur in the liver and probably in other 
tissues containing cytochrome P-450, a mixed-function oxi- 
dase enzyme (3, 4). COS can be further metabolized to CO, 
and sulfur. Once the sulfur is singly bonded to carbon, in the 
form of hydrodisulfides and other compounds, it can be me- 
tabolized to sulfates by tissue sulfoxidases. The only remain- 
ing route for excretion of the sulfur in disulfiram is by ex- 
halation of CS, or COS. If there is no exhalation of CS,, then 
the maximum CS, exposure from a dose of disulfiram may 
occur. This is 1/2 of the dose given (by weight), less the di- 
sulfiram excreted unabsorbed and the amount metabolized 
to glucuronides and S-methvl compounds (1). As an ex- 
ample, the potential exposure to CS, from a 250-mg dose of 
disulfiram would be about 90-110 mg under these conditions. 
This is considerably more than the 62.5 mg from a 250-mg 
dose that would be calculated from the assumptions in the 
paper. 

] hope that this makes it clear that the CS, liberated from 
disulfiram does not have to be released into the blood and 
exhaled. It can be metabolized to nonvolatile sulfates that 
are excreted in urine (1). This means the presence or ab- 
sence of CS, in exhaled air is not an adequate test of the 
hypothesis that disulfiram neurotoxicity is a result of CS. 
poisoning. A change in the language of the paper may help tc 
clarify this point. Instead of ''. . . individuals taking disul- 
firam receive daily doses of the drug and exhale CS, 24 hours 
a day every day...’ read "are exposed to CS, 24 hours € 
day every day." 

Drs. Faiman, Haya, and Ewing provide no justification for 
their statement that '*. . . comparing CS,-induced toxicity ir. 
viscose rayon workers and alcoholics taking disulfiram is no- 
reasonable," nor do they explain how I have taken the dif- 
ferent studies I cited out of context. However, the issues 
they have raised concern me. I do not wish to have the data | 
have presented used to exaggerate the dangers attributable 
to treatment with disulfiram or to unduly discount its pos- 
sible side effects. Experimental tests of the hypotheses de- 
veloped in the paper may provide information that can be 
used to avoid either extreme. 
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Jonn M. Rainey, JR., M.D., PH.D. 
Detroit, Mich. 


Rapid Recent Memory Test and Rapid Evaluation of Marriage 
Viability 


SIR: The usual test, “remember three things for 5 min- 
utes" has always seemed to cause some stumbling as the 
patient fills in the five minutes. The new method I will outline 
eliminates this. Patients are given four simple mental arith- 
metic problems; immediately thereafter they are asked to re- 
peat them: 4 would be very good, 3 within normal limits, 2 
poor, 1 very poor, and none, extraordinarily poor. Although 
this is a rather rough iest, a score of 2 or less immediately 
picks out someone with a recent memory defect and the test 

also gives some indication as to mental arithmetic ability. . 
The test, as | usually give it, is as follows: “How much is^ 
2+2?” “How much is 4-8" “How much is 3X12?” “How 
much is 36-7?” I usually ask how much education the per- 
son has had, since the test can be made easier, and the main 
target is not arithmetic ability but recent memory. For ex- 
ample, if I have an indication, either from a deficit in the 
person's education or from his/her answers, that an item 
may be too difficult I might substitute one using smaller num- 
bers. I have found this to be an easy and accurate indicator ' 
in thousands of cases in which I have tried it. 

I have also found in my 30 years of experience in the prac- 
t:ce of psychiatry that if the spark of romantic sexual interest 
is totally lacking in either partner in a marriage for any ap- 
preciable period of time, the marriage is probably not viable, 
I have never seen such an interest return. A period of 2 ` 
months would make the viability of the marriage doubtful, 
and 6 months or a year would indicate almost certainly that 
the marriage is not viable. It is a kindness to indicate to the 
people involved that this is the case and that further effort 
would be no kindness to anyone involved. A clean, friendly 
break as soon as possible would be indicated. Of course, the 
dexterity of the therapist in helping the parties involved Is 
important. , 


DONALD O. PRASSER, M.D. 
Bakersfield, Calif. 


Interactive Effects of Trihexyphenidyl and Coffee 


SIR: ‘‘Abuse of Antiparkinsonign Drugs by Psychiatric Pa- 
tients’? (July 1977 issue) by Katherine MacVicar, M.D., 
stated that the deliberate use of antiparkinsonian medication 
Tor its euphoric and hallucinogenic effects has béen reported 
only rarely in this country and that the use of these drugs by 
presumably normal young people for “kicks” or for hallu- 
zinogenic purposes seems to be confined to other countries. 
There were reports in a later issue of the Journal (1, 2) of” 
prison inmates abusing trihexyphenidyl for its paucos 
genic effects as early as 1963. 

My experience at a maximum security hospital i in the de- 
partment of corrections has indicated that a number.of pa- 
tients who are unable to obtain any of the usual drugs of 
abuse have resorted to.using trihexyphenidy! (Artane) in or- 
der to get high. The patients also report that some non- 
psychiatric prisoners housed in the same compound try to 
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obtain trihexyphenidyl because they like their reaction to it. 

The patients also state that large amounts of coffee (e.g., 
10 cups) increase the high that is obtained. This fact is of 
interest in that a paper by Greden and associates (3) on caf- 
feinism shows that coffee is used in large amounts by some 
depressed patients because it seems to make them feel bet- 
ter. Coffee appears to have an interactive effect with tri- 
hexyphenidyl and is probably used to enhance the drug's ef- 
fect because coffee is readily available at the institution. Oth- 
er patients report a need to take antipsychotic medications to 
keep themselves from ‘‘going psychotic’’ on the trihex- 
yphenidyl. Other antiparkinsonian drugs are probably not 
used since they are not available in the pharmacy at this 
particular irstitution. 

It is of interest that both psychotic and nonpsychotic indi- 
viduals in a maximum security institution find the effects of 
trihexyphenidyl desirable, particularly when combined with 
coffee. It is important to caution psychiatrists that the drug 
can be used in this country when other drugs of abuse are not 

" readily available. This observation also raises speculation re- 
garding the interaction of trihexyphenidyl and coffee. 
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Dr. MacVicar Replies 


SIR: Several specific patterns of trihexyphenidyl abuse are 
emerging as it becomes apparent that misuse of the drug is 
more common than originally thought: I? it is used in prisons 
where other drugs are not available, 2) it is used asa "cheap 
high’’ by polymorphous drug abusers who are unable to ob- 
tain or to afford anything else, 3) it is used specifically by 
some persons, primarily schizophrenics, who enjoy its 
unique hallucinogenic effects and euphoria and the feeling 
of sociability it affords. 

My own experience has been with the last two categories 
of users. I am told that the drug is sometimes available 
through regular drug dealers, although the demand for it is 
limited. The most commion source is other psychiatric pa- 
tients, who often obtain a month's supply that they can then 
sell or barter. I am also told that a great many patients who 
obtain a supply try the drug at least once. It generally takes 
12-15 mg to obtain a high, and this amount will also bring on 
unpleasant svmptoms of atropinism that most users do not 
like. There are those, however, who use it repeatedly. It thus 
. seems particularly unwise to dispense these drugs prophy- 

lactic&lly or in large amounts that can be used for hallucino- 
genic purposes or sold on the street. Patients who are associ- 
` ated with the drug culture and who show a continued interest 


in obtaining these drugs may well be selling them to friends if 


they are not actually abusing them themselves. 


KATHERINE MACVICAR, M.D. 
Berkeley, Calif. 
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The Value of **Learned Helplessness" in Understanding De- 
pression 


Sir: The publication of Dr. Dor.ald J. Langsley's review of 
Phenomenology and Treatment of Depression, edited by 
William E. Fann, M.D., and associates (January 1978 issue) 
gives me an opportunity to cal! attention to what I think is a 
significant omission in the book. 

The work of Seligman and many others on the theory of 
learned helplessness (1, 2) has contributed considerable in- 
formation toward the understand:ng of the syndrome of de- 
pression. This work was in the psvchological literature at the 
time of the symposium from which this publication was de- 
rived, but I found no references tc this extensive literature in 
the book. 

I do not wish to detract from the value of the material that 
ts included in the book but rather to point out that psychia- 
try's myopia about contributions from other fields, in this 
case psychology, continues to impair the comprehensive- 
ness of our approach to an understanding of human behav- 
ior. 

The concept of learned helplessness contributes to and is 
complementary with other views previously held about de- 
pression, such as the "'giving up-given in" syndrome and 
those theories about depression tFat call attention to the im- 
portance of **loss'"' in the development of a depressive syn- 
drome. The important addition that comes from the theory of 
learned helplessness 1s in the empaasis on the importance of 
a person's cognition about his or her inability to interact with 
and sufficiently influence the immediate environment. This 
model holds that the learned and trained belief system about 
a person's capacity to control his or her environment and his 
or her lack of skills are significant predisposing factors in 
depression and therefore represent a key issue in its amelio- 
ration by psychotherapeutic intervention. 

Seligman's model for depression is simple and has been 
easily grasped by primary health care physicians in contin- 
uing education seminars. It gives them a theoretical frame- " 
work for understanding the phenomenon of depression and 
also implicit guidelines for interventions that might achieve 
not only symptomatic control but also preventive manage- 
ment aimed at reducing the occurrence of future depres- 
sions. 

It is my intention in this letter to call attention to Selig- 
man's model, which deserves attention in any comprehen- 
sive understanding of the syndrome of depression. 
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RICHARD L. GRANT, M.D. 
Denver, Colo. 


“Tardive Psychosis’? 


Sir: The recent article by Daniel Tarsy, M.D., and associ- 
ates on ‘‘Tardive Dvskinesia in Young Adults” (September 
1977 issue) was both disturbing and provocative. Dyski- 
nesias are thought to result from receptor hypersensitivity to 
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dopamine, possibly representing cellulas damage or death 
from toxic effects of neuroleptics on neurons (1) or some 
type of cellular adaptatión to chronic dopamine receptor 
blockade, such as synthesis of more dopamine receptor sites 
or compensatory changes in neurotransmitter production. 
"The mechanism is currently unknown. If this can happen in 
basal ganglia, why can it not happen in other areas of the 
brain where dopamine receptors are blocked? For example. 
if the same hypersensitivity phenomenon occurred at limbic 
dopamine receptors, withdrawal of neuroleptics would most 
likely result in psychotic behavior, since hyperstimulation of 
limbic dopamine systems is felt to produce psychotic behav- 
ior. Obviously, such a clinical picture would be seen as a 
relapse and treated as such. In fact, such a situation coulc 
represent a "withdrawal psychosis" analogous to with- 
drawal dyskinesia or a true “‘tardive psychosis” analogous 
to tardive dyskinesia. In both cases the psychosis would be 
neuroleptic-induced and not a true reemergence of an under- 
lying disorder. 

There is evidence to suggest that this could be occurring 
Davis (2) noted that patients on high doses of neuroleptics are 
far more likely to relapse on placebo substitution than pa- 
tients receiving low doses. Gardos and Cole (3) noted a trend 
from three studies for neuroleptic-treated patients who re- 
lapsed to have a higher rehospitalization rate than placebo- 
treated patients who relapsed, suggesting that drug treat- 
ment predisposes to more severe relapses. Carpenter and as- 
sociates (4), in a study which showed that acute schizc- 
phrenics treated without drugs did as well or better than 
those treated with drugs, speculated that the above findings 
could mean that treatment with neuroleptics could actually 
increase the risk of relapse. although they considered this 
unlikely (4). Bockoven and Solomon (5), in a comparison cf 
two 5-year follow-up studies from the preneuroleptic era 
(1947-1952) and the present drug treatment era (1967-19721, 
found that drug-treated patients tend to relapse more and the 
average number of relapses per patient was greater than pa- 


* tients in the earlier study who received no neuroleptics. Th s 


is a truly critical study because of all of the studies docu- 
menting the prophylactic effect of maintenance medica- 
tions (2) have been done on patients who have already been 
treated with neuroleptics (often in long-term, high-dose 
treatment) and are therefore not valid comparison groups. If 
the effect | am postulating occurs, one would predict that, 
particularly in crossover studies, placebo substitution would 
result in a higher relapse rate, but this would be an iatrogenic 
effect. 

The article by Tarsy and associates demonstrates that se- 
vere tardive dyskinesias can occur in young patients treated 
for relatively short periods of time with moderate doses of 
neuroleptics. Furthermore, the possibility needs to be con- 
sidered that the same process can occur in other areas of tie 
brain where dopamine receptors are blocked, possibly pro- 
ducing an increased susceptibility to psychosis upon with- 
drawal of these drugs (a ‘‘tardive psychosis’’). Both of these 
factors dictate extreme caution in the use of maintenance 
neuroleptics until we know more about their long-term >f- 
fects. 
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JOHN J. MCCARTHY, M.D. 
Davis, Calif. 


Dr. Tarsy Replies 


Sin: Dr. McCarthy's suggestion concerning ''tardive psy- 
chosis’’ is interesting and worthy of further consideration 
end study. Another possibility which has been consid- 
ered (1) is that chronic neuroleptic treatment might also dis- 
turb cognitive function, although this would obviously be 
difficult to prove In any retrospective study of chronically” 
treated patients. 

With regard to withdrawal or tardive psychosis, there 
appears to be other evidence, albeit limited, that does not 
support Dr. McCarthy’s hypothesis. First, with rare ex- 
ception (2), the time course of onset of schizophrenic relapse 
following drug withdrawal shows a remarkably steady rate 
over several months to 2 years (3), rather than a pre- 


»onderance of early relapses, which might be expected with * 


withdrawal-induced supersensitivity of limbic dopamine re- 
ceptors. This is clearly very different from withdrawal dyski- 
nesias (4) or other withdrawal symptoms which initially ap- 
pear during a period of days to weeks following drug with- 
drawal. The observa:ion that relapsing psychotic symptoms 
often parallel pretreatment psychotic manifestations (2) also 
makes a superimposed neuroleptic-induced psychosis seem 
unlikely. 

The question of whether all brain dopamine systems are 
equally susceptitle to the effects of chronic neuroleptic- 
treatment has been widely considered. In animal studies the 
nigrostriatal dopamine system displays tolerance within two 
weeks of chronic neuroleptic treatment, manifested by re- 
duced inhibition of motor function and disappearance of the 
accelerated nigrostriatal dopamine turnover that normally 
accompanies single-dose drug administration. Observations 
that with chronic treatment most patients show tolerance for 
early drug-induced extrapyramidal reactions while initially 
elevated cerebrospinal fluid homovanilliac acid levels return 
toward normal (5) closely parallel animal observations. 

An explanation commonly offered for the phenomena de- 
scribed above is that a compensatory increase in sensitivity 
or numbers of striatal dopamine receptors occurs which off- 
sets the effects of dopamine receptor blockade. However, it 


_ is important to note that in animals.chronic neuroleptic treat- 


ment does not produce tolerance in mesolfmbic, mesocorti- 
cal, or infundibular dopamine systems (6, 7). These findings 
also have a parallel in man in that tolerance for both antipsy- 
chotic and neuroendocrine effects fail to appear with chronic 
neuroleptic treatment (8). 

To date attempts to demonstrate supersensitivity of non- 
striatal dopamine systems in patients with tardivedyskinesia 
have been largely restricted to the hypothalamic-pituitary 
system. Levels of serum prolactin and growth hormone in 
patients with tardive dyskinesia fail to show an exaggerated 
response to dopamine agonists, indicating that if striatal 
dopamine supersensitivity is responsible for tardive dyski- 
nesia it may not be a generalized phenomenon demonstrable 
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in other dopamine systems (9, 10). In spite of these findings, 
however. Dr. McCarthy's hypothesis has certainly not been 
excluded in limbic dopamine regions more directly relevant 
for psychiatric manifestations. Studies of the behavioral ef- 
fect of dopamine agonists in patients before and after chronic 
neuroleptic treatment might be pertinent in this regard. 

It should be emphasized that although a model of denerva- 
tion supersensitivity is attractive for explaining transient 
withdrawal dyskinesias, it mav be insufficient to explain per- 
manent, irreversible dyskinesias in which structural cellular 
or receptor changes seem a more likely, although unproven, 
event (4). It is possible, for example, that certain cells within 
basal ganglia relevant for extrapyramidal function show a 
unique susceptibility to long-term exposure to neuroleptic 
drugs that is not shared by neurons relevant for neuroendo- 
crine, behavioral, or other functions. 
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DANIEL TAnsv, M.D. 
Boston, Mass. 


A Narrow Outlook? 


Sir: A very narrow outlook for the future of psychiatry as 
a purely neurobiologic specialty seems inherent in much of 
“The Medical Basis of Psychiatry" by Arnold M. Ludwig, 
M.D., and Ekxehard Othmer, M.D. (October 1977 issue). 
Little mention ts made of the role of psychiatrists as psycho- 
therapists, dealing with the dynamics of the patient (as in 


insight-orignted, psychoanalytic psychotherapy) or assisting 


a patient's ego functioning (as in supportive psychotherapy). 
Indeed, the authors argue for excluding the nonsomatic ther- 
apies from the domain of psychiatry and reincluding a num- 
ber of neurological illnesses. Although we believe that it is 
the psychiatrist's duty to know as much of the neurobiology 
and physiology of the large variety of disease states which 
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present as behaviaral syndromes. we do not view this as his 
or her sole role in practice. We believe that much of the joy 
we have experienced in doing psychotherapy would be lost 
by such a narrow interpretation of psychiatry’s forum. One 
of us (J.K.S.) specifically entered this field to become a psy- 
chotherapist and has no "'identitv crisis” over the fact that. 
clinical psychologists and psychiatric social workers per- 
form some aspects of psychotherapy as well as he does. 
Ophthalmologists have not given up refracting lenses be- 
cause optometrists can do refractions also. 

A contrasting but equally biologic view can be seen in 
Leigh and Reiser's paper (1), in which the role of psychia- 
trist as a bridge between medicine and behavioral science Is 
expressed. Rather than abandoning talk therapies and re- 
treating to an earlier purely biologic day, we feel that the 
future of psychiatry lies in such a fusion. 

One final concern is that table 3 of the paper includes 
megavitamins as therapy for schizophrenia. Such treatment 
is unsupported by current knowledge and by the findings of 
the APA Task Force on Megavitamin and Orthomolecular 
Therapy in Psychiatry. 
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JEFFREY K. SEITELMAN, M.D. 
Long Beach, Calif. 

JOEN E. CROWDER, M.D. 
Orange, Calif. 


Drs. Othmer and Ludwig Reply 


SIR: Drs. Seitelman and Crowder point out that megavita- » 
mins have no proven effectiveness for schizophrenia: We 
agree! Our table 3 was only intended as a summary of some 
treatment approaches to illustrate different proposed mecha- 
nisms of action. Several of the thera»ies listed have no prov- 
en therapeutical merit at this time. 

Drs. Seitelman and .Crowder have apparently misunder- 
stood our position concerning the potential importance of 
psychotherapy. We advocated in our article that the psychia- 
trist should possess ‘‘skill in the selective administration of 
supportive, insight-oriented, and problem-solving tech- 
niques to resolve problems confounding, contributing to. or 
complicating the primary disease” (p. 1092). If psychiatrists 
limit themselves soleiv to the practice of psychotherapy and 
use their approach exclusively for otherwise treatable dis- 
orders such as depression, manic-depressive disorder, and 
schizophrenia, they not only abrogate their medical training 
but deprive patients of effective help. 

Drs. Seitelman and Crowder highlight the satisfaction and 
joy they have experienced when conducting psychotherapy. 
In their opinion this joy would be lost to psychiatry if our 
narrow interpretation of the psychiatrist's area of expertise 
and professionali role were accepted. Several critics of the 
art of psychotherapy agree with them.-pointing out that psy- 
chotherapy often seems to be conducted more for the per- 
sonal] satisfaction of the therapist than for the proven'thera- 
peutic benefit to the patient. Patients often “‘pay”’ for this joy 
with money, time, and unfulfilled hope. 

If Dr. Seitelman indeed entered psychiatry primarily to be- 
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come a psychotherapist,' he could have,accomplished this 
goal more easily by engaging in graduate studies in soc:al 
work or psychology or by acquiring a few postgraduate 
courses. He did not need to take up coveted space in medical 
school to become a psychotherapist. Considering the short- 
.age of well-trained psychiatrists who are needed to care for 
the seriously ill and disabled, his decision to obtain medical 
credentials in order to enjoy the artistic endeavors associat- 
ed with psychotherapy 1s difficult to understand. 

A well-seasoned therapist may not feel content to copy the 
approach of others; his creative impulses may provoke hirr. 
to develop his own unique brand of psychotherapy, as has 
been the tradition since Charcot's days. No reliance upon 
medical training or knowledge is required. No carefully de- 
signed, time-consuming studies of outcome are demanded. A 
few well-chosen critical remarks about existing psycho- 
therapies, illustrative (dramatic) case histories, a relatively 
large following of adoring fans ready to provide glowing tes- 
timonials, and a good deal of personal charisma appear to b2 
the essential ingredients needed to successfully launch a new 
school of psychotherapy. Proof of effectiveness is not re- 
quired. From all we know this **new"' therapy may not differ 
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from all its competitors or even from megavitamins in ef- 
fectiveness, but no matter. 

Drs. Seitelman and Crowder criticize our, ‘‘narrow’. ap- 
proach to psychiatry. Our approach is not based on a deci- 
s:on to reduce psychiatry to an organic level; instead, it is 
based on acceptance of the state of knowledge in the field of 
psychiatry today. We only know about the existence of a few 
syndromes and the responsiveness of some of them to a syn- 
dromatic or symptomatic empirical treatment. We would 
lke to promote a broader approach if it could be based on 
facts rather than speculation. Our paper is a plea not to ne- 
glect the established but limited knowledge in favor of a 
global uncritical approach of an *'ethno-social-psycho- 
biophvsiological-biochemical’’ model. It is a plea to accept 
our ignorance and build our clinical practice on the little that 
is known rather than allowing ourselves to become seduced 
by what we pretend to understand. 


EKKEHARD OTHMER, M.D., PH.D. 
Kansas City, Kans. . 

ARNOLD M. Lupwitic, M.D. 

Lexington, Ky. 
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Psychiatric Terror: How Soviet Psychiatry Is Used to Suppress 
Dissent, bv Sidney Bloch and Peter Reddaway. New York, 
N.Y., Basic Books, 1977, 497 pp., $12.95. 


| am preparing this review of Psychiatric Terror immedi- 
ately after returning from the meeting of the World Psychiat- 


ric Association in Honolulu. Hawaii, where the psychiatrists 


of the Soviet Union were subjected to a vote of censure by 
the Assembly of the WPA because of their misuse of psychi- 
atry for the purpose of suppressing political dissent. The 
contents of this book provided the chief source of informa- 
tion for those psychiatrists who were involved in the difficult 
effort to persuade their colleagues throughout the world that 
the perversion of their profession occurring in the Soviet 
Union was intolerable. Peter Reddaway is an English politi- 
cal scientist who organized the Working Group on the Intern- 
ment of Dissenters in Mental Hospitals, and Sidney Bloch 
is a psychiatrist and an early member of that group. Their 
book has been in gestation since 1972, and the immense 
amount of dedicated effort that went into it 1s attested to by 
its extensive documentation and serupulous scholarship. 
Acknowledging the vulnerability of psychiatry—a dis- 
cipline that occupies an interface between the state and the 
individual—to misuse as an agent for social control, Psychi- 
atric Terror describes the historical development of this per- 


* nicious practice in postrevolutionary Russia. An ideology 
that exalted the rights and value of the state far above those. 


of the individual was abetted by a conceptualization of schiz- 
ophrenia so broad that the very act of dissent, even in the 
absence of any behavioral abnormalities, could be taken as 
evidence of mental illness. These factors, along with the ac- 
tive cooperation of a relatively small group of forensic psy- 
chiatrists and the nonresistance of the majority of practicing 
psychiatrists, all of whom were totally dependent on the gov- 
ernment for their careers, provided the conditions permitting 
the widespread incarceration in psychiatric hospitals of indi- 
viduals whose background and overt behavior in no way in- 
dicated a mental disorder and who were considered to be 
perfectly sane by their friends and relatives. As a number of 
intrepid souls in the Soviet Union began to put together the 
record of these practices and they came to be known in 


Western Europt and the United States, an absorbing drama |. 


developed. This drama between the defenders and deniers of 
the practices (both within and outside the USSR) and those 
determined to put a stop to it or at least to prick the con- 
science of the West is graphically described by Bloch and 
Reddaway. Their efforts, crystallized in the book, have 
made the knowledge inescapable that sane people were and 
are being hospitalized in the Soviet Union and that many of 
them are being maltreated. Furthermore, this is a systematic 
practige rather than an occasional aberration. 

Although exhaustively specific and scrupulously objec- 
tive, the Reddaway-Bloch book is by no means a dusty com- 
pendium. It is written with flair and style and is invested with 
a passion, to set things straight. It should be required reading 
for psychiatrists in the United States, not only because of its 
intrinsic interest and informative value but also because it 
will reassure them that, despite the outcries of the Szaszians, 


the safeguards that exist in this country against the develop- 
ment of a state of psychiatric terror remain effective. How- 
ever, it will also serve to alert them to the need for an ever- 
pressing vigilance to preserve these safeguards, chief among 
which is their primary dedication to the interests of the 
unique individuals who are their patients. 


PauL CHoDorF, M.D. 
Washington, D.C. 


Behavioral Approaches to Medical Treatment, edited by Red- 
ford B. Williams, Jr., and W. Doyle Gentry. Cambridge, 
Mass., Ballinger Publishing Co. (J.B. Lippincott Co.), 1977, 
252 pp., $15.00. 


This book is derived from a continuing education course 
organized by the editors in 1976 Its goal is to provide a prac- 
tical introduction to the medically relevant applications of 
behavioral techniques that have been developing over the 
last decade. Brady describes this field well in his conclusion 
to the volume: 


Behavior modification therapy has demonstrated effi- 
cacy . . . in the treatment of a wide range of psychiatric 
disorders. There is growing interest in the application of 
these procedures to medical illnesses and the modifica- 
tion of behaviors with significant health consequences. 
These latter applications, subsumed under the term be- 
havioral medicine, hold great promise both for the 
treatment and prevention of disease. (p. 252) 


Thus, the book emphasizes both treatment (in chapters on 
hypertension, fecal incontinence, chronic pain, and others) 
and preventive medicine (in chapters on cigarette smoking 
and the type A behavior pattern). 

In his introduction Blanchard aptly notes that "behavioral 
approaches to treatment boil down to a few basic principles 
and a multitude of applications" (p. 4). He then specifies 
these principles, including a detailed analysis of the problem 
behavior (its antecedents, consequences, and the response 
topography— what the patient actually does), record-keeping 
by the patients, ciscrimination training for the patient, relax- 
ation training, and efforts at obtaining generalization of more 
desirable behavior by such means as continuing follow-up 
and feedback to the patient regarding his or her progress. 

A useful distinction in the subject matter covered here is 
between activities usuallv considered to be behavior, such as 
smoking a cigarette, and physiological bodily dysfunctions, 
such as cardiac arrhythmia. Behavioral approaches toward 
medically relevant problems in doth areas are discussed. The 
former include obesity, alcohol problems, noncompliance to 
medical regimen, and the type A behavior pattern. The be- 
havioral problems are generally approached by familiar tech- 
niques. The papers on physiclogical dysfunctions include 
discussions of such topics as asthma, fecal incontinefice, hy- 
pertension, and epilepsy. The behavioral approaches here 
include efforts at directly modifying the physiological dis- 
order with biofeedback or relaxation. The distinction blurs 
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somewhat, as certain activities may exacerbate the physio- 
logical dysfunction—e.g., éxercise in some patients with car- 
diac arrhythmias or psychologically stressful activities in 
certain hypertensive patients—so that modification of these 


. patients’ behavioral patterns may be a part of therapy. 


, One prodlem with a book that grows out of a continuing 
education course is that each chapter essentially reflects 
each aüthor's concept of what a good presentation at such a 
course should be; this is not always optimal for a book for- 
mat. Thus, for example, relaxation or autogenic training in- 
structions are repeated several times. The chapters have 


' quite different formats. Some are concise, practical reviews 


of an area—such as those on asthma, insomnia, and urinary 
disorders. Others are less comprehensive (those on cardiac 
arrhythmias and noncompliance) or more clinical in orienta- 
tion, with less documentation of the efficacy of the methods 
advocated (such as the chapter on headache). 

Overall, the volume offers a valuable introduction to an 
area of growing research and clinical interest. It usefully 
broadens the scope of the psychiatrist’s role. The chapters’ 
bibliographies generally provide comprehensive, current ref- 
erences for the reader who wishes to study further. (Masur’s 
chapter on assorted physical disorders ts particularly useful 
in this respect.) This book is recommended to all medically 
oriented practitioners—psychiatrists, internists, or clinical 
psychologists—and to medical students. 


THEODORE WEISS, M.D. 
Philadelphia, Pa. 


Insights from the Blind: Comparative Studies of Blind and 
Sighted Infants, by Selma Fraiberg. New York, N.Y., Basic 
Books, 1977, 292 pp., $11.95. 


At the risk of using a very old and tired expression I never- 
theless feel compelled to describe this excellent monograph 
by Dr. Fraiberg as a "labor of love.” A chance opportunity 
for her to be involved in the treatment of blind infants in 
New Orleans expanded to a major research effort to iden- 
tify the specific developmental issues peculiar to blind in- 
fants and :o identify appropriate psychiatric intervention 
techniques based on a firm dynamic knowledge of what is 
going on with these significantly handicapped infants. 

It is indeed appropriate that such a study should be pub- 
lished at a time when child psychiatry is for the first time 
seriously exploring the world of the newborn infant, and one 
might expect that in time an important literature will be de- 
veloped in the field of infant psychiatry. Although Dr. Frai- 
berg's research clearly passes any test of scientific rigor, she 
has chosen to report these findings in a warm, conversational 
style of writing. The result is that important data are present- 
ed in a comfortable style, which makes the work enjoyable 
reading. 

The chapters flow in a logical evolution with regard to the 
research task, which was very simply to learn as much as 
one could about the peculiar problems and challenges of the 
infant who is blind at birth. These include such areas as de- 
velopment of human attachments, prehension, gross motor 
development, the acquisition of language, and self-represen- 
tation in language and. play. Every possible effort was made 
to identify children blind at birth who showed no clinical evi- 
dence *of ny organic lesion. The author and her distin- 
guished consultant have made every effort to attempt to 
study blind infants whose mechanisms appeared to have 
been intact and normal. 
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The study itself encompassed 15 years of effort, beginning 
in New Orleans and finishing at the University of Michigan . 
Medical Center and its Neuropsychiatric Institute. In, Zn- 
sights from the Blind Dr. Fraiberg and her associates explore 
the unusual problems of the blind child and suggest inter- 
vention techniques and ways in which this knowledge might 
be applied to sighted children. 

Dr. Fraiberg uses a developmental approach identifying in 
these children the role of prehension during the first year of 
life. She specifically explores the importance in these blind 
infants of developing independent locomotion and identifica- 
tion of objects through play and other sensory modalities. 
Her conceptual framework is clearly psychoanalytic; how- 
ever, the data are not necessarily wedded to psychoanalysis 
and in fact are very useful for anyone working with blind 
children, no matter what their theoretical framework. 

This book represents a fine piece of research. I recom- 
mend it highly. l 


JOHN C. DuFFy, M.D. 
Bethesda, Md. 


Systems of Family and Marital Psychotherapy, by A.C. Robin 
Skynner, M.D., D.P.M. New York, N.Y., Brunner/Mazel, 
1976, 418 pp., $17.95. 


This well organized and readable book is written as an in- 
troductory text integraiing current theoretical frameworks 
about family systems and interactions and giving practical 
examples of the author's approach. It is divided into two 
parts, the first devoted to concepts and the second to appli- 
cation. 

Dr. Skynner begins bv attempting to reconcile various per-e 
sonality development theories. He proposes a three-stage 
developmental model and identifies the characteristics 
Freud, Bion, Bennes. Erikson, Schutz, Foulkes, and An- 
thony ascribed to each stage (1.e., oral, anal, and genital). He 
then describes Kleinian concepts. Applying her framework, 
Dr. Skynner divides the oral stage into two parts: 1) the para- 
noid-schizoid phase, characterized by part objects, splitting, 
projection, and confusion, and 2) depression, the stage of 
concern dealing with whole objects, ambivalence, and dif- 
ferentiation of self. The anal developmental phase is divided 
into two subphases: 1) resistant or passive rebellion and 2) 
assertive or active rebellion. The oedipal conflict consists of 
1) a phallic subphase, keynoted by competitiveness and in- 


‘terest in the genitals themselves, and 2) a genital phase, 


which includes integration of sexual feelings into the person- 
ality, resulting in respect, tenderness, and loving care. 

Dr. Skynner applies these developmental landmarks to a 
family and illustrates how family interaction can regress un- 
der stress to an earlier developmental phase. He thus as- 
cribes to the family such concepts as fixatign and regression, 
which have in the past been applied to the individual. The 
family, like an individual, can be examined in cross-section 
and can manifest characteristics of a particular development- 
al phase. 

The writing is remarkably clear. Dr. Skynner presents 
concepts simplified in a way that does not lose meaning or 
lead to distortion. His writing reflects his own ‘mastery of 
varying approaches and his ability to present them in an in- 
tegrated form. As an example, in clarifying kinds of"inter- 
vention used by family therapists he lists three categories: 1) 
conductors are therapists who have their own ideas of how 
families best function and serve as superparents, 2) reactor 
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analysts allow themselves to get into the family.systems and 
react to the experience and often use a cotherapist, and 3) 
system purists attempt to change the family interaction in 
such a way that the pathological interaction no longer can 
maintain homeostasis. Dr. Skynner then illustrates the mode 
of intervention he has worked out in his London practice. 
In summary, this 1s a valuable text for beginning family 
therapists. It is broad in its conceptual framework and prac- 
tical in its illustrated application. It is an interesting and in- 
formative book for the seasoned therapist as well. 


DEBORAH R. CocaiNs, M.D. 
Gainesville, Fla. 


Narcotic Antagonists: The Search for Long-Acting Prepara- 
tions. NIDA Research Monograph 4, edited by Robert Will- 
ette, Ph.D. Rockville, Md.. National Institute on Drug 
Abuse, 1976, 45 pp., $1.10. 


Young Men and Drugs—A Nationwide Survey. NIDA Re- 


search Monograph 5, by John A. O'Donnell, Ph.D., Harwin 
L. Voss, Ph.D., Richard R. Clayton, Ph.D., Gerald T. Sla- 
tin, Ph.D., and Robin G.W. Room, M.A. Rockville, Md., 
National Institute on Drug Abuse, 1976, 141 pp., $2.25. 


Occasionally a gold mine of information for psychiatrists 


. appears. Young Men and Drugs is just such a find. Robert 


Dupont, M.D., Director of NIDA, refers to the work of 
O'Donnell and colleagues as a ‘landmark study,’’ and the 
accolade is well deserved. 

The value of this preliminary report is that it provides both 
prevalence and incidence data on drug use by a sample of 


emen in the United States between the ages of 19 and 30. Nine 


classes of drugs are covered: tobacco, alcohol, marijuana, 
psychedelics, stimulants, sedatives, heroin, other opiates, 
and cocaine. Patterns, reasons, benefits, and problems asso- 
ciated with the use of these drugs are described. 

Although psychiatrists may not often see patients from 
this segment of the population, they are frequently asked 
questions relating to the use of these drugs by family, 
friends, teachers, and concerned community members. 


. These data are, to my knowledge, the best available. We can 


look forward to even more useful information when analysis 
of the data 1s completed. 

Evidence of sequential drug use is presented, with alcohol 
preceding all other drugs more than 9096 of the time. Mari- 
juana precedes the use of heroin and cocaine in a similar way 
and is postulated by the authors to be a necessary but not 
sufficient condition for use of the latter. 

Fighting, and by inference other violence, is associated 
much more highly with alcohol and to a lesser extent with 
sedatives than with any of the other drugs. Heroin (74%) and 
tobacco (66%) were ranked highest by their users as having a 
bad or very bad overall life etfect. This finding provides fur- 
ther support, if any is needed, for including compulsive 
smoking in DSM-III. Marijuana is the only drug rated by 
more users as having a good or very good (48%) than as hav- 
ing a kad or very bad (33%) overall life effect. 

Drug use rates were highest among young men who were 
not married but who were living with a partner. They were 
lowest among those who were married and living with their 
wive$. This difference may be related to conventional atti- 
tudes, which the authors suggest may have an ‘‘insulating’’ 
effect on ycung people from drug use. 

Military service was not associated with any differences in 
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drug use. Viet Nam was an excepfion, but when included in 
the overall picture, ‘‘the effect of Éervice in Vietnam is little 
more than a ripple in a stream” (p. 124). 

Narcotic Antaganists, by comparison, 1s of minimal inter- 
est to psychiatrists. It is a collection of seven papers describ- . 
ing animal research on long-acting preparations of naltrex- 
one. No new information is provided about this interesting 
narcotic antagonist, which is just beginning to become avail- 
able for use in treating opiate dependence. The papers pro- 
vide a slight glimpse into future possibilities of using oils, 
aluminum tannate and monostearate, polymer-coated micro- 
capsules, and biodegradable implants as long-acting vehicles 
for disulfiram, methadone, antipsychotics, and other psychi- 
atric medications. 


JOHN N. CHAPPEL, M.D. 
Reno, Nev. 


Depression and Schizophrenia: A Contribution on Their 
Chemical Pathologies, by H.M. van Praag, M.D., Ph.D. New 
York, N.Y., Spectrum Publications, 1977, 253 pp., $20.00. 


This book summarizes a large body of relevant research 
that has been carried out in an attempt to understand the 
etiology, pathogenesis, and treatment of both depression and 


Schizophrenia. The book is diviced into two sections. The 


first deals with depression and the second with schizophre- 
nia. The central theme of both sections is research carried 
out with biogenic amines. This focus on serotonin, norepi- 
nephrine, dopamine, and related substances permits the au- 
thor to develop a case for the possible role of these sub- 
stances in the pathogenesis of the two major psychiatric 
problems. The book is written in a pleasant narrative style 
and is easy to read and understand. It could serve as a begin- 
ning textbook for those interested in brain amines as well as 
a review of research in depression and schizophrenia. The 
introductory material in each section surveys a great deal of 
basic information about neural transmission, the biochemis- . 
try of catecholamines and serotonin, and the biochemical 
pharmacology of the major psychopharmacological agents. 

The book achieves a great deal of breadth, although at 
some expense in depth, and thus will be more valuable as-a 
textbook than a reference work. This is a reflection of the 
enormous amount of research that has been carried out in 
the area of depression and schizophrenia, no small part of it 
by the author himself. Because of his own important theoret- 
ical and practical contributions, van Praag quite naturally 
gives unequal stress to work of investigators in his own field 
of interest. Competing hypotheses are not generally given 
equal weight with those subscribed to by the author. This 
may be good for the student who is sometimes baffled when 
too many opposing views are presented uncritically. How- 
ever, some important areas are given only brief attention. 
Hallucinogenic indole derivatives are discussed at length, 
but the equally important mescaline-related substances get 
short shrift. 

This book is not immune from a problem affecting all re- 
cent review texts. New work is being carried out at such a 
rapid rate that work carried out after publication contradicts 
some statements in the text. An example of this can be found 
in the section on the transmethylation hypothesis and reac- 
tions mediated by S,methyltetrahydrofolic acid. Recent 
work. has found that this substence does not serve as a 
methyl donor in the formation of hallucinogens. 

The author provides an illuminating discussion of the 
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problems of diagnosis in psychiatry, particularly in relation 
to depression. He emphasizes his own system for the classi- 
fication of depression. Ths system is not widely used, and 
although it is interesting, 1t may be of limited value to the 
. reader. This book should serve as an excellent textbook cr 
review book for those interested in the most important cur- 
rent lines of research in depression and schizophrenia. 


ARNOLD J. FRIEDHOFF, M.D. 
New York, N.Y. 


Language and Interpretation in Psychoanalysis, by Marshall 
Edelson, M.D., Ph.D. New Haven, Conn., Yale University 
Press, 1975, 229 pp., $12.50. 


This volume is a contribution to the important new inter- 
face between linguistics and psychoanalysis. It is subdivided 
into three parts: 1) a discussion of some aspects of the scien- 
tific basis of psychoanalysis. 2) some implications of the gen- 
erative-transformational approach in linguistics for psycho- 
analytic interpretation, and 3) a detailed dissection of a poem 
by Wallace Stevens exploring a relatively unfamiliar but fas- 
cinating area, the relationship between meaning and poetic 
diction, particularly sound values. 

In part one, Prolegomena to a Theory of Interpretation, 
Edelson contrasts explanation and interpretation. He sees 
explanation as the search for causal factors. Interpretation, 
on the other hand, is a much more specific process. It is 
"context bound,” ad hoc (addressed legitimately to the un- 
derstandiag of unique works and acts), and ex post facto. 
Most important (and most controversial), Edelson states that 
interpretation is ‘‘ineluctably evaluative—essentially, an ap- 
praisal or assessment of events or objects in relation to con- 
texts in the light of a body of rules or standards” (p. 43). His 
use of the term ‘‘interpretation’’ runs the risk of confusing its 
specific use in many situations, particularly in therapeutic 
intervention by psychoanalysts, with its general use as a 
term denoting the finding of lawful order. 

In part two, Psychoanalysis and Language, Edelson devel- 
Ops his belief in the congruence of the theories of Freud and 
Chomsky. He particularly emphasizes two aspects: the idea 
of deep structure, loosely analogous to nonconscious proc- 
esses, and the idea of transformation, whereby such deep 
structures become ‘‘realized’’ in surface speech. He adds 
that this xind of realization is shared by language and music 
as symbolic systems. 

He then turns to the problems of deviance, starting with 
the idea of rules that codify language so that it refers more or 
less unambiguously to meanings. Indeed, ideally it is **trans- 
parent," so that the reader or listener grasps the meaning 
through the language (a point elaborated by Polanyi). Insofar 
as it falls short of this ideal, language is "opaque." Ambigu- 
ous language requires interpretation. Edelson outlines a sys- 
tematic framework for defining deviance; his hope is that a 
careful description of three types of deviance, involving 
varying degrees of generality, may lay the foundation for a 
theory o7 interpretation. 

Edelson's reliance on Chomsky's theory of syntax leaves 
untouched many questions in the area of semantics, whick is 
vital for psychoanalysis. Chomsky showed how speech is 
put together to promote uniform comprehensive communi- 
catiorf, but he left to others, particularly linguists interestec 
in generative semantics, a further attack on the frontiers of 
meaning. ; 

The concept of transformation depends on the notion of 
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symmetry and reversibility: speech units can be reafranged 
or put into alternative forms while conveying the sense un- 
changed. However, Edelson himself notes that even in ex- 
amples close to the surface of speech, unchangeability of 
sense is not complete. For example, the shift from active to 
p£ssive voice subtly alters some of the impact of a message. 
Edelson mentions the relevance of such variations in setting 
the "style" of a communication. It is important to realize 
that when we are dealing with nonlexical ideational elements 
underlying language, we are probably dealing with progres- 
sively greater restriction of the capacity for transformation. 
Most pictures do not look the same upside down. 

The final section of the book, devoted to a detailed dis- 
cussion of Stevens’ short poem ‘“The Snow Many," consists 
of several inevitably interwoven parts. They take up the syn- 
tax of the poem, its sense (semantics), and its sound (phonol- 
ogy). 

The discussions of syntax and sense represent a kind of 
exhaustive literary criticism, a microdissection, and an at- 
tempt at synthesis of total meaning. The result is a rich inter-. 
pretation of this poem as a condensed statement of aesthetic 
attitude, conveyed in Stevens’ spare and beautiful language. 
Edelson faces some traditional problems: how can one inde- 
pen..ently assess parts and whole; how can one fit them to- 
gether to arrive at a synthetic judgment about total meaning; 
given the ambiguity of artistic productions, to what extent 
can one say there is one correci interpretation? 

The section on phonology is perhaps the most interesting . 
in the book, although it is at the same time the most specula- 
tive. It is an effort to explore the intriguing area of sound 
symbolism. Edelson proposes a tentative classification of 
phonologic features and suggests emotive qualities associat- 
ed with them (for example, such terms as ''soft," ‘‘sombre,”’ 
and ‘‘luminous’’). He tries to show quantitatively the pate 
terns of distribution of those sound features throughout the 
five stanzas of The Snow Man" and to indicate the ways in 
which other types of psychological expression use acoustic 
features along with lexical ones to express emotion. The task 
is as formidable as it is exciting. Few students of poetry 
would deny that distinctive sounds carry distinctive types of 
emotive significance, but, as Edelson himself states, their 
precise elucidation is largely a task for the future. 

If I have leveled some criticism and raised some ques- 
tions, it is not because I have solutions or answers. Those 
are for the future. Edelson’s volume will prove a challenging 
and intriguing introduction to the fast-moving area of linguis- 
t:cs and its relationship to depth psychology. 


PETER H. KNAppP, M.D. 
Boston, Mass. 


* 


Pediatric Psychopharmacology: A Practical Guide to Clinical 
Application, by James H. White, M.D. Baltimore, Md., Wil- 
liams & Wilkins Co., 1977, 178 pp., $13.50 (paper). 


Psychopharmacology in Childhood and Adolescence, edited 
by Jerry M. Wiener, M.D. New York, N.Y., Basic Books, 
1977, 221 pp., $15.00. ES 


One aspect that immediately makes Pediatric Psycho- 
pharmacology attractive to the potential reader is its small , 
size. It measures 6 inches by 9 inches and has a total Of only 
181 pages including references. It is the work of a single au- | 
thor whose academic appointment is in pediatrics and psy- 
chiatry. In the introduction, Dr. White indicates his concern 


Am J Psychiatry 135:5, May 1978 


5 

about the philosophical questions regarding the use of drugs 
in children. However, his purpose is to give a practical and 
rational clinical guide to the use of psychoactive drugs in 
children on the basis of clinical judgments and clinical evi- 
dence. He says that he has no intent to go into great detail in 
this book regarding neurophysiology and neurochemistry. 
However, he presents the fundamental pharmacology of the 
drugs in questjon. The book is intended for the practicing 
physician—psychiatrist, pediatrician, or family physician. 

The book consists essentially of seven chapters, two of 
which are major chapters. One of these is devoted to the 
"Pharmacology of Individual Drug Categories." Here the 
author describes the pharmacological properties of psycho- 
tropic drugs commonly used in childhood and adolescence. 
The description includes chemical structure, pharmacolo- 
gical properties and action, side effects, indications and con- 
traindications, dosage, and administration, and treatment of 
overdosage. The other major chapter is devoted to pharma- 
cological treatment by target symptom rather than by diagnos- 

«tic category. For example, the first topic is hyperactivity and 
related symptoms. Following a general discussion of the sub- 
ject, the author gives seven case illustrations, each of which 
he concludes with a summary statement on the point illus- 
trated. In a subsequent chapter Dr. White provides a table 
showing the drugs and the target symptoms for which they 
are used. 

In addition to the chapters noted above are chapters on 

« management of drug overdosage, seizure disorders, and be- 
havior disorders. Because the extreme variability of re- 
sponse makes it difficult to regulate dosage, Dr. White in- 
dicates dosage as a range for age rather than as mg/kg. He 
includes a useful index to the chemical formulas of the drugs 
described as well as a list of 180 references. 

* In my view, the author has achieved his goal of producing 
a succinct clinical guide to the use of psychoactive drugs in 
children. Although this book could not serve as a library ref- 
erence, it fulfills its purpose well. I found it informative and a 
pleasure to read. 

Although Psychopharmacology in Childhood and Adoles- 
cence is an edited version of a number of contributions, it 
has apparently been designed to fill a need rather than simply 
to collect the communications delivered at a symposium. Dr. 
Wiener has divided the book into two major sections of 
about equal length with an additional third section in which 
he attempts to give some conclusions and describe some 
prospects. Four chapters are devoted to basic issues in the 
first section, and part two, Clinical Applications, has five 
chapters. I found the initial chapter by the editor and S. 
Jaffe, The History of Drug Therapy in Childhood and Ado- 
lescent Psychiatric Disorders,” the most interesting. In just 
32 pages, these authors cover the fascinating development of 
psychopharmacology and provide a very extensive list of 
references. 

What disturbed me about the basic issues section in this 
book, which clearly is intended as “an organized source of 
information,” is the superficial assessment of basic pharma- 
cology of the potent drugs intended for use in children. For 
example, three short paragraphs in the chapter on pharma- 
cologyeare devoted to methylphenidate, a drug now widely 
used in chydren. Moreover, although it may be argued that 
clinicians would not be interested in the formulas of these 
drugs, it is difficult for me to understand the lack of formulas 
in a reference work. Pediatric Psychopharmacology im- 
cludes these with good effect. | 

In the clinical applications section of Psycho- 
pharmacology in Childhood and Adolescence, chapters are 
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devoted to the treatment of such specific disorders as schizo- 
phrenia, depressive states, mifiimal brain dysfunction, 
symptomatic anxiety states, andithe special syndromes of 
enuresis, tics, school refusal, and anorexia nervosa. In gen- 


eral, these chapters, which include extensive lists of refer- ' 


ences, serve as good sources to the literature and preyide 
review articles of the literature. Although dosages of drugs 
are briefly discussed, the authors of the chapters assess each 
topic holistically as it relates to principles. 

The reader shovld keep in mind that this is a small book 
for a reference work. Although all of the chapters have ex- 
tensive reference lists, the detail in which each topic 1s dis- 
cussed varies. The chapter on minimal brain dysfunction is 
quite inclusive, but I was disappointed in not finding a more 
extensive description of anorexia nervosa in the chapter on 
special syndromes. Also, it seemed like such a good idea to 
assess the interaction of drugs and development, but the 
stress appears to be more on behavioral development than 
on the effect of drugs on biological development, e.g., the 
effect of drugs on hormones as taey affect growth. 

In summary, I found this book a useful attempt to fill a 
gap. It provides reviews with easy references to the litera- 
ture and an excellent summary chapter on the history of psy- 
chopharmacology of the young. Although it is not suffi- 
ciently detailed to de an extensive library reference work on 
the subject, it provides an up-to-date account of a subject 
with which every child psychiatrist should be familiar. 


HARVEY C. STANCER, PH.D.. M.D. 
Toronto, Ont., Canada 


The Meaning of Illness: Selected Psychoanalytic Writings, by 
Georg Groddeck; selected by Lore Schacht; translated by 
Gertrud Mander. New York, N.Y., International Universi- 
ties Press, 1977, 266 pp., $12.50. 


This volume of selected papers, which includes Grod- 
deck's correspondence with Freud translated into English 
for the first time, is a welcome and long overdue addition to 
the literature on the history of psychoanalysis in general and 
psychosomatic medicine in particular. Groddeck's formula- 
tions on the link between mind and body preceded the hy- 
potheses advanced by Dunbar, Alexander, Garma, Deutsch, 
and others by two decades. However, references to the ''fa- 
ther of psychosomatic mecicine" are usually reduced to a 
footnote if they appear at all in current reviews of the devel- 
opment of this subdiscipline. Grocdeck has not received suf- 
ficient credit for his theoretical and clinical contributions to 
psychoanalysis either. During his lifetime, he advanced a 
host of germinal concepts, e.g., the undifferentiated mental- 
physical self, narcissism as a character strength rather than a 
weakness, and the true nature of hypochondriasis. All of 
these concepts became important areas for psychoanalytic 
investigation. 

Admittedly, many of Groddeck's theories in the fields of 
psychosomatic medicine and psychoanalysis reflect major 
conceptual deficiencies, particularly in the light of our cur- 
rent psychological and biclogica' knowledge. Groddeck's 
writings on psychosomatic medicine are full of anthropomor- 
phic explanations for the phenomena he observed. For ex- 
ample, he ascribed the presbyopia of aging to the patient’s 
need to ‘‘put death symbolically a: a distance.” This type of 
explanation was unacceptable in Groddeck’s time and is 
even more unacceptable now. Nevertheless, one might be 
more tolerant of such explanations if one took into account 
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the scientific environmegat in which Groddeck’s theories 
evolved, i.e., the sparsity bf physiological data on the etioj- 
ogy of disease and the primitiveness of psychosomatic theo- 
ry (e.g., the unavailability of concepts of and/or information 
on predisposing and sustaining factors in disease, the advan- 
tager of the prospective versus the retrospective experimen- 
tal approach, and somatopsychic versus psychosomatic 
processes. 

Similarly, many of the flaws in Groddeck’s psychoanalytic 
formulaticns can be attributed to the fact that they predated 
the development of an ego psychology. Specifically, Grod- 
deck postulated that human beings possess *‘three psycho- 
logical aspects: conscious, unconscious, and vegetative.” 
However, each person is governed by his ‘‘It,’’ which Grod- 
deck defined as. all of the life forces that make up an individ- 
ual from the moment of conception. He viewed the ego as 
one of the many outward expressions of the It. The It is the 
vital force, the self of the organism, something absolutely 
different from the vegetative aspects of human life. These 
psychoanalytic concepts provided important insights into 
the etiology of disease. Thus, in the article from which this 
book takes its title, Groddeck hypothesized that illness is a 
creation of the organism and, more specifically, of the It and 
that the It tries to express something with illness. To be ill 
must mean something. 

Groddeck felt that visual disturbances could serve as a 
paradigm for this model of psychosomatic disease. To begin 
with, he felt, the mental apparatus has to repress external as 
well as internal stimuli in order to focus on a small fraction of 
these stimuli and understand them. In addition, the real im- 
age, as it is eventually "received," is a product of factual 
(real) and distorted mental components. Therefore, distorted 
vision has a mental component (e.g., repression or the fail- 
ure of repression) as well as a physical component. It fol- 
lows, then, that the diagnosis and treatment of visual dis- 
orders requires attention to both aspects of human behavior. 

Groddeck also studied the status of pharyngeal mem- 
branes before and after psychological intervention. He ob- 
served that a clearing of erythema followed an interpretation 
of a patent's current psychological turmoil. This rather 
primitive observation has been supported by findings de- 
rived from recent, more sophisticated studies by Holmes, 
who reported that alterations in pharyngeal mucous mem- 
branes occurred in his subjects after life stress. In fact, other 
theories zhat Groddeck advanced have recently achieved re- 
spectability. Groddeck conceived of man as the product of 
both his internal and external environment. This conceptual- 
ization might be regarded as the forerunner of Engel's bio- 
medical-»sycho-social model of disease, Reiser's field theo- 
ry, and Lipowski's ecological theory. 

Although Groddeck's etiological explanations for disease 
are dated, his attitudes and prescriptions for diagnosis and 
treatment are timely. Groddeck was first and foremost a phy- 
sician. His theories evolved from his clinical experience, and 
perhaps his greatest contribution lies in his concepts of the 
relationships between medicine and psychiatry and the phy- 
sician's role with the patient. 

Groddeck recognized that in order to help the patienti 
adapt to his illness the physician must himself adapt to his 
patient. In line with these precepts, he pointed out that in his 
initial contact with the patient the physician must focus or 
three factors: the personality of the patient, the nature of the 
patient's request for help, and the physician's estimate of the 
kind of relationship he would be able to form with the pa- 
tient. Groddeck cautioned the physician with regard to the 
pitfalls of diagnosis and, in particular, its psychological di- 
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mensions, stating that the physician must not forget that his 
diagnosis could be inadequate or wrong. In making a diagno- 
sis the physician creates the danger of assuming that illness 
is a State rather than a process. Groddeck advised the physi- 
cian to diagnose the patient and not just the illness. 

It was Groddeck’s tendency to overemphasize the role of 
psychological factors in the genesis and outcome of disease 
that earned him his reputation as a mystic or zealot and that 
relegated him to oblivion. Unfortunately, Lore Schacht has 
not really corrected these misconceptions. This book con- 
tains a representative sample of Groddeck's theories, as well 
as those which might be considered innovative by today's 
standards. However, no attempt has been made to separate 
the wheat from the chaff, to account for their defects and 
highlight their assets. As a result, Groddeck remains the man 
of radical, disorganized, and unsystematic ideas and there is 
a strong possibility that this book will not have the wide 
readership it deserves. 

Since almost 100 pages of this book are devoted to Grod- 


deck's correspondence with Freud, it merits comment.» 


Freud emerges as the tolerant listener, the benign critic, and 
the patient teacher. In contrast, Groddeck emerges as unrea- 
sonable and insatiable in his demands for approval and rec- 
ognition. He wished that his It had been preeminent to 
Freud's Id, and he could not be swayed by Freud's pleas that 
he "overcome the trivial ambition of claiming originality and 
priority." Nor could he benefit from Freud's tactful sugges- 
tion that he modify his extreme views. Thus, although it is 
clear that Freud appreciated Groddeck's intellectual capaci- 
ties, this correspondence reinforces the perception of Grod- 
deck as wild and of his contributions as of minimal impor- 
tance. 


JAMES J. STRAIN, M.D. * 
Bronx, N.Y. 


The Measurement of Intrapersonal Space by Grid Technique, 
Vol. 2: Dimensions of Intrapersonal Space, edited by Patrick 
Slater. New York, N.Y., John Wiley & Sons, 1977, 259 pp., 
$26.50. 


This is-the second volume of a two-volume series edited 
by Slater detailing the repertory grid technique that orgi- 
nated in the personal construct approach of the late George 
Kelly. Kelly proposed having the subject or patient being 
assessed rate a series of elements (other people, things, situ- 
ations, etc.) on a series of constructs, descriptive bipolar di- 
mensions such as good/bad. By analyzing these ratings the 
investigator could sample the value systems of the rater. 
Called the Construct Repertory Test (REP), it is related in 
theory to Stephenson's Q Sort techniques and Osgood's Se- 
mantic Differential. Not too commonly used in the United 
States, the REP has achieved popularityein Great Britain, 
where through the efforts of such workers as Slater and An- 
thony Ryle it has achieved a development and sophistication 
well beyond its relatively humble origins. 

Orginally the present volume was to have been the first in 
the series, followed by a second volume presenting some 15 
different studies by various authors illustrating typical appli- 
cations of the technique to assessment problems: In the 
course of publication the illustrative studies appeared first 
11) (reviewed in the Journal in May 1977), followed by this 
theoretical and methodological treatment of the technique. 
The reversal in order seems to have been a happy one be- 
cause the present volume is detailed and complex and might 
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have frightened off some readers before they dared approach 
the fascinating examples of various applications set forth in 
volume one. , 

Slater establishes a firm background for the repertory grid 
technique, leading the reader through the intricacies of ma- 
trix algebra, coordinate geometry, and principal component 
analysis, which are essential for its understanding and use. 
Fortunately, computer programs are presented to lighten 
much of the computational effort. However, the technique 
remains a complex, involved procedure. As Slater says, ''A 
clinician should consider that he is committing himself to a 
small-scale research project when he decides to use grid 
technique in the study of an individual patient.” 

Nevertheless, Slater has done an excellent job of ex- 
plication. He develops his thesis logically, and the writing is 
clear. With a little motivation the reader can follow and 
grasp the intricacies of this complex but rewarding technique 
of assessing the personal constructs around which a person 
structures his or her life. 
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The Self: Psychological and Philosophical Issues, edited by 
Theodore Mischel. Totowa, N.J., Rowman and Littlefield, 
* 1977, 348 pp., $17.50. 


This volume is the latest production of an interdisciplinary 
group that has been meeting biennially since 1967 to discuss 
issues on the borderline of philosophy and psychology. The 
late Theodore Mischel, Professor of Philosophy at the State 
University of New York at Binghamton, organized these 
conferences and served as editor of Human Action (1), Cog- 
nitive Development and Epistemology (2), and Understand- 
ing Other Persons (3). The latest conference was held in 
1975 at the Center for Psychosocial Studies in Chicago; its 
goal was to explore interrelations between psychological and 
philosophical studies of the self. 

What philosophers call ‘‘the problem of the self” lies at a 
point of intersection of several major lines of inquiry. It sur- 
faces as a conceptual problem in philosophy, a methodologi- 
cal problem in psychology, a clinical problem in psychoanal- 
ysis, and an area of anemaly in a neurobiologically con- 
ceived psychiatry. The persistence of this problem can be 
attributed to two factors. First, because of a traditional fear 
of ghosts in the body machine, the very existence of human 
agency has been questioned. Second, the behavioral sci- 
ences have failed to provide a valid social-psychological ac- 
count of how people exert powers to control their situation 
rather than be controlled by it, despite the influence of genes 
and the environment. The contributors to this volume dispel 
ghosts whjle showing that a theory of the self is a scientific 
necessity. This is a difficult book, but the creativity and logi- 
cal rigor with which the authors exchange ideas make it a 
first-rate undertaking. 

Twelve essays are grouped into five parts. In part one, 
Conceptual Issues in the Psychology of the Self, the editor 
introduces the issues that interconnect the topics to be dis- 
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cussed—human agency, the scierftific method, and the gene- 
sis of the self. 

Part two, Self-Control and thej Concept of Agency, opens 
with Walter and Harriet Mischel’s review of the literature on 


self-control, demonstrating that people are more active, self- - 


aware, and original than is usually supposed in psychology. 
William Alston conceptualizes self-intervention in terms of 
two hierarchically arranged motivational systems in which 
the higher level system affects the course of the lower level 
system. Charles Taylor makes a similar proposal, distin- 
guishing between first-order and second-order desires and 
arguing that having desires about our desires is associated 
with the use of an evaluative language and a type of self- 
intervention involving a mixture of decision and knowledge. 
Taylor’s contribution should be of particular interest to the 
existentially inclined reader because it contains a devas- 
tating critique of Sartre's theory of radical choice. 

Part three, Self-Knowledge, presents opposing views by 
Kenneth Gergen and David Hamlyn on the nature of insight. 
Gergen, basing his position on behavioral research, comes to 
the conclusion that a person's beliefs about himself or her- 
self are so deeply dependent or. the opinions of others that 
they are best regarded as socially constructed. Hamlyn, re- 
butting from a philosophical v:ewpoint, reasons that self- 
knowledge is a kind of practical knowledge mediated by de- 
cisions that, although taking the social milieu into account, 
are constructed by the individual. 

Part four, Self-Development and Its Failures, relates the 
problem of the self to clinical concerns. Ernest Wolf dis- 
cusses Kohut’s psychoanalytic psychotherapy, which focus- 
es on the patient’s disturbed sense of self; the analysis is 
conducted in terms of confused motivations rather than un- 
derlying mechanisms. Willard Day presents the radical be- 
haviorist position that there is no such thing as a self, that 
there 1s only biological equipment for social affiliation; inner 
conflicts are really in the environment, and personal fulfili- 
ment is a matter of creating an environment in which one is 
successfully affiliated with a group in which the occasion for 
negatively reinforced behavior rarely arises. Paul Secord ar- 
gues that the operant conditioning pardigm gives behavior 
modification theory an unduly restricted technical vocabu- 
lary with which to conceptualize self-intervention, resulting 
in inconsistency or paradox. George McCall suggests that 
the core of the self is the abilitv to see oneself as one sees 
others and that self-regulation :nvolves the anticipation of 
various audiences and the adjustment of behavior accord- 
ingly. 

Part five, The Meaning of “Self? and the Multiplicity of 
Selves, deals with issues that link language, culture, and so- 
cial behavior. Stephen Toulmin shows how the situations in 
which the self is the subject of discussion involve affect and 
volition as well as cognition and are concerned with such 
moral issues as autonomy, freedom, and responsibility. 
Toulmin's suggestion that the ccncept of self may be rooted 
in the peculiarities of a cul:urally relative grammar is second- 
ed in the final essay of the book by Rom Harré. Harré elabo- 
rates on this idea in a discussioa of Japanese grammar and 
Japanese theories of the self. The thrust of these specula- 
tions is reminiscent of the Whorf-Sapir hypothesis. Harré 
proposes that seli-intervention be visualized as the modi- 
fication of cognitive ''templates'' that structure action-se- 
quences. He concludes that the self is made possible by neu- 
rophysiological mechanisms of zhe kind pictured in*system 
and control theorv in contemporary cybernetics. 

The value of this book for psychiatry lies in its conceptual- 
izations of the person as an originating agent rather than a 
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had truly been in crisis but wanted retrospectively to hide 
their loss of control so as not to appear weak. My experience 
has led me to the entirely opposite concluston—that a pre- 
sertation of '*emotional distress" is an often-abused stan- 
dard form of manipulative communication in a jail setting. 
To provide crisis services in such a setting would fulfill an 
extension of **Parkinson's law” that the crises would expand 
to meet the services provided. Not only would such an ar- 
rangement tend to be abused, it is my impression that setting 
up such a system for a formalized alternate mode of commu- 
nication avoids the real problem of improving communica- 
tion between inmates and basic staff in correctional facilities. 
If one really desires to improve prisons, a far better strategy 
than having mental health professionals swarming over them 
to engage in crisis work would be to work toward the estab- 


victim of circumstances, jan alternative,tó the ‘‘mecha- 
nomorphism"' and technicilm that haunt the profession. 
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Men in Crisis: Human Breakdowns in Prison, by Hans Toch. 
Chicago, Hil., Aldine Publishing Co., 1975, 327 pp., $14.75. 


Men in Crisis appears to me to be representative of one 
pole of the extremely wide spectrum of thought among men- 
tal health professionals regarding prisons and their inmates. 
This viewpoint, in rather simplistic summary, ts the human- 
Istic-sounding one that criminals are regular folks caught up 
In circumstance and that, as often as not, they are unfortu- 
nate victims of society and particularly of its institutions for 
criminal offenders. The viewpoint at the other end of the 
spectrum, again stated simplistically, is more that criminal 
offenders have defects of personality, behavior, and thinking 
patterns that separate them, quantitatively at least, from 
noncriminal citizens. To me an excellent example of the 
thinking toward this end of the spectrum is Drs. Yochelson 
and Samenow's two volumes on The Criminal Personal- 
ity (1, 2). My experience in the area leads me to recommend 
the latter view as opposed to that which seems the gist of Dr. 
Toch's bock. I might be going out on a limb a bit, but it is my 
strong impression that more traditional and permissive psy- 
.chotherapeutic approaches have not achieved staggering 
successes with criminal offenders. This is not to say that the 
less permissive, more confrontative, behavior-oriented ap- 
proach suggested by Drs. Yochelson and Samenow is prov- 
en; it is as yet relatively untried. 

I would raise some specific points that cause me to ques- 
tion the validity of Dr. Toch's thesis. First, hts book is based 
on retrospective consideration of crisis responses among 
prison inmates; the information presented is thus entirely 
verbal and subjectively based. Dr. Toch attempts to allay 
this concern by pointing out the “low turn-down rate” for 
interviews and the careful communication of the inter- 
viewers "disaffiliation with the correctional system." It has 
been my experience that the average inmate will dissemble 
when he or she has nothing to gain but such minimal benefits 
. as obtaining a break in prison routine or favorably impress- 
ing an interviewer. The inmate might also think that even a 
completely detached interviewer might exert some influence 
to improve his or her situation in some way or might be of 
some future use. 

Dr. Toch states that another reason he felt the interviews 
were genu:ne was the fact that the inmates interviewed made 
statements suggesting that ‘“‘they were sharing concerns that 
they had never communicated to anyone.” From my experi- 
ence I have come to accept that sort of approach as a highly 
manipulative attempt to hook” the interviewer. I was also 
struck with Toch's statement that even when inmates sug- 
gested that their behaviors in situations had been manipula- 
tive Toch considered that this was not the case—that they 
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lishment of corrections work as a field with clearer goals, 
supported by our society in general, with appropriate train- 
ing, and encompassing aspects of mental health practice that 
have been proven useful by objective measurement. Rather 


then continue to provide permissive psychotherapies that, to , 


my knowledge, do not work effectively in such a setting and 
are largely regarded as a Joke or an object of manipulation, it 
wculd be far more humanitarian to try to provide effective 
correctional programs, even if some hardness of attitude 1s 
required as a feature of such programs. 
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Abnormal Ageing: The Psychology of Senile and Presenile De- 
mentia, by Edgar Miller. New York, N.Y., John Wiley & 
Sons, 1977, 160 pp., $11.95. 


As the title indicates, this is a psychology text, aimed pri- 
marily at description and discussion of the psychological 
changes in dementia. It pays only scant attention to physical 
and neurological correlates. The author addresses theory, 
practice, assessment, management, and amelioration of se- 
nile and presenile dementia. He briefly considers pathology 
and epidemiology and discusses intellectual and memory 
changes, paying some attention to language and learning in 
dementia. There is a brief discussion of the correlation of 
psychological factors with EEG. air EEG, and cerebral 
blood flow. 

The book is representative of the increased interest in 
identifying and addressing dementia in the elderly. It is not 
surprising that this work emerges from the United Kingdom, 
which some see as considerably ahead of North America in 
geriatric medicine generally and psychogeriatrics in particu- 
lar. It will be a useful addition to the library of any clinical 
psychologist testing or treating patients suspected of having 
organic brain syndrome. The section of the book dealing 
with management will be useful for any mental health profes- 
sional or administrator responsible for planning or maintain- 
ing an optimal environment for demented patients. ° 


TAN R. CAMERON, M.D. 
Hartford, Conn. 
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The Art and Technique of Analytic Group Therapy, by Martin 
Grotjahn, M.D. New York, N.Y., Jason Aronson, 1977, 276 
pp.» $20.00. , 


There was a style of reporting of psychotherapy that char- 
acterized the analytic impact: it was personal about the pa- 
tient and about the therapist, and it emphasized individual 
human beings. The more recent emphasis on statistics and 
techniques does not make use of the personal style of com- 
munication. For this reason, this book evokes nostalgia: the 
person of a therapist is in it. 

The task that Dr. Grotjahn has taken on is one of the many 
difficult tasks in communicating what transpires in psycho- 
therapy. Eow can the three- or four-dimensional events in 
group therapy be conveyed by means of a one-dimensional 
string of words? The author points out that supervision of 
group therapy, which requires that the supervisor know 
what is really going on, can be done better by visiting the 
group. We would undoubtedly learn more by visiting Dr. 

e Grotjahn's groups, but this book gives us an excellent orien- 
tation. 

The personal, subjective account of professional activity 
was much more prevalent when psychoanalysis and other 
forms of psychotherapy were the only significant ways for 
one person to help another person in psychological distress. 
Such therapy comprises an interpersonal system. The per- 
son of the therapist is a part of this system. Grotjahn quotes 
Greenson as saying, ''Who wants to be analyzed by a blank 
screen anyhow?”’ Grotjahn himself is not a blank screen; we 
can see his warts and his biases. It is a pleasure to meet the 
person of a therapist who does the same kind of work I do. I 
learn similarities and differences and could take advantage of 
them. 

* Wecurrently speak of a revolution in psychiatry. At times 
it seems to compare to the Industrial Revolution in that tech- 
nique and production are emphasized, with resulting dehu- 
manization. Dr. Grotjahn sounds more like a participant in 
the American Revolution, with its increased humanization 
and democratic peer support. 

About the therapist he sdys, ‘He should be reliable; he 
must invite trust and confidence. In order to do so, he should 
have trust and confidence in himself, as well as in other 
people. He need not be superior” (p. 213). He says that the 
aim of therapy ''is to help the individual to become a con- 
scious, direct, frank, honestly communicating person who 
begins to understand himself, his unconscious and that of 
others and who responds to others spontaneously and with- 
out anxiety and fear about his need for intimacy or aggres- 
sion” (p. 183). 


In this book *those two theses are exemplified. The au- 


thor's lifestyle as well asekis professional style is revealed. 
Readers will undoubtedly have different lifestyles, and in 
this day of measuring cost-effectiveness most will have dif- 
ferent professional styles. This is not a how-to-do-it'' book; 
rather, it is a description of one form of *'how-to-be'' a group 
therapist. i 

In discussions of ‘therapeutic communities,” where 
many people help many people, it has often been said that 
help is mcst effective when the community is in the process 
of becomigg and that benefit diminishes when the goal has 
been attained and a steady state endures. In all probability 
the same is true about group therapy and individual therapy. 
The Sense of growth and change continues to enliven Dr. 
Grotjahn’s work. It is most evident in his last sentence: ''I 
still hope to get there before it is too late." This book speaks 
to the person of the professional psychotherapist and can 
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help its readers' gain uk themselves. It will be 
cherished. 


7. ame 


Jay W. FIDLER, M.D. 
Piscataway, N J. 
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Psychotherapy in Chronic Ulcerative Colitis, by Aaron Ka- 
rush, M.D., George E. Daniels, M.D., Charles Flood, M.D., 
and John F. O'Connor, M.D. Philadelphia, Pa., W.B. Saun- 
ders Co., 1977, 140 pp., $13.75. 


This monograph on the psychiatric aspects of ulcerative 
colitis possesses much value. It constitutes the most com- 
plete and current work on the subject. It is clearly written 
and well organized, and it confronts the ambiguities of the 
illness unflinchingly. Its depth and lucidity are both very im- 
pressive. 

Ulcerative colitis is a disease of unknown etiology, and it 
is to the great credit of the authors that they are able to or- 
chestrate the known facts with the unanswered questions so 
skillfully. The book has eight chapters dealing with the gen- 
eral course of the illness, variable effects of psychotherapy, 
review of the psychosomatic literature, psychodynamic pre- 
disposition, process of psychotherapy, case histories, re- 
sponse to removal of the colon, and summary and con- 
clusions. The sections on psychodynamic predisposition, 
psychotherapeutic process, and case histories should be of 
particular interest to the psychotherapist. 

As the case material is presented and the therapeutic 
events described, patterns of therapeutic success and failure 
become evident, and at least some of the reasons for the clin- 
ical course become known. The elegance of understanding 
and technique brings satisfaction to the reader even when the 
issues are grim. Since the authors’ approach is humanistic 
and patient-centered, it is not surprising that they accord 
much importance to the personality and attitudes of the ther- 
apist as crucial factors in the outcome of psychotherapy in 
cases of colitis. 

Dr. Karush and his colleagues cover a broad range of diffi- 
cult issues, such as the skepticism about the usefulness of 
psychotherapy, the intricacies of collaboration with inter- 
nists and surgeons, and the mysterious relationship between 
emotional reactions and bowel cysfunction. In this spirit of 
conscientious thoroughness they consider important clinical 
details such as the varied reactions of colectomy patients to 
their stomas. Anather such consideration is the difference in 
reactions of husbands and wives to their mate’s ileostomy. 
To my surprise, the authors report that husbands typically 
feel more loving and accepting toward their wives after the 
latter have had an ileostomy. These are just a few examples 
of the many instructive facets of the book. Crowning all 
these noble acccmplishments are the extremely sophisti- 
cated and persuasive discussions of the delicate and com- 
plicated psychotherapeutic situation that exists in ulcerative 
colitis cases. 

The authors’ statistics, selected clinical material, firm con- 
clusions, and judicious speculations are based on their dec- 
ades of clinical experience and study. However, not a ves- 
tige of arrogance or defensiveness can be detected in the 
authors’ consideration of differing psychotherapeutic ap- 
proaches, including some that are untried by the test of 
time. ? 

The authors make the reader ever aware of the com- 
plexities, the pitfalls, and the healing possibilities in the psy- 
chotherapy of patients with ulcerative colitis. This work is a 
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model of clinical "M M therapeutic 
dedication. To quote the futhors, ‘‘Without sacrificing the 


important pharmacologicgl and surgical contributions to 
treatment, a more deliberate and more prolonged use of dy- 


. namic psychotherapy can only help the colitis patient and 


reduge his burden of disability." 


JOSEPH M. NATTERSON, M.D. 
Los Angeles, Calif. 


Drugs and Driving. NIDA Research Monograph 11, edited bv 
Robert E. Willette, Ph.D. Rockville, Md., National Institute 
on Drug Abuse, 1977, 135 pp., $1.70. 


This NIDA research monograph is an edited report of pre- 
sentations made by a number of authorities at a NIDA-spon- 
sored conference held in August 1976. 

Before the Highway Safety Act of 1966 there was a very 
meager scientific base in the field of highway safety, particu- 
larly in the area of driver behavior. Since 1966, government 
funds have contributed to an increasing amount of research 
by qualified investigators. Most recently, a great deal of at- 
tention has been given to the role of alcohol in the produc- 
tion of desth and injury on the highway; this inevitably in- 
cluded an interest in the role of drugs. The trend is now to 
study accident-producing behavior in the larger context of 
alcohol and drugs. 

Although drugs do not appear to be as frequently involved 
in automobile accidents as alcohol, we know that the two are 
often combined, and the problem ts not limited to the use of 
psychoactive drugs, such as marijuana. The interaction of 
alcohol and many prescription and patent medicines may al- 
so play an important role. Little or nothing is known about 
the relationship of the many dozens of possible combinations 
to the problem of highway crashes. In fact, many authorities 
consider polydrug use today to be a far more serious social 
and medical problem than either marijuana or heroin use, 
especially when the other drugs are combined with alcohol. 
It is interesting, however, that the NIDA panel recommend- 
ed that the first level of priority for further study be alcohol, 
partly because it is more easily studied, it is a more per- 
vasive problem, and its relationship to highway safety is well 
accepted. 

Although approximately 5095 of all fatal crashes in the 
United States involve alcohol, similar data on drugs are not 
available. However, some studies indicate that about 10% o? 
fatal car crashes involve drugs without alcohol and that 
about 4095 involve the use of alcohol or a combination of 
alcohol and other drugs. In one limited survey, 60%-80% of 
marijuana users indicated that they sometimes drove while 
intoxicated with the drug. Recent studies by the California 
Highway Patrol showed that 2596 of a sample of motorists 
stopped for erratic driving were under the influence of mari- 
juana. 

One of the more important facts recognized in this mono- 
graph is that there is insufficient evidence to contribute much 
to the formulation of public policy. There is an urgent need 
to develop guidelines regarding which drugs at which dose 
levels and how long after ingestion contribute to the injury. 
death, and property tell on the highway. Drugs and Driving 
highlights the fact that it is not easy to gather such data but 
describes some of the progress made to date. 

The various authors address themselves to issues in the 
areas of epidemiology, laboratory studies, assay develop- 
ment, legal questions, the problems of methodology, and the 
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state of current knowledge. In addition, they review the liter- 
ature according to the categories of anesthetics, tranquil- 
izers, sedatives, opiates, stimulants, and hallucinogens. 
Studies of varied sophistication are described; although 
many of them lack adequate methodology. they describe in 
the aggregate the state of the art and highlight current prob- 
lems in research technique. 

In addition to producing recommendations for further di- 
rections of policy and research, this monograph also clearly 
sounds a warning to those physicians who dispense various 
kinds of medication without carefully investigating each pa- 
tient’s use of alcohol and other drugs and without consid- 
ering the driving risk. Each patient and physician should de- 
ve.op personal guidelines based on careful consideration of 
each history and should continually monitor these drugs in 
relation to the driving task. Of course, similar concern 
should be given to other risk-taking activities, such as work- 
ing with dangerous machinery or being involved in complex 
dezision making that can affect thé welfare of the patient and 
others. Many drivers (and physicians) may not appreciate, 
that the increased risk of a highway accident is based not 
only on intoxication but on impairment. After only a few 
drinks a driver can be seriously impaired in the driving task 
bu: sober by social standards. The same issue undoubtedly 
apolies to the use of drugs. 

‘When such presentations by a number of authorities are 
reduced to book form the problems of organization, logical 
flow of material, and redundancies are inevitable. Although , 
several editorial mishaps make this book cumbersome to fol- 
low at times, the material is still relevant and at the cutting 
edze of knowledge. It is not meant to serve as a textbook or 
as a primer for the general physiciàn but is certainly recom- 
mended for addition to the library of the serious student of 
drug abuse. . 


FREDERICK L. McGuire, PH.D. 
Orange, Calif. 


Alcoholism: Development, Consequences, and Interventions, 
edited by Nada J. Estes, R.M., M.S., and M. Edith Heine- 


. mann, R.N., M.A. St. Louis, Mo., C.V. Mosby Co., 1977, 


316 pp., $9.25 (paper). 


This.book is a result of contributions of several experts in 
alcoholism and related fields. Although not much new mate- 
ria is presented, the book is well written and practical. The 
material can be easily understood, even by laymen. 

The book is divided into five sections with several related 
topics in each section. Part one deals with tht developmental 
perspectives of alcoholism, inarding etiology, epidemiol- 
og’, criteria for diagnosis, and the different stages of alco- 
holism. Of particular interest in this section is the chapter 
dealing with the dynamics of the family of the alcoholic. Part 
two deals with the pathophysiological effects of alcohol on 
the various body systems, including malnutrition, gastroin- 
testinal disorders, neurological problems, hernatological dis- 
orders, and heart and skeletal disorders. Perhaps because 
the book is directed more toward nurses working with alco- 
holic patients, the physiological effects of alcqholism are 
covered more fully and in more detail than other tepics in 
this book. A brief chapter on the fetal alcohol syndrome is 
als» included in this section. "EE. 

Part three includes several chapters on alcohol problems 
in special groups, including children from alcoholic families, 
drinking among teenagers, women with alcohol problems, 
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spouses of alcoholic women, drinking among American In- 
dians, and the intoxicated driver. A particularly interesting 
chapter in this section is the one dealing with the spouses of 
alcoholic women because we usually hear only about the 
"classical" wife of the alcoholic. Another interesting chap- 
ter in this section is the one dealing with the drinking driver, 
which discusses fully the identification, prevention, control 
program, and related treatment of the driving-while-in- 
toxicated offender. 

Pari four deals with the assessment and treatment of the 
alcoholic. The chapter on assessment and diagnosis provides 
an interview guide that, although it is directed at nurses, is 
actually quite useful for any mental health worker dealing 
with alcoholics. It includes many specific questions and cov- 
ers the psvchological, physical, and sociological aspects of 
alcoholism. The chapter on counseling the person with alco- 
hol problems is excellent. However, the material covered in 
this chapter has been published before. Although the authors 
in this section cover most treatment modalities, no emphasis 


* is placed on marital or family therapy. My only criticism of 


this bock is that much of the material has been presented in 
one form or another in other publications. - 


SEBASTIAN MozziCATO, M.D. 
Farmington, Conn. 


* Alcoholism and Drug Dependence, edited by J.S. Madden, 


Robin Walker, and W.H. Kenyon. New York, N.Y., Plenum 
Press, 1977, 469 pp., $39.50. 


This book contains the proceedings of the third inter- 
national conference on alcohol and drug dependence held in 
Liverpool, England, April 4-9, 1976. The book consists of 42 
papers that are no better and no worse than most collected 
proceedings of large conferences on drug and alcohol prob- 
lems. 

The papers range from reviews of medical aspects to dis- 
cussions of how government policies affect use. No thesis 
ties the papers together, and the term **multidisciplinary'' in 
the subtitle simply means that people o? several backgrounds 
prepared the papers. Although the conference was called 
*'international," three-fourths of the presenters were from 
England and Scotland; the rest were from Canada and the 
United States, with one or two from Germany and a few oth- 
er countries. 

I can imagine that those who attended the conference 
would want a copy of this book; possibly any library that is 
intent on having a complete set of works on alcoholism 
would also want this book, but it is scarcely to be recom- 
mended for general use ^"W5he range of subjects is great, but 
most of the articles contain ideas that are readily found else- 
where in the literature on alcoholism and drug dependence. 

Two papers that I thought were of particular interest re- 
ferred to the positive correlation generally found between 
per capita consumption of alcohol and evidence of alcohol- 
ism and problem drinking. That there ts a correlation might 
seem to most to be a matter of course, but to me it Is part of 
the evidence against looking for a specific disease process in 
alcoholics and in favor of viewing most of alcoholism and 
problem drinking as learned behavior to be understood as 
arising in a particular social context. In order to develop gov- 
ernment policies and conduct preventive education, it is nec- 
essary to understand just how an overall per capita increase 
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in consumption gets translated into alcohol abuse. 

I doubt that there would be any point to a more thorough 
review of this book. Its main valüe is that it gives some idea 
of how things are elsewhere in this field, particularly in Eng- 


land. It turns out that with regard to alcoholism. things are - 


not much different there than they are here. P 
R.E. REINERT. M.D. 
St. Cloud, Minn. 


Narcotic Antagonists: Naltrexone. Progress Report. NIDA Re- 
search Monograph 9, edited by Demetrios Julius, M.D., and 
Pierre Renault, M.D. Rockviile, Md., National Institute on 
Drug Abuse, 1976, 178 pp., $2.55. 


This progress report stems from a satellite conference of 
the 38th annual scientific meeting of the Committee on Prob- 
lems of Drug Dependence held ir. June 1976. As the foreword 
states, this is part of a carefully designed plan to develop 
better treatment methods for opioid dependence. The early 
theoretical foundations for the use of antagonists such as nal- 
trexone were laid down by Abraham Wikler in 1955, and sev- 
eral similar drugs, such as cyclazocine and nalorphine, have 
been studied. A strategy for testing the efficacy of these nar- 
cotic antagonists was shaped by 1967: this study reports the 
second phase of the testing of naltrexone. 

The reports in this volume speak to the role of the federal 
government in the development of this agent, the double- 
blind study of the National Academy of Sciences. NIDA 
clinical studies, NIDA behavioral studies, and an interim re- 
port on naltrexone safety data. 

According to this monograph, naltrexone is safe in the 
addict population who request treatment. There may be ma- 
jor discomfort tn the gastrointestinal system, with anorexia. 
nausea, vomiting, and cramping, but there are few other 
complications. Naltrexone can block opioid drug depen- 
dence, and a technique for induction of treatment is avail- 
able. There are problems with motivating addicts to keep 
taking naltrexone; the drop-out percentages for naltrexone 


.studies are very high. Thus, it seems to be a drug for only the 


highly motivated, and treatment goals have to be focused on 
changes in lifestyle. 

In my view, the above outline of the findings fails to give 
the real value of this monograph. The authors all know each 
other well and are frank and open about problems in this sort 
of research. Readers may discover here a special wisdom 
that will have broad application to other research attempts. I 
would urge them tc read this rather short report. The prelim- 
inary animal studies are well presented; they are followed by 
a series of reports of implementation of clinical trials under 
strong governmental pressure to develop a nonopiate treat- 
ment of opioid addictions. These studies are viewed in the 
larger frame of implementation of policy. In addition, the 
presentations from the field talk openly about problems in 
sampling, acceptance of treatment, and retention of popu- 
lations. 

The report can be read rather quickly and may give the 
relatively uninitiated some very interesting insights into re- 
search. It is not often that one is privy to such honest report- 
ing. . 


MARVIN STERN. M.D. 
New York, N.Y. 
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This listing acknowledges the receipt of recent books. Books 
of particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
publishers. 


Chase, Chance, and Creativity, by James H. Austin. New 
York, N.Y., Columbia University Press, 1978, 232 pp., 
$12.95. 


Theory and Problems of Adolescent Development, 2nd ed., by 
David P. Ausubel, M.D., Ph.D., Ravmond Montemayor, 
Ph.D., and Pergrouhi (Najarian) Svajian, Ph.D. New York, 
N.Y., Grune & Stratton (Harcourt Brace Jovanovich), 1977, 
541 pp., $19.50. 


* As Close As Possible: Community Residences for Retarded 


Adults, by Bruce L. Baker, Gary B. Seltzer, and Marsha 
Mailick Seltzer. Boston, Mass., Little, Brown and Co., 1977, 
254 pp., $12.50; $8.95 (paper). 


And a Time to Live: Toward Emotional Well-Being During the 
*Crisis of Cancer, by Robert Chernin Cantor. New York, 
N.Y., Harper & Row, 1976, 276 pp., $9.95. 


The Treatment Techniques of Harry Stack Sullivan, by A.H. 
Chapman, M.D. New York, N.Y., Brunner/Mazel, 1978, 
229 pp., $13.50. 


The Annual of Psychoanalysis, Vol. V, edited by the Chicago 
Institute for Psychoanalysis. New York, N.Y., International 
Universities Press, 1977, 436 pp., no price listed. 


The Psychology of the Artist, oy Sheldon Cholst, M.D. New 
York, N.Y., Beau Rivage Press, 1977, 70 pp., $3.50 (paper). 


Program Evaluation for Mental Health: Methods, Strategies, 
and Participants, edited by Robert D. Coursey, Ph.D., Gerry 
A. Specter, Ph.D., Stanley A. Murrell, Ph.D., and Barbara 
Hunt, M.A. New York, MiI., Grune & Stratton, 1977, 388 
pp., $22.00. . 


Medical Examination Review Book, Vol. 23: Child Psychiatry, 
3rd ed., by John C. Duffy, M.D. Flushing, N.Y., Medical 
Examination Publishing Co., 1977, 183 pp., $15.00 (spiral 
bound). 


The E&P Experience: A Psychiatric Validation, by Jan Ehren- 


wald, M.B. New York, N.Y., Basic Books, 1978, 298 pp., 


$13.95: 


Cognitive and Emotional Disturbances in the Elderly: Clinical 
Issues, edited by Carl Eisdorfer, Ph.D., M.D., and Robert O. 
Friedel, M.D. Chicago, Ill., Year Book Medical Publishers, 
1977, 159 pp., no price listed. 


Handbook of Rational-Emotive Therapy, by Albert Ellis and 
Russell Grieger. New York, N.Y., Springer Publishing Co., 
1977, 433 pp., $22.50; $14.95 (paper). 


Fragile Families, Troubled Children: The Aftermath of Infant 
Trauma, by Elizabeth Elmer; Sue Evans and John B. Rein- 
hart, Co-investigarors. Pittsburgh, Pa., University of Pitts- 
burgh Press, 1977, 156 pp., $7.95. 


Test Your Own Mental Health, 4y William Gladstone. New 
York, N.Y., Arco Publishing Co., 1978, 141 pp.. $4.95 (pa- 
per). 


Learning in Infants and Young Children, by Michael Howe. 
Stanford, Calif., Stanford University Press, 1975, 209 pp., 
$8.95; $4.95 (paper). 


Handbook of Psychopharmacolozy, Vol. 8: Drugs, Neuro- 
transmitters, and Behavior, edited by Leslie L. Iversen, Su- 
san D. Iversen, and Solomon H. Snyder. New York, N.Y., 
Plenum Press, 1977, 577 pp., $39.50. 


Your Body: Biofeedback at Its Best, by Beata Jencks, Ph.D. 
Chicago, Ili., Nelson-Hall, 1977, 262 pp., $11.95; $6.95 (pa- 
per). 


Curso Básico de Estadística: Introducción a la Ténica De- 


: scriptiva del Análisis Estadístico, by Hermann-Josef Kaiser. 


Barcelona, Spain, Editoria! Heraer, 1977, 165 pp., 480 pe- 
setas (paper). 


Turnabout: Help for a New Life, ^y Jean Kirkpatrick, Ph.D. 
Garden City, N.Y., Doubleday & Co., 1978, 183 pp., $6.95. 


Psychodrama for the Timid Clinician, by Eva Leveton. New 
York, N.Y., Springer Publishing Co., 1977, 175 pp.. $7.95 
(paper). 


Heritage of Illusions, by Kar! K. Lewin, M.D. St. Louis, Mo., 
Warren H. Green, 1978, 139 pp., 39.50. 


To Be a Therapist: The Teaching and Learning, by Jerry M. 
Lewis, M.D. New York, N.Y., Bruaner/Mazel, 1978, 178 pp., 
$10.00. ; 


Sex and the Unborn Child: Damage to the Fetus Résulting 
from Sexual Intercourse During Pregnancy, by Roman Rech- 
nitz Limner. New York, N.Y., Jutian Press, 1969, 221 pp., 
56.95. 
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The Psychology of Sex Differences: Vol. I, Text; Vol. II, Anno- 
tated Bibliography, by Eleanor Emmons Maccoby and Carol 
Nagy Jackiin. Stanford, Calif., Stanford University Press, 
1974, 627 pp., $18.95; $14.90 (paper, 2 vols.). 


Current Psychiatric Therapies, Vol. 17-1977, edited by Jules 
H. Masserman, M.D. New York, N.Y., Grune & Stratton, 
1977, 337 pp., $32.50. 


Bioestadística: Métodos Estadísticos para Investigadores, bv 
Josep M. Domènech I Massons. Barcelona, Spain, Editorial 
Herder, 1977, 642 pp., 1.800 pesetas (paper). 


Letters from the Field 1925-1975, by Margaret Mead; 
planned and edited by Ruth Nanda Anshen. New York, 
N.Y., Haroer & Row, 1977, 331 pp., $12.95. 


Noncatecholic Phenylethylamines, Part 1, Phenylethylamine: 
Biological Mechanisms and Clinical Aspects, edited by Aron 
D. Mosnaim and Marion E. Wolf. New York, N.Y., Marcel 
Dekker, 1978, 508 pp., $49.50. 


Clinical Quantitative Methods, bv Richard W.J. Neufeld, 
M.D. New York, N.Y., Grune & Stratton, 1977, 184 pp., 
$14.50. 


Endangered Hope: Experiences in Psychiatric Aftercare Facil- 
ities, by David K. Reynolds and Norman L. Farberow. 
Berkeley, Calif., University of California Press, 1977, 1&0 
pp., $10.95, 


Suicide: Inside and Out, by David K. Reynolds and Norman 
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L. Farberow. Berkeley, Calif., University of California 
Press, 1978, 237 pp., $3.85 (paper). 


Modern Psychoanalytic Concepts in a General Psychology. 
Part One: General Concepts and Principles: Part Two: Moti- 
vation. Psychological Issues Monograph 42/43, by Allan D. 
Rosenblatt and James T. Thickstun. New York, N.Y., Inter- 
national Universities Press, 1978, 338 pp., $15.00 (paper). 


Mind Control, by Peter Schrag. New York, N.Y., Pantheon 
Bcoks, 1978, 317 pp., $10.00. 


New Trends of Psychiatry in the Community, edited by 
George Serban, M.D. Cambridge, Mass., Ballinger Publish- 
ing Co. (J.B. Lippincott Co.), 1977, 296 pp., $20.00. 


Review of Inhalants: Euphoria to Dysfunction. NIDA Re- 
search Monograph 15, edited by Charles Wm. Sharp, Ph.D., 
ard Mary Lee Brehm, Ph.D. Rockville, Md., National Insti- 
tute on Drug Abuse, 1977, 345 pp., no price listed. : 
Taxonomy of Behaviour Disturbance, by D.H. Stott, N.C. 

Marston, and S.J. Neill. London, England, University of 
London Press (Guelpk, Ont., Canada, Brook Educational 

Publishing, distributor). 1975, 181 pp., $9.50. 


The Myth of Psychotherapy: Mental Healing as Religion, 
Rhetoric, and Repression, by Thomas Szasz. Garden City, , 
N.Y., Anchor Press (Doubleday), 1978, 226 pp., $8.95. 


Therapist Disclosure: The Use of Self in Psychotherapy, by 
Myron F. Weiner, M.D. Boston, Mass., Butterworths, 1978, 
172 pp., $11.95. 
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OFFICIAL ACTIONS 


Position Statement on Discrimination Against Persons with Previous 


Psychiatric Treatment 


This statement was approved by the Board of Trustees at its 
December 10, 1977, meeting, upon recommendation of the 
Council on National Affairs. It was prepared by the Task 
Force to Study Arbitrary Discrimination Against Persons 
‘with Previous Psychiatric Treatment.’ 


KNOWLEDGE OF previous psychiatric treatment and/or the 
possession of a psychiatric label is blatantly used in a variety 
of settings to influence immigration, licensure, employment, 
insurance, the granting of permits, and credit. Such knowl- 


* edge is not infrequently used prejudiciously to exclude indi- 


viduals, as if society's institutions were attempting to protect 
themselves against what is felt to be a threat. 

Such exclusionary practices are arbitrary and prejudgmen- 
tal, irrelevant to the purpose at hand, and subversive of fun- 
giamental reeds for privacy, confidentiality, and the civil 
rights of individuals. Although there are times when such 
information may be appropriate to understand an individ- 
ual's previous experience and behavior in relation to his or 
her capacity to perform a particular function, we know of no 
situation in which knowledge of previous psychiatric treat- 
ment or diagnosis assists a nonmedical administrator in ar- 
riving at an opinion. 

This prejudicial practice is tantamount to class discrimina- 
tion agains: persons with previous psychiatric treatment, 
the mentally retarded, those formerly involved with drugs, 
and those in prisons or half-way houses. Some constructive 
efforts have attacked this scapegoating. For instance, the 
Civil Service has changed its form CS-171 so that applicants 
are no longer asked about previous psychiatric treatment, 
and 11 states have followed suit. Maryland, for example, 
prohibits "any question dealing with psychological or psy- 
chiatric condition having to do with treatment that does not 
have a direct, material afffimely relationship to the appli- 
cation of fitness and capacity to properly perform the act or 
responsibility of the desired function.” 

To be sure, perSonnel officers selecting candidates for posi- 
tions may properly require confidential medical examina- 
tions entailing a complete medical history, including that of 
psychiatric treatment, and insofar as this information is re- 
tained within the confines of an occupational health unit, re- 
quiring*jt does not appear to be objectionable. 


ti 


"The Task Fotce to Study Arbitrary Discrimination Against Persons with Pre- 

vious Psychiatric Treatment included Leonard J. Duhl, M.D., chairperson, 
Roger Peele, M.D., O.B. Towery, M.D., Alvin Becker, M.D., Esther Rob- 
erts. M.D., and Alan McLean, M.D. 


Thus, although some progress has been made, it is quite 
insufficient, and arbitrary discrimination in the main contin- 
ues. For example, it remains dificult for former patients of 
public mental hospitals everywhere to obtain employment. 
Scapegoating and discrimination have psychological, social. 
and cultural impacts on family, individuals, and institutions. 
The fear of discrimination may in fact lead to avoiding treat- 
ment since it often becomes a mztter of record. Even psychi- 
atrists themselves are involved in procedures that may dis- 
criminate against their own colieagues: for example, some 
psychiatrists who had previous psychoanalytic therapy as 


. part of their training have been precluded from participating 


in the disability insurance of the American Psychiatric Asso- 
ciation, and medical students and psychiatric residents often 
find it difficult to obtain insurance coverage if they answer 
insurance form questions positively about previous psychiat- 
ric diagnosis or treatment. These examples are a sharp re- 
minder that our own American Psychiatric Association is con- 
fronted with the same problem faced by other institutions. 


RECOMMENDED POLICY 


The fact of previous diagnosis or treatment should never 
be used or sanctioned on application forms for jobs, in- 
surance, immigration, licensure. permits, or credit. This 
should be a general social policy and should include all non- 
medical forms. With adequate safeguards and with the main- 
tenance of confidentiality under a code of ethics, a com- 
petent medical consultant should be able to ask for and ob- 
tain needed medical information from applicants to help 
determine whether the person is capable of performing spe- 
cific functions normally expected in the routine for which he 
or she is being evaluated. This information about diagnosis 
and history should not be communicated to anyone outside 
of a medical unit. 

There are many legal requirements (e.g., Workmen's 
Compensation, second injury laws, etc.) wherein medical in- 
formation must be made available to employers and potential 
employers. This information should be obtained only 
through ethical medical procedures. Organizations and insti- 
tutions that do not have medical consultants should be pre- 
cluded from inquiring into these areas. Employers, no matter 
how small, should have available medical consultation to ex- 
plore such problems. 

The Rehabilitation Act of 1973 as interpreted in Regulation 
503 deals with the fact that no impairment should be a con- 
dition of discrimination in emplovment. This includes pre- 
vious diagnosis and medical treatment. Affirmative action of 
this kind toward present and previous psychiatric patients 
should be basically encouraged. 


* 
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Position Statement on Recertification 


This statement was approved by the Assembly of District 
Branches at its October 1977 meeting and by the Board of 
Trustees at its December 10, 1977, meeting, upon 
recommendation of the Council on Medical Education and 
Career Development. It was prepared by the Task Force on 
Recertification.! 


THE AMERICAN PSYCHIATRIC ASSOCIATION has a responsi- 
bility to promote and ensure the highest quality psychiatric 
care. Although not linked in a one-to-one relationship, high 
quality education and experience in psychiatric practice are 
positively correlated. Therefore, the American Psychiatric 
Association has an imperative interest in the quality of edu- 
cation of psychiatrists from their earliest stages of profes- 
sional development through the course of their professional 
lives. In addition, the American Psychiatric Association has 
a responsibility for demonstrating to the general community 
our concern for the quality and continuing nature of the edu- 
cational process and the quality of psychiatric care. 


RESOLUTION 


1. The American Psychiatric Association shall actively 
encourage all uncertified psychiatrists to secure certification 
by the American Board of Psychiatry and Neurologv or the 
Royal College of Physicians in Canada. 

2. The American Psychiatric Association shall actively 
. encourage psychiatrists to make every effort to keep their 
overall krowledge and competence current by the wide vari- 
ety of means available for these purposes. 

3. The American Psychiatric Association shall provide an 
educatioral program whereby all psychiatrists can update 
their knowledge and skills in psychiatry. This will be done 
with sensitivity to the wide variety of special areas in which 
psychiatrists work. 

4. The American Psychiatric Association shall set in mo- 
tion, in collaboration with the American Board of Psychiatry 
and Neurology and the analogous Canadian certifying body, 


JThe Task Force on Recertification included Herbert Pardes, M.D., chairper- 
son; Norbert Enzer, M.D.; Raymond Feldman, M.D.; Peter B. Gruenberg 
M.D.; Mzrtha Kirkpatrick, M.D.; Alvin Friedland, M. D.; John Ordway. 

" M.D.; Joseph Tupin, M.D.: Stanley. Eldred, M.D., consultant; and Rober: 

Senescu, M. D., consultant. 
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a process to develop methods of voluntary recertification ; as 


: an important way by which psychiatrists can demonstrate 


their continuing and up-dated knowledge and skills. 


GUIDELINES 


l. Any recertification process will be voluntary. 


2. Any recertification process will involve a series of op- - 


tions that individuals can exercise in determining by what 
means they will demonstrate their continued knowledge and 
competence. 


3. The task force is opposed to any mandatory externally, 


evaluated examination. 

4. The task force favors allowing currently uncertified 
psychiatrists to participate in recertification. Although they 
cannot receive designation that they are recertified, they 
should receive some formal designation that they have par- 
ticipated in this process. 

5. The task force emphasized that the recertification proc- 
ess should be responsive to the concerns of the wide variety 
of practitioners of psychiatry. Thus, psychiatrists would be 
able to demonstrate their continued knowledge and compe- 
tence through activities predominantly in their specific area 


. of work with some complement of general core material. 


6. The task force is requesting an endorsement of the prin- 


ciple of continuing certification, soliciting advice and coun 


sel from the Assembly, and expecting to coordinate activi- . 


ties with the efforts of the Committee on Continuing Educa- 
tion in order to arrange the least complicated and most 
rewarding process for continuing certification. 

7. Some of the specific methods endorsed by the task 
force include the various continuing education programs, the 
APA-generated syllabi with related self-assessment pro- 
grams, and methods for demonstration of clinical work by 
individual practitioners. 

8. The task force is opposed to any double jeopardy for 
subspecialists (e.g., child psychiatrists). In other words, 
whatever process would be developed would satisfy contin- 
uing certification needs of child psychiatrists in both child 
psychiatry and general psychiatry. 


» 





widely useful in psychiatric practice 
when moderate anxiety 
or agitation accompanies depression 


Triavil 


. containing perphenazine and amitriptyline HCI 


prescribe it... 
With good reason 
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Helps treat the total symptom complex—mod- 
rate anxiety and coexisting depression. 


The antidepressant component is capable of 
lleviating such symptoms of depression as early 
norning awakening, anorexia, poor concentration, 
ind feeling of hopelessness. 


The tranquilizer component is capable of alle- 
lating symptoms of anxiety, tension, and psycho- 
rotor excitement without apparent dulling of mental 
cuity. Hypnotic effects appear to be minimal, par- 
cularly in patients who are permitted to remain 
Ctive. 


The drug may impair mental and/or physical 
bilities required for performance of hazardous 
asks such as operating machinery or driving. 


Depending on the condition being treated, 
lief of symptoms of anxiety may occur within a few 
ays, but adequate relief of symptoms of depression 
fay take a few weeks or even longer. 


oymptomatic relief often increases the patient's 
bility to return to normal family, social, and voca- 
onal activities. 


Flexibility of four tablet strengths affords ease of 
osage adjustment for better patient management. 


Initial therapy for many patients is TRIAVIL? 
25, containing 2 mg perphenazine and 25 mg 
nitriptyline HCI, or TRIAVIL® 4-25, containing 4 mg 
erphenazine and 25 mg amitriptyline HCI, t i.d. or 
i.d. See full prescribing information for dosage 
elderly and adolescent patients. 


Treatment,with TRIAVIL—a balanced 
ew: TRIAVIL is contraindieajed in CNS depression 
ym drugs, in the presence of evidence of bone 
arrow depression, and in patients hypersensitive 

phenothiazines or amitriptyline. It should not be 
sed during the acute recovery phase following 
yocardial infarction or in patients who have 
ceived an MAOI within two weeks. Patients with 
idiovasculgy disorders should be watched 
osely. Not recommerided in children or during 
egnancy. The drug may enhance the response to 
cohol. Antiemetic effect may obscure toxicity due 
other drugs or mask other disorders. Since 
licide is a possibility in any depressive iiness, 
tients should not have access to !arge quantities 
the drug. Hospitalize as soon as possible any 
itient suspected of having taken an overdose. 
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a Wide range 
of indications... 


patients with moderate to severe anxiety 
and/or agitation and depressed mood 


patients with depression in whom anxiety 
and/or agitation are severe 


patients with depression and anxiety in 
association with chronic physical disease 


schizophrenic patients who have associated 
depressive symptoms 
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widely useful in psychiatric practice 
when moderate anxiety or agitation 
accompanies depression 


dual-action §° 


ria 





? 


containing perphenazine and amitriptyline HCI 


prescribe it... with good reason 





Available: 

TRIAVIL® 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL* 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL* 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL® 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 
INITIAL THERAPY FOR MANY PATIENTS 

TRIAVIL* 2-25 (or TRIAVIL* 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL* 2-10 (or TRIAVIL* 4-10) 
CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 
WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients witn 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase tne 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 
Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the ciagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not other- 
wise explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 
. blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. in concurrent therapy with any of 
these, TRIAVIL should be giverrin reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides 
Amfkiptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase ií they are treated with an antidepressant. 
Patients with: paraaoid-symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL -eems to reduce the likelihood of this 
effect. When amitripiy :ne HEI is given with acicznolincrgic agents or sympatho- 
mimetic drugs, including comephrine comamed with local anesthetics, close 


supervision and careful adjustment of Gosaacs oie required. Paralytic ileus may 


occur in patients taking tricyclic antidepressants in combination with anticholine 
gic-type drugs. » . ' 

Caution is advised if patients receive large doses of ethchlorvynol concurrent! 
Transient delirium has been reported in patients who were treated with 1 g « 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCl may enhance the response to*alcohol and "the effects « 
barbiturates and other CNS depressants. i 

Concurrent administration of amitriptyline HCI and electroshock therapy ma 

increase the hazards associated with such therapy. Such treatment should b 
limited to patients for whom itis essential. Discontinue several days before electiv 
surgery if possible. Elevation and lowering of blood sugar levels have both bee 
reported. Use with caution in patients with impaired [ver function. 
ADVERSE REACTIONS: Similar to those reported with either constituent alon 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisi 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) ha\ 
been reported and can usually be controlled by the concomitant use of effecti 
antiparkinsonian drugs and /or by reduction in dosage, but sometimes persist aft 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or me 
occur after drug therapy with phenothiazines and related agents has bee 
discontinued. The risk appears to be greater in elderly patients on high-dos 
therapy, especially females. Symptoms are persistent and in some patients appe: 
to be irreversible. The syndrome is characterized by rhythmical involunta! 
movements of the tongue, face, mouth, or jaw. Involuntary movements of tt 
extremities sometimes occur. There is no known treatment for tardive dyskinesi 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that: 
antipsychotic agents be discontinued if the above symptoms appear. If treatment 
reinstituted, or dosage of the particular drug increased, or another drug subs 
tuted, the syndrome may be masked. Fine vermicular movements of the tongt 
may be an early sign of the syndrome. The full-blown syndrome may not develc 
if medication is stopped w^en lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythem 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthm 
laryngeal edema, angioreurotic edema, anaphylactoid reactions); peripher 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbanc: 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altert 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypofensio 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of ps 
chotic processes; catatoric-like states; autonomic reactions, such as dry mouth 
salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, u 
nary frequency or incontinence, blurred vision, nasal congestion, and a change 
pulse rate; other adverse reactions reported with various phenothiazine A 
pounds, but not with perphenazine, include grand mal convulsions, cerebD 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, ai 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyt 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilic 
and liver damage (jauncice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-ter 
administration of some phenothiazines. Although it has not been reported 
patients receiving TRIAVIL, the possibility that it might occur should be considere 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have al 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, t 
which have occurred with other pharmacologically similar tricyclic antidepresse 
drugs and must be considered when amitriptyline is administered. Cardiove 
cular: Hypotension; hypertension; tachycardia; palpitation; myocardial infarctic 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional stati 
disturbed concentration; disorientation; delusions; hallucinations; exciteme 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthes 
of the extremities; peripheral neuropathy; incoordination; ataxia, tremors; S 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mou 
blurred vision; disturbance of accommodation; intreased intraocular pressu 
constipation; paralytic ileus; urina ention; dilatation of urinary tract. Allerg 
Skin rash: urticaria; photosensitization; edema of face and tongue. Hematolog 
Bone marrow depression including agranulocytosis; leukopenia; eosinophil 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; von 
ing; anorexia; stomatitis; peculiar taste; diarrhea*parotid swelling; black tong! 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Test 
ular swelling and gynecomastia in the male; breast enlargement and galactorrh 
in the female: increased or decreased libido; elevated or lowered blood suc 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or lo 
increased perspiration; urinary frequéncy; mydriasis; drowsiness, alopecia. Wi 
drawal Symptoms: Abrupt cessation after prolonged administrgtion may produ 
nausea, headache, and malaise. These are not indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken aMllverdosage should 
admitted to a hospital as soon as possible. Treatment is symptomatic a 
supportive. However, the intravenous administration of 1-3 mg of physosti§mi 
salicylate is reported to reverse the symptoms of tricyclic antidepressant pois 
ing. Because physcstigmine is rapidly metabolized, the dosage of*physostigm 
should be repeated as required particularly if life-threatening signs such 
arrhythmias, convu sions, and deep coma recur or persist after the initial dosage 
physostigmine. On this basis, in severe overdosage with perphenazine-amiti 
tyline combinations, symptomatic treatment of central anticholinergic effects v 
physostigmine salicylate should be considered. J7TR22 (DC 6613212) S 


For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Merck Sharp & Dohme, Division 
of Merck & Co., INC., West Point, Pa. 19486. 


PKSAP-III 


PSYCHIATRIC KNOWLEDGE AND SKILLS 
SELF-ASSESSMENT PROGRAM 


CONTINUOUS OFFERING 


PKSAP-III is again available. The Program, initially available to physicians in Spring/Summer, 1977, will differ in that 
central scoring services will not be provided. Each registrant will receive the question booklets, the Reference 
guidebook containing the correct answers and bibliography, a score worksheet, and the Performance Data Report, 
which will facilitate self-scoring, follow-up reading and study at the participant's convenience. For further program 
details, the Bulletin of Information, is available upon request to the APA, Office of Education. 


To register, remit the appropriate fee with this application form to the APA, PUBLICATIONS SALES. PLEASE MAKE 
CHECKS PAYABLE TO APA, PKSAP-III. 


PKSAP-III REGISTRATION FORM — CONTINUOUS OFFERING 
Please type or print all information 


ITE ww | LLL i mm | 








STREET ADDRESS 
Pv ft | STATE | | ZIP CODE | 
FEES : 
[] Psychiatric Resident-In-Training, APA MEMBER $20.00 
[.] Psychiatric Resident-In-Training, NON-MEMBER $20.00 
[] MEMBER, American Psychiatric Association (other than above) $35.00 
[4 Physician (other than above) $50.00 


Pleage make “check payable to APA, PKSAP-Ill. Mail to: Publication Sales APA. 1700 18th Street, N.W., 
Washington, D.C. 20009 j 
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PAMELOR 
nortriotylne HOUNE. 7. : 


5 mg. Capsules 


hasthem both. 
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, Sleep patterns begin to improve 
| withinaweek. 


t Patients feel calm yet remain alert. - | 


SANDOZ 8 


For Brief Summary please see following page | \ PHARMACEUTICALS 
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hortriptyine HCUNFE c 


5 mg. Capsules 


| The antidepressant with both 
daytime and nighttime advantages. 


PAMELOR“ therapy begins to improve 
sleep patterns within a week. 


e PAMELOR therapy helps relieve the sleep prob- 
lems that accompany depression: difficulty in falling 
asleep, restless sleep, and early-morning awaken- 
ing. An improved pattern of sleep begins to appear 


e PAMELOR therapy also has a mild calming action 


to help relieve the anxiety and tension that are 
often symptoms of depression. Because PAMELOR 


in some patients within the first week of therapy. 


e Overall improvement is often observed by the 
end of the second week. Maximum improvement 
with PAMELOR therapy, as with other antidepres- 
sants, may require a longer period of therapy, 
particularly in severe depressive illnesses. 


PAMELOR therapy allows patients to 


remain calm yet alert. 


e Helps improve depressed mood with a 


low level of stimulatory effect. 


Indications: For relief of depressive symptorns. 
Endogenous depressions are more likely to be 
alleviated than others. 


Contraindications: Hypersensitivity. Should not 
be given concomitantly with MAO inhibitors or 
within 2 weeks of the use of this drug since 
hyperpyretic crises, severe convulsions, and 
fatalities have occured when similar tricyclic 
antidepressants were used in such combina- 
tions. Cross-sensitivity with other dibenzaze- 
pines is a possibility. Contraindicated during 
acute recovery period after myocardial infarc- 
tion. 


Warnings: Use with caution in patients with 
cardiovascular disease because of tendency 
to produce sinus tachycardia and prolong 
conduction time. Myocardial infarction, ar- 
rhythmia, and strokes have occurred. May 
block antihypertensive action of guanethidine 
and similar agents. Because of anticholinergic 
activity, use cautiously in patients with glau- 
coma or a history of urinary retention. Patients 
with a history of seizures should be followed 
closely because the drug is known to lower the 
convulsive threshold. Great care is required for 
hyperthyroid patients and those taking thyroid 
medication because of possible development 
of cardiac arrhythmia. Caution patients about 
possibility of impaired mental and /or physical 
ability to operate a motor vehicle or dangerous 
machinery. Response to alcoholic beverages 
may be exaggerated and may lead to suicidal 
attempts. Safe use during pregnancy, lacta- 
tion, and women of childbearing potential has 
not been established and the drug should not 
be given unless clinical situation warrants 
potential risk. Not recommended for use in 
children. 


Precautions: Psychotic symptoms may be 

exacerbated in schizophrenic patients. 

Increased anxiety and agitation may occur in 

overactive or agifated patients. Manic- 

depressive patients may experience shift to 
`~ 


manic phase. Hostility may be aroused. Con- 
comitant administration of reserpine may pro- 
duce a “stimulating” effect. Watch for possible 
epileptiform seizures during treatment. Use 
cautiously with anticholinergic or sympathomi- 
metic drugs. Concurrent electroconvulsive 
therapy may increase hazards associated with 
nortriptyline HCI. When possible, discontinue 
drug several days prior to surgery. Potentially 
suicidal patients require supervision and pro- 
tective measures during therapy. Prescriptions 
should be limited to the least possible quantity. 
Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Note: The pharmacologic 
similarities among the tricyclic antidepressant 
drugs require that each of the following reac- 
tions be considered when nortriptyline is 
administered. 


Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
amhythmias, heart block, stroke. 


Psychiatric: Confusicnal states (esoecially in the 
elderly) with hallucinations, disorientation, delu- 
sions; anxiety, restlessness, agitation; insomnia, 
panic, nightmares; hypomania; exacerbation of 
psychosis. 


Neurologic: Numbness, tingling, paresthesias of 
extremities; incoordination, ataxia, tremors; 
peripheral neuropathy; extrapyramidal symp- 
toms; seizures, alteration in EEG patterns; tinnitus. 
Anticholinergic: Dry mouth and rarely, associated 
sublingual adenitis; blurred vision, disturbance of 
accommodation, mydriasis; constipation, para- 
lytic ileus, urinary retention, delayed micturition, 
dilation of the urinary tract. 

Allergic: Skin rash, petechiae, urticaria, itching, 
photosensitization {avoid excessive exposure to 
sunlight }; edema (general or of face and 
tongue), drug fever, cross-sensitivity with other 
tricyclic drugs. 

Hematologic: Bone-marow depression, includ- 







therapy rarely causes excessive drowsiness, patients 
are more alert and better able to function. Never 
theless, they should be cautioned about driving or 
operating machinery. 


PAMELOR therapy is well tolerated. ‘ 


e |n 90 studies in which 818 patients were treated 

with PAMELOR therapy, over half (54%) of the 
patients who improved completely or 

markedly had no side effects at all. 


Starting dosage 25 mg. b.i.d. Increase to 25 mg. 
t.i.d. within the first week as required. 


ing agranulocytosis; eosinophilia; purpura; 
thrombocytopenia. 

Gastrointestinal. Nausea and vomiting, anorexia, 
epigastric distress, diarhea, peculiar taste, sto- 
matitis, abdominal cramps, black-tongue. 


Endocrine: Gynecomastia in the male, breast 
enlargement and galactorhea in the female; 
increased or decreased libido, impotence, tes- 
ticular swelling; elevation or depression of blood 
sugar levels. 


Other: Jaundice (simulating obstructive); altered 
liver function: weight gain or loss; perspiration; 
flushing; urinary frequency, nocturia; drowsiress, 
dizziness, weakness, fatigue; headache; parotid 
swelling; alopecia. 

Withdrawal Symptoms: Though these are not 
indicative of addiction, abrupt cessation of 
treatment after prolonged therapy may pro- 
duce nausea, headache, and malaise. 


Dosage and Administrati&n: Usual adult dose — 
25 mg. three qr four times daily; dosage should 
begin at d low level and increase as required. 
Elderly and Adolescent —30 to 50 mg. per day, in 
divided doses. Doses above 100 mg. per day 
and use in children are not recommended. If a 
patient develops minor stie effects, the dosage 
should be reduced. The drug should be discon- 
tinued promptly if adverse effects of a serious 
nature or allergic manifestations occur. 

How Supplied: Capsules 10 mg. and 25 mg: 
solution 10 mg. /5 cc. 

For more detailed information see full prescribing 


information. ° 
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g A Timely New Book from | 
-The Joint Information Service 


This latest Joint Information Service field study provides a concise. comprehensive overview of the 
complex matter of the very young American child and his mental health. and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore's Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


This thoughtful and perceptive description of what has been created by some of the best informed. 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 
if a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children .... A significant contribution. 
. James N. Sussex, M.D. 
President, American Association of 
Psychiatric Services for Children 
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Thought disorder, 
. hallucinations and 
hostility managed 


Sam T. is now asymptomatic 
with no sexual dysfunction or 
other major side effects.* 
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LOXITANE® Loxapine Succinate 


Thirty-six year old salad maker, claiming to be the “Wild 
Man of the West” was brought to the hospital by his kitchen 
supervisor. History revealed prior psychiatric hospitalizations 
and therapies including psychotropic drugs. Hypertension 
was noted as a complication of earlier treatment with anti- 
psychotic drugs. Diagnosis: chronic schizophrenia, acute 
exacerbation. He responded promptly to LOXITANE® C 
Loxapine HCl Concentrate 50 mg stat, followed by 
LOXITANE® Loxapine Succinate capsules 30 mg t.i.d. 













































During first week, LOXITANE dosage increased to 50 mg 
q.i.d. Significant improvement in thought disorder noted by 
third week. Auditory hallucinations and delusions much less 
frequent. Patient calmer and more cooperative. 


Patient revealed that while on outpatient status, he failed to 
take his previously prescribed antipsychotic for a ten-month 
period after he met and married his girlfriend. He stated 

the drug "didn't let me be a man." No sexual dysfunction 
reported with LOXITANE. 


Patient felt anxious because his “heart was beating so fast,” 
and he “could not sit still.” Increased pulse rate and restless- 
ness subsided following decrease of LOXITANE to 

20 mg q.ii.d. 


All admitting symptomatology under control by the fourth 
week. By the sixth week, he was anxious to return home. 
Stated "this medicine doesn't make me feel drowsy like the 
other did." Discharged by the eighth week. He returned to 
work fully managed on LOXITANE 20 mg t.i.d., and free from 
recurrence of previously reported side effects. 


“Painful ejaculation and urine containing sperm have not been 
reported. Endocrine disturbances such es galactorrhea and menstrual 
irregularities have only been rarely reported. Other sexual side effects 
infrequently reported. Although not reported to date, possibility of hepatic, 
renal, ocular, or phototoxicity cannot be ruled out at this time. Transient 
liver enzyme changes not definitely related to LOXITANE have been re- 
ported. Not an actual patient, but a simulation to illustrate the action of 
LOXITANE as reported in clinical studies 


See LOXITANE prescribing information on following page 
for indications, warnings and precautions and for more 
detailed information concerning side effects. 
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Brief Summary 

LOXITANE® Loxapine Succinate Capsules 

LOXITANE® C Loxapine Hydrochloride Oral Concentrate 
INDICATIONS: Manifestations of schizophrenia. 
CONTRAINDICATIONS: Comatose or severely depressed states; 
hypersensitivity to the drug. 

WARNINGS: Safe use during pregnancy or lactation has not been 
established; weigh potential benefits to possible hazards. Not rec- 
ommended for use in children under 16. May impair mental and/or 
physical abilities especially during early therapy; warn ambulatory 
patients about activities requiring alertness and concomitant use of 
alcohol or other CNS depressants. Not recommended for man- 
agement of behavioral complications in mentally retarded patients. 
PRECAUTIONS: Use with extreme caution in patients with a history 
of convulsive disorders; use with caution in patients with cardio- 
vascular disease or in those with glaucoma or a tendency to urinary 
retention particularly when on concomitant anticholinergic medica- 
tion. Loxapine has an antiemetic effect in animals which might occur 
in man masking signs of overdosage of toxic drugs and obscuring 
intestinal obstruction of brain tumor. Since possible ocular toxicity 
cannot be excluded, observe carefully for pigmentary retinopathy 
and lenticular pigmentation. 

ADVERSE REACTIONS: CNS effects, other than extrapyramidal, 
infrequent. Mild drowsiness may occur at beginning of therapy or 
upon dosage increase, usually subsides with continued therapy. 
Sedation, dizziness, faintness, staggering gait, muscle twitching, 
weaknes and confusional states have been reported. Extra- 
pyramidal reactions often occur early in treatment manifested by 
Parkinson-like symptoms (tremor, rigidity, excessive salivation, 
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Recommended Daily Dosage 





MODERATE SEVERE 








Initial Dosage MILD 
10 mg 10 mg 25 mg 
b.i.d. t.i.d or q.i.d. b.i.d. 
First 7 to Increase dosage until psychotic 
10 days symptoms are controlled. 


Dosage should not exceed 
250 mg/ day. 


Usual dosage during titration: 
50 to 150 mg/ day. 








Maintenance 
Dosage 


Adjust to lowest effective level. 
Usual maintenance dosage: 
60 to 100 mg/day. 


Many patients are controlled 
with dosages as low as 20 to 
60 mg/ day. 


masked facies, akathisia) controllable by dosage reduction or anti- , 
parkinson drugs at usual dosages. Dystonic and dyskinetic reac- 
tions, while less frequently occurring, may be more severe, requiring 
dosage reduction or temporary withdrawal plus appropriate counter- 
active drugs. Persistent Tardive Dyskinesia may appear during 
prolonged therapy or following discontinuance, the risk greater in 
the elderly, especially females, on high dosage. Symptoms, per- 
sistent and in some patients apparently irreversible, are character- 
ized by rhythmical involuntary movefnent of the tongue, face, mouth 
and jaw sometimes accompanied by involuntary movement of 
extremities. Since there is no known effective treatment, discontinue 
all antipsychotic drugs if symptoms appear. Reinstitution of treat- 
ment, increased dosage, or switching to another agent may mask 
syndrome. The syndrome may not develop if medication is stopped 
when fine vermicular movements of the tongue first appear. Cardio- 
vascular Effects: Tachycardia, hypotension, hypertension, light- 
headedness and syncope. ECG changes, not known to be related to 
loxapine use, have been reported. Skin: Dermatitis, edema offace,e 
pruritus, seborrhea. Possible photosensitivity and/or photqtoxicity; 
skin rashes of unknown etiology seen in a few patients in hot* 
summer months. Anticholinergic: Dry mouth, nasal congestion, 
constipation, blurred vision (more likely to occur with concomitant 
use of antiparkinson agents). Other: Nausea, vomiting, weight għin 
or loss, dyspnea, ptosis, hyperpyrexia, flushed facies, headach 
paresthesia, polydipsia. Rarely, galactorrhea and menstrual 
irregularity of unknown etiology. 

LEDERLE LABORATORIES 

A Division of American Cyanamid Company . 
Pearl River, New York 10965 ©1978 428-8 





Lederle 


Where The Action Is— 


For more than a decade the general hospital psychiatric unit has been the prin- 
cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increase of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, emergency 
service, and even consultation to community agencies. Indeed, the general 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 


This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964—and they, too, are providing a remarkably comprehensive program. 


It's your responsibility to be well-informed about these extraordinarily signifi- 
cant and vital pieces of American psychiatric service. You can do so by sending 
the order form below. 


a national of 
general ein pal 
and private psychiatric hospitals 





with a foreword by ZIGMOND LEBENSOHN 


Please send me copies of Psychiatric Treatment in the Community. 
(Single copy, $3.50. Four or more copies, $2.75 each) 





Send coupon to: O bill me [] remittance enclosed 
Publications Service Division 
American Psychiatric Association 
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1700 18th St. N.W., Washington, 
D.C. 20009 
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f : : 
\ City n ee ee tale lu. Zn 


978AJP 





WHEN 
DEPRESSION 
EXPRESSES 
ITSELF 


| SINEQUAN 
29 (DOXEPIN HCI) 
— ANTIDEPRESSANT 


| sculpture to express the painful EF F EC TIVEN ESS 
depression he once experienced. 


He remembers it as 


"a lowering of the flame of life. with convenient 


My energies ebbed, 


my will to live decreased, Once -Q -Oay 


and | found myself retreating 
from the activities of life to a h g * 
more introverted existence." Pe osage 


19O-MG 
CAPSULE 


Also available in: 

. 100-mg, 75-mg, 50-mg, 25-mg, 10-mog 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


“The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 

* The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


See Brief Summary on next page for information on 
contraingdications, warnings, precautions amd adverse * 


reactions. s i ] | 
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- ANTIDEPRESSA 
EFFECTIVENESS 
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.SINEQUAN 


(DOXEPIN HCI) 


«v 45QO-MG 
CAPSULE 





CONVENIENT ONCE-A-DAY h.s. DOSAGE | 


which may improve patient compliance. The total 
daily dosage, upto 150 mg per day, may be given 
cn a once-a-day schedule without loss of effec- 
tiveness. Sinequan may also begivenono ` 
divided dosage schedule, up to 300 mg per ddy- 


PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of  - 
guanethidine and related compounds. lachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE 


*The 150 mg copsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 
for flexibility in individualizing therapy. 
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BRIEF SUMMARY 
SINEQUAN® (doxepin HCI) Capsules/Oral Concentrate 
Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind 
Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
current illness or patients taking other medications should be carefully adjusted This is 
especially important in patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant. 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved 

Usage with Alcohol: |! should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively. 

Precautions. Since drowsiness may occur with the use of this drug. patients should be warnec of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug 

Patients should also be cautioned that their response to alcohol may be potentiated 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy. Prescriptions should be written for the smallest feasible amount 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have nct been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
similarities among fhe tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion. disorientation, hallucinations, numbness, paresthesias. ataxia, and extrapyramidal 
symptoms and seizures. E 

Cardiovascular: Cardiovascular effects including hypotension anc tachycardia have been 
reported occasionally. 

Allergic: &kin rash, edema, photosensitization, and pruritus have occasionally occurred. 

. Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura. 

Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adverse effects. 
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Dosage and Administration. For most patients with illness of mild to moderate severity, a 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased or 
decreased at appropriate intervals and according to individual response. The usual optimum 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higher doses may be required with subsequent gradual increase to 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding a 
dose of 300 mg/day. 

In patients with very mild symptomato ogy or emotional symptoms accompanying organic 
disease, lower doses may suffice. Some of these patients have been controlled on doses as low 
as 25-50 mg/day 

The total daily dosage of SINEQUAN (doxepin HC!) may be given on a divided or once-a-day 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose is 
150 mg/day. This dose may be given at bedtime. The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressanteffect 
may not be evident for two to three weeks 
Overdosage. . 

A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias and 
tachycardias. 

Also: utinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus), 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 

E. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 
supportive therapy. If the patient is conscious, gastric lavage, pee aeni precautions to 
prevent pulmonary aspiration, should be performed eyen though SINEQUAN is rapidly absorbed. 
The use of activated charcoal has been recommended, as has been continuous gastric lavage 
with saline for 24 hours or more. An adequate airway should be established in comatose patients 
and assisted ventilation used if necessary EKG monitcring may be required for several days, 
since relapse after appatent recovery has been reported. Arrhythmias should be treated with the 
appropriate antiarrhythmic agent. It has been reported that manyef the cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in aduits may be reversed by the slow intra- 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond to 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres- 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
due to high tissue and protein binding of SINEQUAN 
Supply. SINEQUAN is available as capsules containing doxepin HCl equivalent to: 10 mg, 75 mg. 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mg and 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (109910's). 150 mg 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQU Oral 
Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying dgopper calibrated 
at 5 mg, 10 mg, 15 mg, 20 mg, and 25 mg. cach ml contains doxepin HCI equiv&lent to 10 mm 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be diluted wit 
approximately 120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, prune“or 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a number of 
carbonated beverages. For those patients requiring antidepressant therapy Who are on 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup cag be mixed 
together with Gatorade®, lemonade, orange juice, sugar water, Tang”, or water; Dut not with 
grape juice. Preparation and storage of bul« dilutions is not recommended . cr 


More detailed professional information available on request. 
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"Maybeit 
Iwill go away.” 


The five most dangerous words in the English language. 


L ao American Cancer Society | 


We want to cure cancer in your lifetime. 
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| OF DALMANE epam HCD? | 
i Rersged Nights 1-3, 12-14, 26-28: À 


Reductions in minutes required to fall asleep and increases in total 
sleep time were averaged and expressed as percentages. 


*Since insomnia is often transient, prolonged administration of Dalma e e. 


is seldom necesscry. If repeated therapy is required, periodic blood — 
counts and liver and kidney function tests are recommended. 
t Statistically significant over placebo baseline values. 


rc ovides a comprehensive - 
aring short-, intermediate- 
st tion. Dalmane in 30 mg 
3 insomnia patients for varying 


ie 1 coetum sleep induction and dedo 
: eet following discontinuation of 
e was no sudden insomnia rebound. 1 


nic ncs the electro-physiologic evidence 
demon trated a significant increase in total sleep time 
- forall subjects, along with a decrease in the time 

- required to fall asleep (see chart).? 
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A study of the hypnotica 
= (flurazepam HCI) 30 mgin inso! ; US 
questionnaire on which subjects i sporter la 
from the restrictions of the study, anda 
tionnaire on which they evaluated the dui 
quality of their sleep. Thus, the objective fine 
supplemented by subjective accounts of them 
tion's effectiveness. 

The subjective results showed a signifi icant! increase - 
in total sleep time and a significant decrease insleep — 
latency during the administration of Dalmane (see chai? 
There was no significant difference in the number of _ 
arousals. These results corroborated the findings of the - 
objective study. 





- 28-NIGHT INSOMNIA RELIEF. 
PROVED BY THE POLYGRAPH, 
CORROBORATED BY THE PATIENTS 


DALMANE 
flurazepam HCI 


One 30-mg capsule h.s.—usual adult dosage 
(15 mg may suffice in some patients) 

One 15-mg capsule h.s.— initial dosage 

for elderly or debilitated patients. 


Before prescribing Dalmane (flurazepam HCI), please consult 
complete product information, a summary of which follows: 
Indications: Effective in a!l types of insomnia characterized by 
difficulty in falling asleep, frequent nocturnal awakenings and/or 
early morning awakening; in patients with recurring insomnia Or 
poor sleeping habits; in acute or chronic medical situations 
requiring restful sleep. Since insomnia is often transient and 
intermittent, prolonged administration is generally not neces- 
sary or recommended. 


Contraindications: Known hypersensitivity to flurazepam HCI. 
Warnings: Caution patients about possible combined effects 
with alcohol and other CNS depressants. Caution against hazard- 
ous occupations requiring complete mental alertness (e.g., 
operating machinery, driving). 

Usage in Pregnancy: Several studies of minor tranquil- 

izers (chlordiazepoxide, diazepam, and meprobamate) 

suggest increased risk of congenital malformations 

during the first trimester of pregnancy. Dalmane, a benzo- 

diazepine, has not been studied adequately to deter- 

mine whether it may be associated with such an increased 

risk. Because use of these drugs is rarely a matter of 

urgency, their use during this period should almost 

always be avoided. Consider possibility of pregnancy 

when instituting therapy; advise patients to discuss 

therapy if they intend to or do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use caution in administering 
to addiction-prone individuals or those who might increase 
dosage. 
Precautions: In elderly and debilitated, limit initial dosage to 
15 mg to preclude oversedation, dizziness and/or ataxia. Con- 
sider potential additive effects with other hypnotics or CNS 
depressants. Employ usual precautions in patients who are 
severely depressed, or with latent depression or suicidal tend- 
encies. Periodic blood counts and liver and kidney function tests 
are advised during repeated therapy. Observe usual precautions 
in presence of impaired renal or hepatic function. 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occ urred, particularly in 
elderly or debilitated patients. Severe sedation, lethargy, dis- 
orientation and coma, probably indicative of drug intolerance or 
overdosage, have been reported. Also reported: headache, heart- 
burn, upset stomach, nausea, vomiting, diarrhea, constipation, 
GI pain, nervousness, talkativeness, apprehension, irritability, 
weakness, palpitations, chest pains, body and joint pains and 
GU complaints. There have also been rare occurrences of leu- 
kopenia, granulocytopenia, sweating, flushes, difficulty in 
focusing, blurred vision, burning eyes, faintness, hypotension, 
shortness of breath, pruritus, skin rash, dry mouth, bitter taste, 
excessive salivation, anorexia, euphoria, depression, slurred 
speech, confusion, restlessness, hallucinations, paradoxical 
reactions, e.g., excitement, stimulation and hyperactivity, and 
elevated SGOT, SGPT, total and direct bilirubins and alkaline 

hosphatase. 
osage: Individualize for maximum beneficial effect. 

Adults: 30 mg usual dosage; 15 mg may suffice in some patients. 
Elderly or debilitated patients:15 mg initially until response ts 
determined. 
Supplied: Capsules containing 15 mg or 30 mg flurazepam HCI. 
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Hehas . 
ive years - 
O fight for 
yout life 





He is an American Heart Association 
Established Investigator, funded for five 
years to work on some phase of car- 
diovascular disease. He and his asso- 
ciates are researching ways to recognize 
a heart attack before severe damage 


Occurs. 
His ultimate goal is to decrease the 
present toll from cardiovascular diseases. 
Of the four Americans that die, every 
minute this year from all causes, two will 
die from these diseases. 
He is one of over 1,400 scientists Sup- 
ported by the American Heart Asgociation 
who are fighting for your life. 
But we need more money for more ~— 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases. 
When a Heart Association volunteer ** «s» 
asks for your money, think of the DA rm 
scientific invesiigators. Help them fight 
for your life 


Please give generously to the © e 
American Heart Association $} 


WE'RE FIGHTING FOR YOUR LIFE — 
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Exercise builds strong bodies. Strength and coordination help 
a child to be healthy and happy, but... 





in America today, many normally needs help. Many schools have 
nealthy children cannot pass a special programs for boys and 
simple fitness test: one in six girls to improve strength and 
gannot do twenty situps or even endurance. If your child needs 
one pultup. nelp, see that he or she gets it — 
These children lack the strength now. 
apd stamina they need. Unable to 

de keep up with their friends, many Send for this free 
remain inactive for the rest of their booklet. 
lives. Write: 

Ten Don t let this happen. Your local Fitness gor 
wr school or recreation center should Washington, D.C. 
GAA be able to tell you if your child 20201 
fags In the long run, they'll be the winners. ! 4 


v 
rm The President s Council on Physical Fitness 
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FLEXIBLE 

DOSAGE TO MEET — 
THE INTENSITY 
OF ANXIETY 


o for clinically manifest neurotic 
or psychoneurotic anxiety, and 


anxiety associated with somatic disease' 
Approximate Milligram Equivalency* 


AZENE ™ 
Clorazepate Chlordi- 
monopotassium Diazepam azepoxide Oxazepam 


3.25 mg 
6.5 meg 
13.0 mg 


*Based upon available information from manufacturers package inserts. 


o an acceptable sedative profile 


Drowsiness may occur at initiation of treatment, and with dosage increments. 
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secr AZENE = 
CLORAZEPATE MONOPOTASSIUM Œ 
THE“OPTION” 


BENZODIA ZEPINE 


Establish adequate symptom control...usually in 6 days. 


13 mg 
h.s. 


stay with || switch to stay with 
t.i.d.dosage | | h.s.dosage | | h.s.dosage 


Although the recommended starting daily dose is 6.5 mg t.i.d. or 13 mg 
h.s., patient response may require dosage adjustment. 
In elderly or debilitated patients, the initial daily dosage is 6.5 to 13 mg. 





They're 2 
Fighting 
for His Life. E 


7 accounts for over 350,000 deaths 
BH a which occur before the victim 

| reaches the hospital. It doesn't ' 
have to be that way. 

What is done for a victim within 
the first few minutes after a heart 
attack may determine survival or 
death. Cardiopulmonary 
resuscitation (CPR) could make . 
the difference. And you can 
learn it. 

Some day, with CPR, you could 
save a life. Some day, your own _ @ 
life could depend on it. r 

CPR is a basic life-saving 
technique, performed after a 
person has suffered ‘cardiac 
arrest" — that is, after the heart 
has stopped beating. It provides 
emergency life support until more 
advanced support is available, 
through a combination of chest 
compression and mouth-to-mouth 
breathing 

Trained instructors, certified by 
the American Heart Association, 
can teach you CPR. It takes 
several hours. It cbuld mean a 
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lifetime. 
Contact your local Hear 
Association for more inform&tion 
on this program. 
"1 

° e: 

The American . 
iation f 

Heart Association T; 4 


WE’RE FIGHTING 
FOR YOUR LIFE ` 





In — significant depression 


Ro ob 


TABLETS, 5 mg and 10 mg 


Vivactil 
(Protriptyline HCI| MDE 













When you want an antidepressant 

at is characteristically nonsedating for 

patient under close medical supervision 
ptoms such as anxiety or agitatio 

may be aggravated.) ‘msp:. ¢ 
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a brief summary of prescribing information please see following page. \ 


a eo 













, 







. Inclinically significant depression 


TABLETS, 5 mg and 10 mg 





Vivactil — 


Protriptyline HCI|MSD | 


Contraindications: |In patients who have shown prior 
hypersensitivity to it; acute recovery phase following 
myocardial infarction. Should not be given concomitantly 
with an MAOI; hyperpyretic crises, severe convulsions, and 
deaths have occurred in patients receiving tricyclic anti- 
depressant and MAOI drugs simultaneously. When it is 
desired to substitute protriptyline HCI for an MAO!, a 
minimum of 14 days should be allowed to elapse after the 
latter is discontinued. Protriptyline HCI should then be initi- 
ated cautiously with gradual increase in dosage until op- 
timum response is achieved. 

Warnings: May block the antihypertensive effect of 
guanethidine or similarly acting compounds. May impair 
mental and/or physical abilities required for the perform- 
ance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Should be used with caution in pa- 
tients with a history of seizures and, because of its 
autonomic activity, in patients with a tendency to urinary 
retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more fre- 
quently than with other antidepressant drugs. Should be 
used with caution in elderly patients and patients with car- 
diovascular disorders; such patients should be observed 
closely because of the tendency of the drug to produce 
tachycardia, hypotension, arrhythmias, and prolongation of 
the conduction time. Myocardial infarction and stroke have 
occurred with drugs of this class. On rare occasions, hy- 
perthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. In pa- 
tients who may use alcohol excessively, potentiation may 
increase the danger inherent in any suicide attempt or 
overdosage. 

Usage in Children: Not recommended for use in children 
because safety and effectiveness in the pediatric age 
group have not been established. 

Usage in Pregnancy: Safe use in pregnancy and lactation 
has not been established; therefore, use in pregnant 
women, nursing mothers, or women who may become 
pregnant requires that possible benefits be weighed 
against possible hazards to mother and child. 
Precautions: When protriptyline HCI is used to treat the 
depressive component of schizophrenia, psychotic 
symptoms may be aggravated; likewise, in manic- 
depressive psychosis, depressed patients may experience 
a shift toward the manic phase; paranoid delusions, with or 
without associated hostility, may be exaggerated. In any of 
these circumstances, it may be advisable to reduce the 
dose of protriptyline HCl or to use a major tranauilizing 
drug concurrently. Symptoms, such as anxiety or agitation, 
may be aggravated in overactive or agitated patients. 
When given with anticholinergic agents or sym- 


E Axe drugs, including epinephrine combined with 
ig@@al anesthetics, close supervision and careful adjustment 


of dosages are required. May enhance response to alcohol 
and effects’ of barbiturates and other CNS depressants. 
iif? of suicide in depressed patients remains during 
atment ar until significant remission occurs; this type 
of patient shduld not have access to large quantities of the 
drug. Concurrent administration with electroshock therapy 
may increase hazards of therapy; such treatment should 


J be limited to patients for whom it is essential. Discontinue 


I is Jl 
7o d Ane 


drug several days before elective surgery, if possible. 
Adverse Reactions: Note: Included in this listing are a 
few adverse reactions which have not been reported with 
this specific drug. However, the pharmacologic similarities 
among the tricyclic antidepressant drugs require that each 
of the reactions be considered when protriptyline HCI is 
administered. Protriptyline HCI is more likely to aggravate 
agitation and anxiety and produce cardiovascular reac- 
tions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart block, 
stroke. 

Psychiatric: confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions, anxiety, 
restlessness, agitation; insomnia, panic, and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of ex- 
tremities; incoordination, ataxia, tremors, peripheral 
neuropathy; extrapyramidal symptoms; seizures; alteration 
in EEG patterns, tinnitus. 

Anticholinergic: dry mouth and rarely associated 
sublingual adenitis; blurred vision, disturbance of accom- 
modation, increased intraocular pressure, mydriasis; con- 
stipation, paralytic ileus; urinary retention, delayed micturi- 
tion, dilatation of the urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosen- 
sitization (avoid excessive exposure to sunlight), edema 
(general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression; agranulocytosis; 
leukopenia; eosinophilia; purpura; thrombocytopenia. 
Gastrointestinal: nausea and vomiting, anorexia, epigastric 
distress, diarrhea, peculiar taste, stomatitis, abdominal 
cramps, black tongue. 

Endocrine: gynecomastia; breast enlargement and galac- 
torrhea in the female; increased or decreased libido, impo- 
tence; testicular swelling; elevation or depression of blood 
sugar levels. 

Other: jaundice (simulating obstructive); altered liver func- 
tion; weight gain or loss; perspiration; flushing; uri- 
nary frequency, nocturia; drowsiness, dizziness, weakness 
and fatigue; headache; parotid swelling; alopecia. 
Withdrawal Symptoms: though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy may 
produce nausea, headache, and malaise. 

Overdosage: Hospitalize as soon as possible all patients 
suspected of having taken an overdose Wreatment is 
symptomatic and supportive. In addition, the ‘intravenous 
administration of 1 to 3 mg physostigmine salicylate is re- 
ported to reverse the symptoms of other trigyclic anti- 
depressant poisoning. Because physostigmine is rapidly 
metabolized, the dosage should be repeated as required, 
particularly if life-threatening signs such as arrhythmias, 


convulsions, and deep coma recur or persist after the initial 


dosage of physostigmine. 


How Supplied: Tablets, containing 5 mg and 10 ma 
protriptyline HCI each, in single-unit packages of 100 and “Ny 


bottles of 100 and 1000. - 
For more detailed information, consult your MSD repre- 
sentative or see full prescribing information. 


West Point, Pa. 19486. J2507R3(612) 


É. 


; MSD. 
Merck Sharp & Dohme, Division of Merck & Co, INC., MERGE 
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trifluoperazine HCI 
fiers you 
choice 


6 Convenient Dosage Forms and Strengths 


Tablets: 1,2,5 and 10 mg 
Multiple-dose Vials: 10 ml (2 mg / ml) 
“ancentrate: 10 mg/ml 

le Unit Packages: 1,2,5 and 10 mg tablets 


2fSGF Ct. 


a Smithi&line comp wy 


Manufactured and distributeo *' 
SKGF Co., Carolina, P.R. 906. 
Stelozine * trodemark licensed frr 
SmithKline Coroc 





D. 


Ir 


in MBD. 
MB 


k 


N) 
A 
O © 
z> 
N Q 
3 g 
EE- 
E 
ENS 
ES 
EE 
“= 


s in three dosage streng 
mg. tablets (yellow -i 
mg. tablets (orange-c¢ 


S 


e. tablets (tan-colore GRE 


blets (orange-c 


strength: 
ttlee af 100 (NDC (uini: 


.5 mg. ta 


Ec 





Then why Cylert. for MBD? 


(pemoline) 


Because Cylert offers a lot: 


e Once-a-day dosage at home 


- * Elimination of mid-day school dose and need for school 


personnel supervision 


* Avoids ups and downs of drug action brought about by multiple 


daily dosage 


e Control of medication by the parent 


* A chewable dosage form, 37.5 mg tablet. 


* Less physician paper work (Cylert is in schedule IV) 


e Safety and efficacy proven in extensive clinical studies* 
*Copy of the Cylert Monograph available to Physicians on written request. 


Dosage and administration 


. Cylert is administered as a single 
oral dose each morning. 


The recommended starting dose is 

37.5 mg/day. This daily dose should be 
gradually increased by 18.75 mg at one 
til the desired clinical 
ained. T he effective daily 
st patients will range from 
6.25 to 73 mg. The maximum recom- 







Clinical improvement with Cylert is 

dual. Using the recommended schedule 
ema titration, significant benefit may 
P phot be evident until the third or fourth 
week of drug administration. Drug 
administration should be interrupted 
occasionally (once or twice a year) to 
determine if behavioral symptoms are 
ba ‘sufficient to reauire continued therapv. 


Dd 


mended dgily dose of pemoline is 112.5 mg. 


When not to use medication 


Cylert should not be used for (and will not 
be effective in) simple cases of overactivity 
in school age children. 


Neither should it be used in the child whe 
exhibits symptoms secondary to environ- 
mental factors and/or primary psychiatric 
disorders, including psychosis. 


The physician should rely on a complete 
history of the child and a thorough 
description of symptoms from both 
parents and teacher before postulatin 
a diagnosis of MBD. 






ABBOTT 


Please see nex nage tar Brief RS 


Cylert and Cylert Chewable Tablets 


(pemoline) E 
Prescribing Information z E 
Indications: MINIMAL BRAIN DYSFUNCTION IN CHILDREN —as 
adjunctive therapy to other remedial measures (psychological, educational, 
social). 

Special Diagnostic Considerations: The cause of minimal brain dysfunction 
(MBD) is unknown. Diagnosis of MBD involves the use of medical, 
psychological, educational, and social tools, since no single diagnostic test is 
adequate. 

MBD is characterized by chronic moderate to severe hyperactivity, short 
attention span, distractibility, emotional lability, and impulsivity. 
Nonlocalizing (soft) neurological signs, learning disability, and abnormal 
EEG may or may not be present. The diagnosis of MBD must be based upon 
a complete history and evaluation of the child and not solely on the presence 
of one or more of these characteristics. 

Drug treatment is not indicated for all children with MBD. In the primary 
therapy of MBD, appropriate educational placement is essential and 
psychosocial intervention is generally necessary. When these measures alone 
are insufficient, the decision to prescribe stimulant medication will depend 
upon the physician’s assessment of the chronicity and severity of the child’s 
symptoms. Stimulants are not intended for use in the child who exhibits 
symptoms secondary to environmental factors and/or primary psychiatric 
disorders, including psychosis. 


Contraindications: Cylert (pemoline) is contraindicated in patients with 
known hypersensitivity or idiosyncrasy to the drug. (See ADVERSE 
REACTIONS.) 


Warnings: Cylert is not recommended for children less than 6 years of age 
since its safety and efficacy in this age group have not been established. 

Sufficient data on the safety and the efficacy of the long-term use of Cylert 
in children with minimal brain dysfunction are not yet available. 

A temporary suppression of the predicted growth rate (weight and/or 
height gain) has been reported for children receiving long-term stimulant 
therapy. A definite causal relationship between stimulant drugs and this 
finding has not been established. 


Precautions: Liver function tests should be performed periodically during 
therapy with Cylert. The drug should be discontinued if abnormalities are 
revealed and confirmed by follow-up tests. (See ADVERSE REACTIONS 
regarding reports of abnormal liver function tests and jaundice.) 

Cylert should be administered with caution to patients with significantly 
impaired hepatic or renal function. 

The interaction of Cylert with other drugs has not been studied in humans. 
Patients who are receiving Cylert concurrently with other drugs, especially 
drugs with CNS activity, should be monitored carefully. 

Cylert failed to demonstrate a potential for self-administration in primates. 
However, the pharmacologic similarity of pemoline to other 
psychostimulants with known dependence liability suggests that 
psychological and/or physical dependence might also occur with Cylert. 
There have been isolated reports of transient psychotic symptoms occurring 
in adults following the long-term misuse of excessive oral doses of pemoline. 
Cylert should be given with caution to emotionally unstable patients who 
may increase the dosage on their own initiative. 

Usage during Pregnancy and Lactation: The safety of Cylert (pemoline) for 
use during pregnancy and lactation has not been established. 

Fertility, reproduction, and teratology studies were conducted in laboratory 
animals. Pemoline, in doses of 18.75 or 37.5 mg./kg./day, had no effect on the 
fertility of male or female rats. The drug, when given to pregnant rats (from 
gestation day 15 through weaning) and to rabbits (from gestation days 6-18) 
at these same dosage levels, produced no teratogenic or embryotoxic effects, 
and had no effect on the viability of the young at birth. However, increased 
incidences of stillbirths and cannabilization were observed when pemoline 
was given to rats at these dosage levels, beginning 14 days prior to conception. 


Adverse Reactions: Insomnia is the most frequently reported side effect of 
Cylert; it usually occurs early in therapy, prior to an optimum therapeutic 
response. In the majority of cases it is transient in nature or responds to a 
reduction in dosage. 

Anorexia with weight loss may occur during the first weeks of therapy. In 
the majority of cases it is transient in nature; weight gain usually resumes 
within three to six months. 

Stomach ache, skin rashes, increased irritability, mild depression, nausea, 
dizziness, headache, drowsiness, and hallucinations have been reported. 

Elevations of SGOT, SGPT, and serum LDH have occurred in patients 
taking Cylert, usually after several months of therapy. These effects appear to 
be reversible upon withdrawal of the drug, and are thought to be 
manifestations of a delayed hypersensitivity reaction. There have alsc been a 
few reports of jaundice occurring in patients taking Cylert; a causal 
relationship between the drug and this clinical finding has not been 
established. 

There have been reports of dyskinetic movements of the lips, face, and 
extremities occurring with the use of Cylert. Convulsive seizures have also 
d. A definite causal relationship between Cylert and these 
t been established. 

ild adver actions appearing early during the course of treatment with 
Cylert often remit with continuing therapy. If adverse reactions are of a 
significant or protracted nature, dosage should be reduced or the drug 

















ifie) is supplied as monogrammed, grooved 


-olored) in bottles of 100 (NDC 0074-6025-13) 
lored) in bottles of 100 (NDC 0074-605 ;-13) 
) in bottles of 100 (NDC 0074-6073-13) 
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i Help cure cancer write now. 







This space contributed by t 


y. 





in from research laboratories all over the world. 


Thanks to your help, the tide is beginning 
to turn. The past few years have brought new 


discoveries in chemotherapy. 


iet 


We now have everything we need to save 
We want to cure cancer in your lifetime. 


about half the people who get cancer. 
Please don't quit on us now. 


We're halfway there. 


American Cancer Soc 


ug 


te 


combine the “eyes” of X-ray machines with the 


” 


"brains" of computers. And successful new 
And there are promising reports coming 


And new diagnostic techniques that 


rams of combination therapies. 
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y publisher as a public service. 








“pm just a That is what depressed individuals 
may feel is the substance of 


shadow of what their being. There is no pleasure, 
l used to be.”  nojoy- nothing grows—and in the 


cold shadow of depression their 
activities are inhibited, while ini- 
tiative may be eroded or des- 
troyed. The tragedy is that they 


lofranil--PM' 


Ofanxious depression. 





imipramine pamoate 


Unsurpassed effectiveness 
among tricyclics in relieving symptoms `` 


Before prescribing Tofranil-PM, please review a su ary of the 
| prescribing information on the back of this page. ym 


can see that others are able to 
live on the brighter side but they, 
themselves, cannot reach it on 
their own. 


Your experience in treating 
depression, and Tofranil-PM 
can help light the way. 

























Tofranil--PM'- . 


imipramine pamoate 


As anxiety, agitation, sleep 
disturbances, and other 
depressive symptoms are 
relieved, mood and motivation 
may be markedly improved. 


Patients are usually alert and 
capable of functioning at more 
normal levels of behavior. 


Tofranil-PM® 
brand of imipramine pamoate 


indications: For the relief of symptoms of depression. 
Endogenous depression is more likely to be alleviated 
than other depressive states. 
Contraindications: The concomitant use of monoamine 
oxidase inhibiting compounds is contraindicated. Hyper- 
pyretic crises or severe convulsive seizures may occur in 
patients receiving such combinations. The potentiation of 
adverse effects can be serious, or even fatal. When it is 
desired to substitute Tofranil-PM, brand of imipramine 
pamoate, in patients receiving a monoamine oxidase in- 
hibitor, as long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days. Initial 
dosage should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 
during the acute recovery period after a myocardial infarc- 
tion. Patients with a known hypersensitivity to this com- 
pound should not be given the drug. The possibility of 
cross-sensitivity to other dibenzazepine compounds 
should be kept in mind. 
Warnings: Usage in Pregnancy: Safe use of imipramine 
during pregnancy and lactation has not been established; 
therefore, in administering the drug to pregnant patients, 
narsing mothers, or women of childbearing potential, the 
potential berrstits must be weighed against the possible 
hazards. Animal reproduction studies nave yieidea incon- 
clusive results. There have been clinical reports of con- 
genital malformation associated with the use of this drug, 
but a causal relationship has not been confirmed. 
Extreme caution should be used when this drug is civen 
to: 
-:patients with cardiovascular disease because of the 
po 


dial infarction, strokes and tachycardia; 
~—patients wiih incieased intraocular pressure, history of 
urinary «giention, or history of narrow-angle glaucoma 
because of the drug's anticholinergic properties; 
—hyperthyroid patients or those on thyrcic medication 
because of the possibility of cardiovascular toxicity; 
—patie ith a history of seizure disorder because this 
drug nas Den shown to lower the seizure threshold; 
p guanethidine or similar agents since 


—pauc receiv 
imipramine may block the pharmacologic effects of 
these drugs. 


ince imipramine may impair the mental and/or physical 
i sasar mance of potentially 

Qazardous tas FAS OPE id an automobile or 
mackfiery, the o8ticht should D tioned accordingly. 
UsagWin Children: Tofranil-PM@orand of imipramine 
omte, should not be used in children of any age be- 
of t>@*increased potential for acute overdosage 

e high unit potency (75 mg., 106 ing. 125 mg 
50 mg.). Each capsule cordi , 
cate equivalent to 75 mg., 10 










t ihe possihility 
ts is inherent in 


Geigy 


Tofranil-PM encourages patient 
compliance because one 
capsule lasts from bedtime to 
bedtime. 


Good results are usually seen 
at the starting dose of one 
75-mg capsule h.s. 


For many patients, dosage can 
be safely increased to 150 mg 
daily. 


the illness and may persist until significant remission oc- 
curs. Such patients should be carefully supervised during 
the early phase of treatment with Tofranil-PM, brand of 
imipramine pamoate and may require hospitalization. 
Prescriptions should be written for the smallest amount 
feasible. 
Hypomanic or manic episodes may occur, particularly in 
patients with cyclic disorders. Such reactions may neces- 
sitate discontinuation of the drug. If needed, Tofranil-PM, 
brand of imipramine pamoate, may be resumed in lower 
dosage when these episodes are relieved. Administration 
of a tranquilizer may be useful in controlling such 
episodes. 
Prior to elective surgery, imipramine should be discon- 
tinued for as long as the clinical situation will allow. 
An activation of the psychosis may occasionally be ob- 
served in schizophrenic patients and may require reduc- 
tion of dosage and the addition of a phenothiazine. 
In occasional susceptible patients or in those receiving 
anticholinergic drugs (including antiparkinsonism agents) 
in addition, the atropine-like effects may become more 
pronounced (e.g., paralytic ileus). Close supervision and 
careful adjustment of dosage is required when this drug is 
administered concomitantly with anticholinergic or sym- 
pathomimetic drugs. 
Avoid the use of preparations, such as decongestants 
and local anesthetics, which contain any sympathomimet- 
ic amine (e.g., adrenalin, noradrenalin), since it has been 
reported that trcyclic antidepressants can potentiate the 
effects of catecholamines. 
Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 
Both elevation and lowering of blood sugar levels have 
been reported. 
Concurrent administration of imipramine with electroshock 
therapy may increase the hazards; such treatment should 
be limited to those patients for whom it is essential, since 
there is limited clinica! experience. 
Adverse Reactions: Note: Although the listing which fol- 
lows includes a few adverse reactions which have not 
been reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when imip- 
ramine is administered. 
Cardiovascular: Hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart block, 
stroke, falls. 
Psychiatric: Confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions; anxiety, 
restlessness, agitation; insomnia and nightmares; 
hypomania; exacerbation of psychosis. j 
Neurological: Numbness, tingling, paresthesias of ex- 
iremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, altera- 
tions in EEG patterns; tinnitus. 
Anticholinergic: Dry mouth, and, rarely, associated sub- 
lingual adenitis; blurred vision, disturbances of accommo- 


tion, mydriasis; constipation, paralytic ileus; urinary re- 
tion, delayed micturition, dilation of the urinary tract. 


lergic: Skin rash, petechiae, urticaria, itching, gago ser- 





As with all tricyclics, sedation 
may occur. Please caution 
patients against driving or oper- 
ating dangerous machinery. 


Each capsule corttains 
imipramine pamoate equivalent 
to 75, 100, 125 or 150 mg of: 
imipra mine hydrochloride. 


sitization (avoid excessive exposure to sunlight); edema e 
(general or of face and tongue); drug fever; cross- 

sensitivity with desipramine. 

Hematologic: Bone marrow depression including agran- 
ulocytosis; eosinophilia; purpura; thrombocytopenia. 
Leukocyte and differential counts should be performed in 

any patient who develops fever and sore throat during 

therapy; the drug should be discontinued if there is evi- »^ 
dence of pathological neutrophil depression. 

Gastrointestinal: Nausea and vomiting, anorexia, epigas- 

tric distress, diarrhea; peculiar taste, stomatitis, abdominal 
cramps, black tongue. 

Endocrine: Gynecomastia in the male; breast enlarge- 

ment and galactorrhea in the female; increased or de- 

creased libido, impotence; testicular swelling; elevation or 
depression of blood sugar levels. 

Other: Jaundice (simulating obstructive); altered liver 

function; weight gain or loss; perspiration; flushing; uri- 

nary frequency; drowsiness, dizziness, weakness and 

fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms: Though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy 

may produce nausea, headache and malaise. . 
Dosage and Administration: In adult outpatients, 

therapy should be initiated on a once-a-day basis with 75 
mg./day. This may be increased to 150 mg./day which is 

the dose level which usually obtains optimum response. If 
necessary, dosage may be increased to 200 mg./day. 

Dosage should be modified as necessary by clinical re- 
sponse and any evidence of intolerance. Daily dosage 

may be given at bedtime, or in some patients in divided 

daily doses. 

Hospitalized patients should be Marted on a once-a-day 

basis with 100-1 
mg./day. Dosage sho, 
if there is no respon 
Following remission, mal 
quired for a longer period o 
will maintain remission. The Msual adult maintena 
dosage is 75-150 mg./day orfa once-a-day basis, preter 
ably at bedtime. 
In adolescent and geriatric pa§ents, capsules of Tofranil- 
PM, brand of imipramine pgfioate, may be used when 
total daily dosage is establiqhed.at 75 mg. or higher. It is 
generally unnecessary to ex&eed 100 mg./day in these 
patients. This dosage may be given o - 
time or, if needed, in divided daily dose 
How Supplied: Tofranii-PM, brand of imipsarine 
pamoate: Capsules of 75, 100, 125 and 150 mg. fach 
capsule contains imipramine pamoate equivalent to 
100, 125 or 150 mg. of imipramine hydrochloride.) 
(B) 98-146-840-A(9/75) 667120 . 
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For complete details, including dosage and adminis- 


tration, please refer to the full prescribing information 


GEIGY Pharmaceuticals 
Division of CIBA-GE!GY Corporation 
Ardsley, New York 15502 ; 
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MOVING? - 
PLEASE NOTIFY US 
| 6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 





FORMER ADDRESS: 














PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 


ORGANIZATION 


STREET 
CITY STATE ZIP 


APA MEMBERS MAIL TO: 


APA Division of Membersnip Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 





SUBSCRIBERS MAIL TO: 


APA Circulation Departmen | 
AMERICAN PSYCHIATRIC S SOC 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20099 
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Just three weeks ago 
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mmy entered the hospital 
or acute schizophrenia 





— "Haldd ** 


(haloperidol) 


tablets/Concentrate/injection 


Promptly controls 
... psychotic symptoms... 
usually leaving the patient 
more responsive to therapy 















Ràpid onset of Permits aggressive titration Common side effects 
therapeutic effect in to effective dosage levels easily controlled:^*^? 
a made range of for optimal control** Although extrapyramidal symp- 
psychotic symptoms: coms (COS. have been redorted 
frequently, they are usually 
Helps avoi long-term Often leaves patient with dose-related and readily con- 
hospitale improved insight, trolled with dose adjustment Or 
with a renewed interest in the antiparkinson drugs. EPS often 
environment, and more likely diminish spontaneously with 
Minimal risk bf to participate in therapeutic continued use of Harboi. halo- ( 
ypotension,(oversedation, ^ efforts!” peridol. 
or troubleso | 
anücgoliperef: effects. ^19" — Races Aud E] Jr; Mad. Si 1855 (Oc) 1967 SL d Aa a = 
Trans ypotensicr occurs 11:188 (May-June) 1970. 5. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 6. Howard, ].S: Dis. Nerv. 
pi^ severe orthostatic hypo- BE Die Ne Sy asata ers Natio Am d. Poetam 1201180 June) 1964 a Dada 
t ion has not been reported. SH. et al.: Science 184:1243 (June 21) 1974. 11. Stimmel, C.L.: Dis. Ner Qa. 34.9 


Although some instances of "Not an actua! case-history, this situation illustrates the action of HALDoL halo: ri 
drowsiness have been reported, reported in various clinical studies (available on request). 


marked sedation is rare. T Piease turn page for summary of prescribing informatign. 2 
: P : 
at er L 


ua 











injection 
A rapid-acting injection for psychiatric emer- 
gencies: 5 mg per ml,* with 1.8 mg methylpara- 


ben and 0.2 mg propylparaben per ml, and 
lactic acid for pH adjustment to 3.4 + 0.2 
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HALDOL (haloperidol!) oes 


concentrate 


A tasteless, odorless, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml. 


£d 


| | tablets 


5 tablet strengths for convenience in 
indiwdualizing dosage: 


i 1mg 2mg 5mg 


Ya mg 
os, 





10 mg 


Pa j 


$ (MCNEIL) 


tablets /concentrate /injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 
Contraindications: Severe depression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease, hypersensitivity to the drug. 
Warnings: Usage in Pregnancy: Safe use in pregnancy Or In women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards Infants should not be nursed during drug treat- 
ment ; 
Usage in Children: Safety and effectiveness not established; not recom- 
mended in pediatric age group 
Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity. 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly. Decreased serum cholesterol and/or cuta- 
neous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental and/or physical abilities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension 
Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
ler disorders, due to the possibility of transient hypotension and/or precipita- 
ton of anginal pain (if a vasopressor IS required, epinephrine should not be 
use^ since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur); (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
sive threshold; (3) with known allergies or a history of allergic reactions to 
ärugs: (4) receiv» "~ 7oagulants. Concomitant antiparkinson medication, if 
sQquireo, ay wwz e continued after HALDOL haloperidol is discontin- 
ued because of different excretion rates; if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur Intraocular pressure may 
increase when anticholinergic drugs, including antiparkinson drugs, are 
) administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
f perido! is used for mania in cyclic disorders, there may be a rapid mood 
swing to depression. Severe neurotoxicity may occur in patients with thyro- 
xicosis receiving antipsychotic medication, including HALDOL haloperidol. 
AQVETEÉ Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu- 
ar (effapyran]iel) reactions have been reported frequently, often during the 
firsi few days of treatment Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible. Other 
b ne.ramuwscular reactions (motor restlessness, dystonia, akathisia, 





















































perreilex: 4x ogulogyric crises) have been reported far less 
trequaiht'y. b; e ofte severe. Severe extrapyramidal reactions have 
een eno: Kd at relativel low doses. Generally, extrapyramidal symptoms 
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ed since they occur at relatively high doses and disappear or 
AP. savere when the dose is reduced Antiparkinson drugs may be 
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required. Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases. 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of sho 
term antipsychotic therapy IS generally uneventful. However, some patieris 
on maintenance treatment experience transient dyskinetic Signs after abrupt 
withdrawal. In certain cases !"^?se are indistinguishable from "'Persistent 
Tardive Dyskinesia" except for duration It is unknown whether gradual 
withdrawal will reduce the occurrence of these signs, Dut until further evi- 
dence is available haloperidol should be gradually withdrawn 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo- 
peridol, tardive dyskinesia may appear during or after long-term therapy. The 
risk appears to be greater in e!derly patients on high-dose therapy, especially 
females. Symptoms are persistent and somet:.*: -s appear irreversible; there is 
no known effective treatment and all antipsyCnouc ags. ts should be discon- 
tinued. The syndrome may be masked by reinstitution of drug, increasing 
dosage, or switching to a different antipsychotic agent e 
Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitation, 
drowsiness, depression, lethargy headache, confusion, vertigo, grand mal 
seizures, and exacerbation of psychotic symptoms. 

Cardiovascular Effects: Tachyce «ia and hypotension. Hematologic 
Effects: Reports of mild, usually tre. ent leukopenia and leukocytosis, mini- 
mal decreases in red blood cell counts, anemia, OF a tendency toward 
Iymphomonocytosis; agranulocytosis rarely reported and only in association 
with other medication. Liver Effects: impaired liver function and/or jaundice 
reported. Dermatologic Reactions: Maculopapula& and acneiform reac- 
tions, isolated cases of photosensitivity, dogrine Disorders: 
_actation, breast engorgement, mastalgia. larities, gyneco- 
mastia, impotence, increased libido, hyperglyc 
trointestinal Effects: Anorexia, constipation, Wiarrhea. hypersalivation, 
dyspepsia, nausea and vomiting. Autonomic Realtions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respifatory Effects: Laryngo- 
spasm, bronchospasm and increased depth of re 
The injectable form is intended only for acutely 
with moderately severe to very severe symptoms. 
Caution: Federal law prohibits dispensing without 
Full directions for use should be read before 
administered or prescribed. 

HALDOL tablets are manufactured by McNeil Laboratories teo. Dorad 


Puerto Rico 00646. E 
McNeil Laboratories, McNEILAB, Inc. ? 
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CAPSULES, 


Tranxene © 


ACTIONS — Pharmacologically, clorazepate dipotassium has the charac- 

- teristics of the benzodiazepines. It has depressant effects on the central 
nervous system. The primary metabolite, nordiazepam, quickly appears in 
the blood stream. The serum half-life is about 2 days. The drug is 
metabolized in the liver and excreted primarily in the urine. (See CLINICAL 
PHARMACOLOGY section.) 


INDICATIONS — TRANXENE is indicated for the symptomatic relief of anx- 

iety associated with anxiety neurosis, in other psychoneuroses in which 

anxiety symptoms are prominent features, and as an adjunct in disease 

States in which anxiety is manifested. 

? TRANXENE is indicated for the symptomatic relief of acute alcohol with- 
rawal. 

The effectiveness of TRANXENE in long-term use, that is, more than 4 
months, has not been assessed by sy atic clinical studies. The physi- 
cian should reassess periodically the usefulness of the drug for the in- 
dividual patient. — - 


CONTRAINDICATIONS — 
known hypersensitivity to 
glaucoma. 


WARNINGS — TRANXENE is not recommended for use in depressive 
neuroses or in psychotic reactions. 

Patients on TRANXENE should be cautioned against engaging in hazard- 
ous occupations requiring mental alertness, such as operating dangerous 
machinery including motor vehicles. 

Since TRANXENE has a central nervous system depressant effect, pa- 
tients should be advised against the simultaneous use of other CNS-depres- 
sant drugs, and cautioned that the effects of alcohol may be increased. 

Because of the lack of sufficient clinical experience, TRANXENE is not 
recommended for use in patients less than 18 years of age. 


Physical and Psychological Dependence: 

Withdrawal symptoms (similar in character to those noted with barbiturates 
and alcohol) have occurred following abrupt discontinuance of clorazepate. 
Symptoms of nervousness, insomnia, irritability, diarrhea, muscle aches 
and memory impairment have followed abrupt withdrawal after long-term 
use of high dosage. 

Caution should be observed in patients who are considered to have a psy- 
chological potential for drug dependence. 

Evidence of drug dependence has been observed in dogs and rabbits 
which was characterized by convulsive seizures when the drug was 
abruptly withdrawn or the dose was reduce;';.the syndrome in dogs could be 
abolished by administration of clorazepate. 

Usage in Pregnancy: 

An increased risk of congenital malformations associated with the use of minor tran- 
quilizers (chlordiazepoxide, diazepam, and meprobamate) during the first trimester of 
pregnancy has been suggested in several studies. TRANXENE, a benzodiazepine deriva- 
tive, has not been studied adequately to determine whether it, too, may be associated 
with an increased risk of fetal aiwovmality. Because use of these drugs is rarely a matter 
of urgency, their use during this period should almost always be avoided. The possibility 
that a woman of childbearing potential may be pregnant at the time of institution of 
the@py should be considered. Patients should be advised that if they become pregnant 
during therapy or intend to become pregnant they should communicate with their physi- 
cian ‘about the desirability of discontinuing the drug. 


Usage during Lactation: 
TRANXENE should not be given to ‘rsing mothers since it has been re- 
ported that nordiazepam is excreted ir human breast milk. 


PRECAUTIONS — In those patients in which a degree of depression accom- 
panies the anxiety, suicidal tendencies may be present and protective 
measures may be required. The least amount of drug that is feasible should 
be available to the jtatient. 

Patients on WRANXENE iS@aprolonged periods should have blood counts 
and liver decet tests dically. Thc usual precautions in treating pa- 
tients with impaired ren or hepatic function should also be observed. 

In elderly or debilitatdi! patients, the initial dose should be small, and in- 
crements should be mad gradually, in accordance with the response of the 
patient, to preclude atafia or excessive sedation. 


ADVERSE REACTIONS "— The side effect most frequently reported was 
drowsiness. Less commoenly reported (in descending order of occurrence) 
were: dizziness, variousjgastrointestinal complaints, nervousness, blurred 
ites Se ache, and mental confusion. Other side effects in- 
clude mnia, transient skin rashes, fatigue, ataxia, genitourinary com- 
plaints, irritability, diplopia, depression and slurred speech. 

ex Thefé have been reports of abnormal liver and kidney function tests and 

—. Of decrease in hematocrit. 

Decrease in systolic blood pressure has been observed. 

DOSAGE AND ADMINISTRATION 

. For the-symptomatic relief of anxiety: 
TRANXENE is administered orally. The capsules may be given in divided 
doses. The usual daily dose is 30 mg. The dose shogld be adjusted gradu- 
ally within the range of 15 to 60 mg. daily in accorddnce with the response 
- ut, the* patient. In elderly or debilitated patients it is advisable to initiate 


treatment at a daily dose of 7.5 to 15 mg. 








) is contraindicated in patients with a 
drug, and in those with acute narrow angle 







SINGLE DOSE TABLETS ` 
(CLORAZEPATE DIPOTASSIUM) 4306ce. Brief Summary i 
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TRANXENE capsules may also be administered as a single dose daily at 
bedtime; the recommended initial dose is 15 mg. After the initial dose, the 
response of the patient may require adjustment of subsequent dosage. 
Lower doses may be indicated in the elderly patient. Drowsiness may occur 
at the initiation of treatment and with dosage increment. . 

TRANXENE-SD tablets (22.5 mg.) may be administered as a single dose 
every 24 hours. This tablet is intended as an alternate dosage form for the 
convenience of patients stabilized on a dose of 7.5 mg. capsules three times 
a day. TRANXENE-SD tablets should not be used to initiate therapy. 

TRANXENE-SD HALF STRENGTH tablets (11.25 mg.) may be ad- 
ministered as a single dose every 24 hours. 


For the symptomatic relief of acute alcohol b dad 
Recommended schedule: 1st 24 hours, 30 mg. TRANXENE initially, followed 

by 30 to 60 mg. in divided doses; 2nd 24 hours, 45 to 90 mg. in divided ~ 
doses; 3rd 24 hours, 22.5 to 45 mg. in divided doses; 4th day, 15 to 30 mg. ~ 
in divided doses. Thereafter gradually reduce to 7.5 to 15 mg. daily, and 
discontinue as soon as condition is stable. Maximum daily dose is 90 mg. 
Avoid excessive reductions in total drug on successive days. 


DRUG INTERACTIONS — If TRANXENE is to be combined with other drugs 
acting on the central nervcus system, careful consideration should be given 
to the pharmacology of the agents to be employed. Animal experience indi- 
cates that TRANXENE prolongs the sleeping time after hexobarbital or after 
ethyl alcohol, increases the inhibitory effects of chlorpromazine, but does 
not exhibit monoamine oxidase inhibition. Clinical studies have shown in- 
creased sedation with concurrent hypnotic medications. The actions of the 
benzodiazepines may be potentiated by barbiturates, narcotics, 
phenothiazines, monoamine oxidase inhibitors or other antidepressants. 

If TRANXENE is used to treat anxiety associated with somatic disease 
States, careful attention must be paid to possible drug interaction with con- 
comitant medication. 


MANAGEMENT OF OVERDOSAGE — Overdosage is usually manifested by 
varying degrees of CNS depression ranging from slight sedation to coma. As 
in the management of overdosage with any drug, it should be borne in mind 
that multiple agents may have been taken. 

There are no specific antidotes for the benzodiazepines. The treatment of 
overdosage should consist of the general measures employed in the man- 
agement of overdosage of any CNS depressant. Gastric evacuation either by 
the induction of emesis, lavage, or both, should be performed immediately. 
General supportive care, including frequent monitoring of the vital signs 
and close observation of the patient, is indicated. Hypotension, though 
rarely reported, may occur with large overdoses. In such cases the use of 
agents such as Levophed® (levarterenol) or Aramine® (metaraminol) should 
be considered. 

While reports indicate that individuals have survived overdoses of 
TRANXENE (clorazepate dipotassium) as high as 450 to 675 mg., these 
doses are not necessarily an accurate indication of the amount of drug ab- 
sorbed since the time interval between ingestion and the institution of treat- 
ment was not always known. Sedation in varying degrees was the most 
common physiological manifestation of TRANXENE overdosage. Deep coma 
when it occurred was usually associated with the ingestion of other drugs in 
addition to TRANXENE. 


CLINICAL PHARMACOLOGY — Studies in healthy men have shown that 
TRANXENE has depressant effects on the central nervous system. 
Prolonged administration of single daily doses as high as 120 mg. was 
without toxic effects. Abrupt cessation of high doses was followed in some 
patients by nervousness, insomnia, irritability, diarrhea, muscle aches, or 
memory impairment. 

Absorption — Excretion: 

After oral administration of TRANXENE, there is essentially no circulating 
parent drug. Nordiazepam, its primary metabolite) sickly appears in. the 
blood stream. In 2 volunteers given 15 mg. (50 0» ef C TRANXENE, 
about 80% was recovered in the urine and feces “ithin 10 days. Excretion 
was primarily in the urine with about 1% excreted per day on day 10. 
HOW SUPPLIED — TRANXENE (clorazepate dipotassium) is Supolied as — - 
Capsules in three dosage strengths: ‘ 
3.75 mg. capsules (gray with white cap) in bottles of 100 (NDC 
0074-3417-13) and 500 (NDC 0074-3417-53). Also available in ABBO- 
PAC® unit dose packages of 100 capsules (NDC 0074-341 7.14). a KE 
7.5 mg. capsules (gray with maroon cap) in bottles of 30 (NODC © 
0074-3418-30), 100 (NDC 0074-3418-13) and 500 (NDC 0074-3418-53;. 
Also available in ABBO-PAC unit dose packages of 100 capsules (NDC 


0074-3418-11). 1 gis "d 

15 mg. capsules (all gray) in bottles of 1 S-3gnd SC.  . 
(NDC 0074-3419-53). Also available in -PAC un E packages owe j 
100 capsules (NDC 0074-3419-11). 


TRANXENE-SD single dose tablets are supplied in two dosage stp 


TRANXENE-SD 22.5 mg. tablets (tan-colored) in bottic- of 
0074-2997-13). 


TRANXENE-SD HALF STRENGTH 11.2 


of 30 (NDC E and 100 
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: Awake on the job, 
yet anxieties resolved - 





Troublesome drowsiness 
uncommon 


Tranxene lets you manage anxiety in most 
patients without problem sedation. Any 
initial drowsiness is usually transient. . 


Calming without 
impairment 

Patients not oversedated can function better 
on the job* or at home. By avoiding excessive 


sedation, Tranxene helps you calm patients gø 
without compromising their capacities. 


= (CLORAZEPATE DIPOTASSIUM) —— 4sosce 





*Of course patients should be cautioned against 
hazardous tasks requiring mental alertness. 
See overleaf for prescribing information. 
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‘Thorazine’. 


the future. 


From initial psychiatric emergency through 


Helps return 


Before prescribing, see complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 


Indications 
Based on a review of this drug by the National 
Academy of Sciences — National Research 
Council and/or other information. FDA has 
classified the indications as follows: 
Effective: For the management of manifesta- 
tions of psychotic disorders. For control of the 
manifestations of manic-depressive illness 
(manic phase). 


Probably effective: For the control of moderate 
to severe agitation, hyperactivity or aggres- 
siveness in disturbed children. 


Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses. 

Final classification of the less-than-effective 
indications requires further investigation. 





Contraindications: Comatose states. presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. 


Warnings: The possibility of extrapyramidal 
reactions from "Thorazine' may confuse the 
diagnosis of Reye's syndrome or other encepha- 
lopathy. Therefore, avoid use in children or 
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must secure permission from the Editor. The Journal will 
assign its own number to each paper received for reyiew: 
this number must appear in any further communications 
about the paper. The copyright transfer statement described 
above must accompany annual meeting papers submitted for 
review. 


Length 


The length of submitted material should not exceed the 
following specifications unless a special arrangement has 
been made with the Editor. Regular articles—3,800 words o1 
the equivalent, including references, tables, and figure: 
(about 15 manuscript pages). Brief Communications—2,50€ 
words or equivalent (about 10 manuscript pages). Clinica 
and Research Reports—1.000 words, 10 references, 1 table 
(no figures can be used in this section). Letters to the Edi. 
tor—500 words, 5 references. The number of words, tables. 
and figures should be noted on the title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele: 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor; au- 
thors who have ideas for overview articles are advised tc 
check with the Editor to ensure that a similar work is not ir 
preparation. Overviews should not exceed 25 double-spacec 
pages (about 7,500 words) and should have no more than 10( 
references. All overviews, including those written by in: 
vitation, are given the same peer review received by othei 
papers. 

Regular Articles and Brief Communications 


The primary difference between these two types of paper: 
is length. The ‘‘brief communication’’ designation does no 
imply less sophisticated or complete work: it merely mean: 
that the content can be expressed within the upper limit o! 
2,500 words. There is no difference in the review procedure 
or scheduling of these articles. Authors who submit unneces: 
sarily long articles with redundancies and loose writing style 
will be asked to shorten them, which can delay publication 
Authors should choose their words carefully, avoiding 
lengthy introductions containing material that is commor 
knowledge, summaries that merely repeat the results, unnec: 
essary tables, figures or references, etc. Single case reports 
will not be accepted as regular articles or Brief Communica: 
tions; these papers should be submitted as Clinical and Re 
search Reports. 


Clinical and Research Reports 


This section contains very brief articles (maximum o 
1,000 words, 10 references, 1 table, and no figures) reporting 
new research findings, including preliminary data from pilo 
studies, and case reports that 1) describe new syndromes, 2 
cast a new light on established ones, 3) indicate a new thera 
peutic procedure of potential value, of 4) describe adverse 
effects or previously unreported complication Sof drugs oi 
therapeutic interventions. Because of the stringent criteri: 
for this section, authors can expect morg rapid publicatlor 
than is possible in other sections. Submiffed papers that sub 
stantially exceed the stated maximumylength er contain fig 
ures will be returned to the author unreviewed. 
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Prompt Publication Pelicy 


Articles submitted for prompt publication can be of either 
regtlar or Brief Communication length (a "prompt pub- 
lication policy" is automatically in effect*for Clinical and Re- 
search Reports). These papers are given priority in sched- 
uling; however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality, and authors must 

- state their reasons for wanting rapid review in a cover letter 
to the Editor. It is important to think carefully about the na- 
turg.of the paper before requesting prompt publication; a pa- 
per may be delayed if it is submitted inappropriately. 


Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion ‘‘for publication’’ in the upper right corner. Letters criti- 
cal of an article published in the Journal will automatically 
be sent to the authors for reply. The Journal is unable to 
notify authors of receipt of letters or to return those not pub- 
lished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper: 
two copies are required. Letters that are not typed appropri- 
ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review or listing may be sent di- 
rectly to the Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. Book re- 
views are usually solicited by the editor. Authors interested 
in reviewing a particular book are urged to contact the edito- 
rial office to see if the Editor wishes the book to be reviewed 
and to ascertain whether it has been previously assigned to 
another reviewer. Reviews are usually less than 500 words 
long, seldom contain references, and will be edited. 


TYPING AND ARRANGING THE PAPER 


All manuscripts must be typed in upper- and lowercase on 
one side only of 22 x 28 cm (8% x 11 inches) nonerasable 
bond paper. All parts of the manuscript, including case re- 
ports, quotations, references, and tables, must be double- 
spaced throughout. All 4 margins must be 324 cm (172 inch- 
es). The manuscript should be arranged in the following or- 
der, with each numbered item beginning a new page: 1) title 
page, 2) précis, 3) text, 4) references, 5) tables, 6) footnotes 
to text, and 7) figure captions. All pages must be numbered, 
with the title page as number 1. Please consult the following 
section on Journal style specifications for criteria for each 
part of the paper. 


STYLE SPECIFICATIONS 


Title Page 


Title. The title should be informative but as brief as pos- 
sible. Headline style (declarative sentences) should be 
avoided. Abbreviations and acronyms are rarely used in ti- 

: tles. 

By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footrtote. Please include degrees (other than 

. honorary or undergraduate) after the authors’ names. 

‘+ . Previous présentation. If the paper has been presented 

. orally, vide ove the name of the meeting. the place, and 
inclusive dates. 

.Author affiliations. The authors’ position titles and affilia- 
tions should be giVen in a paragraph using complete sen- 
tences. A fulkaddresais necessary only for the author who is 

^ to receive reprint [pee 


SAS. 


— 








Acknowledgments. Acknowledgments should be in a 
rate paragraph on the title page. Grant support shoul 
clude the full name of the granting agency as well as.the 
number. Individual acknowledgments should be as by mas 
possible. Acknowledgments of companies that sur plied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. . 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 


Précis P - 


The précis should be up to 100 words for regular articles 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single 
paragraph using complete, connected sentences, active^ ~ 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text matert- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
“Comment” or ‘‘Conclusions’’ section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are note 
generally known. It is not sufficient to say "'differences be- 
tween the groups were significant." In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 

Abbreviations. All abbreviations (other than those for => 
metric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 






















References 


References should be restricted to closely pertinent mate- 
rial; a complete review of the literature is rarely desirable. 
Accuracy of citation is the author's responsibility. Refer- 
ences should conform exactly to the original spelling, ac- 
cents, punctuation, etc. Authors should be sure that all refer- 
ences listed have been cited in text; no bibliographies can be 
used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci 
tations may be noted in text or in a footnote. It is the au 
thor's responsibility to obtain permission to refer to anothe 
individual's unpublished observations. Manuscripts that ar 
actually ‘‘in press" may be cited as such in the reference lis 
the name of the journal must be included. E 

Type references in the style shown below and on the ne 
page, double-spaced throughout (not just a line betwe 
references). List up to three authors; designate one or mo 
authors past the third "'et al." Abbreviations of your 
names should conform to the style used in /ndex Medici 
journals not indexéd there should not be abbreviated. 


1. Berne E: Principles of Group Treatment. New York, Oxf 
University Press, 1966, p 26 


en all 







Schildkraut JJ: Tranylcypromine: effects on norepinephrine me- 
tabolism in rat brain. Am J Psychiatry 126:925-931, 1970 
Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
etween monoamine oxidase inhibitors and foodstuffs. Br J Psy- 
iatry 113:349-365, 1967 

4. Brosin H: Communication systems of the consultation process, 
in The Psychiatric Consultation. Edited by Mendel W, Solomon 
P. New York, Grune & Stratton, 1968 
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Tables 


a 

Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
generally reserved for data presentation and not used as lists 
or charts. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
for table style. Please note that no vertical rules or internal 
horizontal rules are used. It is usually desirable to give both 
numbers and percentages where applicable. All units of mea- 
surement must be specified within the table. Metric measure- 
ments are used in tables and throughout the text. Each table 
should be identified numerically and include a concise title. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author’s name and the title of the 
paper should appear on a gummed label affixed to the back 
of each glossy. All figures should be able to withstand re- 
duction to about 8 cm (34 inches). Authors are urged to 
consider carefully the necessity of figures; they may be 
asked to delete figures that repeat information available in 
text. It is often advisable to obtain professional assistance 
in the preparation of figures. 
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PROCESSING OF ACCEPTED MANUSCRIPTS ` 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or cérre- 
sponding) author fer corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the’. 
Journal office. : 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St.. N.W., Washington, D.C. 
20009; there is usuallv a charge for such permission, except 
in cases of nonprofit use for educational purposes or of an 
author who wishes to reprint his/her own material. Requests 
will be facilitated if they are accompanied by written per- 
mission from the author of the material. 


REPRINTS 


No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. Reprint orders from others 
should be directed to the APA Publications Services Di- 
vision; inclusion of a letter of permission from the senior 
author and a brief statement of the intended use of the re- 
prints will expedite the processing of such requests. 
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„accusatory, derogatory, 
condemning, commanding. 


Navane (thiothixene) rapidly controls auditory hallucinations as well as 
the agitation and hostility patterns they frequently generate. 





Rapid control of psychotic symptoms on admission 

Navane provides effective, rapid control of the major symptoms of psychosis 
including hallucinations, delusions, agitation, hostility, and thought disorders.” 
Navane promotes rapid progress, usually without the over-sedation or cardio- 
vascular problems that can impede the therapeutic course. 


Continued long-term improvement 

Because Navane provides long-term outpatient control of psychotic symptoms, 
it can enable many patients to function effectively at home and on the job and to 
adjust rapidly to the community? 


Effectiveness rarely compromised by adverse reactions 

Navane allows patients to remain alert and active, seldom causing over- 
sedation or drowsiness? Hypotension and other cardiovascular reactions"^" are 
seldom reported and the occurrence of unpleasant anticholinergic side effects such 
as dry mouth or constipation is rare? If extrapyramidal symptoms occur, they are 
usually readily controlled through dosage adjustments or antiparkinson agents. 


Rapid control 
Long-term improvement 


Navane’ 
|J. (thiothixene) (thiothixene HC). 


Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg. Concentrate 5 mg./ml. Intramuscular 2 mg./ml. 


° 
‘ . > 
| aia 
*For prescribing information, including adverse reactions and " . Adiysion of Pfiger Pharmaceuticals 
contraindications, please see following page of this advertisement. Ney. Yom, New York 10017, 
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k Navane (thiothixene) (thiothixene hydrochloride) . 


Capsules: 1 mg, 2 mg, j mg, 10 mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORM ATION 

Navane* (thiothixene) 

Capsules | mg, 2 mg. 5 mg, 10 mg. 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml. 
Intramuscular: 2 mg/ml 

Contraindications. Navane is contraindicated in patients with 
circulatory collapse, comatose states, central nervous system 
depressiofi due to any cause, and blood dyscrasias. Navane is 
contraindicated in individuals who have shown hypersensitiv- 
ity to fhe drug. It is not known whether there is a cross- 
sensitivity between the thioxanthenes and the phenothiazine 
derivatives, but this possibility should be considered. 
Warnings. Usage in Pregnancy—Safe use of Navane during 
pregnancy has not been established. Therefore, this drug 
should be given to pregnant patients only when, in the judg- 
ment of the physician, the expected benefits from the treatment 
exceed the possible risks to mother and fetus. Animal reproduc- 
tion studies and clinical experience to date have not demon- 
strated any teratogenic effects. 

In the animal reproduction studies with Navane, there was 
some decrease in conception rate and litter size, and an increase 
in resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After re- 
peated oral administration to rats (5 to 15 mg/kg/day), rabbits 
(3 to 50 mg/kg/day), and monkeys (1 to 3 mg/kg/day) before 
and during gestation, no teratogenic effects were seen. (See 
Precautions.) 

Usage in Children — The use of Navane in children under 
12 years of age is not recommended because safety 
and efficacy in the pediatric age group have not been 
established. 

As is true with many CNS drugs, Navane may impair the 
mental and/or physical abilities required for the perfor- 
mance of potentially hazardous tasks such as driving a 
car or operating machinery, especially during the first few 
days of therapy. Therefore, the patient should be cautioned 
accordingly. 

As in the case of other CNS-acting drugs. patients receiv- 
ing Navane should be cautioned about the possible additive 
effects (which may include hypotension) with CNS depres- 
sants and with alcohol. 

. An antiemetic effect was observed in animal 
studies with Navane; since this effect may also occur in man, it 
is possible that Navane may mask signs of overdosage of toxic 
drugs and may obscure conditions such as intestinal obstruc- 
tion and brain tumor. 

In consideration of the known capability of Navane and 
certain other psychotropic drugs to precipitate convulsions, 
extreme caution should be used in patients with a history of 
convulsive disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Although Navane 
potentiates the actions of the barbiturates, the dosage of the 
anticonvulsant therapy should not be reduced when Navane is 
administered concurrently. 

Caution as well as careful adjustment of the dosage is 
indicated when Navane is used in conjunction with other CNS 
depressants other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known 
or suspected to have glaucoma, or who might be exposed to 
extreme heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also. careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pig- 
mentation has been noted in a small number of patients treated 
with Navane for prolonged periods). Blood dyscrasias (agranu- 
locytosis, pancytopenia, thrombocytopenic purpura), and liver 
damage (jaundice, biliary stasis) have been reported with 
related drugs. 

Undue exposure to sunlight should be avoided. Photosensi- 
live reactions have been reported in patients on Navane. 

Intramuscular Administration—As with all intramuscular 
preparations, Navane Intramuscular should be injected well 
within the body of a relatively large muscle. The preferred 
sites are the upper outer quadrant of the buttock (i.e. gluteus 
maximus) and the mid-lateral thigh. 

The deltoid area should be used only if well developed, 

such as in certain adults and older children, and then only 
with caution to avoid radial nerve injury. Intramuscular 
injections should not be made into the lower and mid-thirds 
of the upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent injection 
into a blood vessel. 
Adverse Reactions. Nore: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). How- 
éver, since Navane-has certain chemical and pharmacologic 
similarities to the phenothiazines, all of the known side effects 
and toxicity associated with phenothiazine therapy should be 
borne in mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, 
lightheadedness, and syncope. In the event hypotension oc- 
curs, epinephrine should not be used as a pressor agent since a 


. paradoxical further lowgring of Blmod pressure may result. 


Nonspecific EKG chagfges have been observed in some pa- 
tients receiving Nayme. These changes are usually reversible 
and frequently dishppear on continued Navane therapy. The 
incidence of these changes is lower than that observed with 
some phenothiazines. The clinical significance of these changes 

is not known. £^ 
CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with co&tinuation oflNavane therapy. The inci- 
parto tof the piperazine group 
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of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have 
been noted with Navane (thiothixene). Seizures and paradoxi- 
cal exacerbation of psychotic symptoms have occurred with 
Navane infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothizzine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 


Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of 


these extrapyramidal symptoms depends upon the type and 


severity. Rapid relief of acute symptoms may require the use of 


an injectable antiparkinson agent. More slowly emerging symp- 
toms may be managed by reducing the dosage of Navane 
and/or administering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic 
agents tardive dyskinesia may appear in some patients on long 
term therapy or may occur after drug therapy has been discon- 
tinued. The risk seems to be greater in elderly patients on 
high-dose therapy, especially females. The symptoms are persis- 
tent and in some patients appear to be irreversible. The syn- 
drome is characterized by rhythmical involuntary movements 
of the tongue, face, mcuth or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involuntary move- 
ments of extremities. 

There is no known ef'ective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms 
of this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment,or increase the 
dosage of the agent, or switch to a different antipsychotic agent, 
the syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the 
medication is stopped at that time, the syndrome may not 
develop. 

Hepatic effects: Elevations of serum transaminase and 
alkaline phosphatase, usually transient, have been infre- 
quently observed in some patients. No clinically confirmed 
cases of jaundice attributable to Navane have been 
reported. 

Hematologic effects: As is true with certain other psycho- 
tropic drugs, leukoperia and leukocytosis, which are usually 
transient, can occur occasionally with Navane. Other antipsy- 
chotic drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia and pancy- 
topenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with 
certain phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlarge- 
ment and amenorrhea have occurred in a small percentage of 
females receiving Navane. If persistent, this may necessitate a 
reduction in dosage or the discontinuation of therapy. 
Phenothiazines have been associated with false positive preg- 
nancy tests, gynecomastia, hypoglycemia, hyperglycemia, and 
glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, inc-eased sweating, increased salivation and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, 
and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates 
there is a relationship between phenothiazine therapy and the 
occurrence of a systemic lupus erythematosus-like 
syndrome. 

NOTE: Sudden deaths have occasionally been reported in 
patients who have received certain phenothiazine derivatives. 
In some cases the cause of death was apparently cardiac arrest 
or asphyxia due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be es- 
tablished that death was due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity 
of the condition. In general, small doses should be used initially 
and gradually increased to the optimal effective level, based on 
patient response. 

Some patients have been successfully maintained on once-a- 
day Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution — For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior 
is desirable, the intramuscular form of Navane may be 
indicated. It is also of benefit where the very nature of the 
patient's symptomatology, whether acute or chronic, ren- 
ders oral administration impractical or even impossible. 

For treatment cf acute symptomatology or in patients 
unable or unwilling to take oral medication, the usual dose is 
4 mg of Navane Intramuscular administered 2 to 4 times 
daily. Dosage may be increased or decreased depending on 
response. Most patients are controlled on a total daily dosage 
of 16 to 20 mg. The maximum recommended dosage is 
30 mg/day. An oralform should supplant the injectable form 
as soon as possible. It may be necessary to adjust the dosage 
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when changing from the intramuscular to oral dosage forms. 
Dosage recommendations for Navane Capsules and Con- 
centrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate —1n. milder condi- 
tions, an initial dose of 2 mg three times daily. If indicated, a 
subsequent increase to 15 mg/day total daily dose is often 
effective. 

In more severe conditions, an initil dose of 5 mg twice 
daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 
increase to 60 mg/day total daily dose is often effective. 
Exceeding a total daily dose of 60 mg rarely increases the 
beneficial response. 

Overdosage. Manifestations include muscular twitching, 
drowsiness, and dizziness. Symptoms of gross overdosage may 
include CNS depression, rigidity, weakness, torticollis, tremor, 


salivation, dysphagia, hypotension, disturbances of gait, or == 


coma. 

Treatment: Essentially symptomatic and supportive. For 
Navane oral,early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and 
maintain an open airway, since involvement of the extra- 
pyramidal system may produce dysphagia and respiratory 
difficulty in severe overdosage. If hypotension occurs, the 
standard measures for managing circulatory shock should be 
used (I. V. fluids and/or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenyl- 
ephrine are the most suitable drugs. Other pressor ageni$, 
including epinephrine, are not recommended, since 
phenothiazine derivalives may reverse the usual pressor action 
of these agents and cause further lowering of blood pressure. 

If CNS depression is present, recommended stimulants 
include amphetamine, dextroamphetamine, or caffeine and 
sodium benzoate. Picrotoxin or pentylenetetrazol should be 
avoided. Extrapyramidal symptoms may be treated with 
antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, 
but they are known to be of little value in phenothiazine 
intoxication. 


" . . b . 
How Supplied. Navane (thiothixene) is available as capsules 


containing | mg, 2 mg, 5 mg. and 10 mg of thiothixene in 
bottles of 100 and 1,000. Navane is also available as capsules 
containing 20 mg of thiothixene in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concentrate is 
available in 120 ml (4 oz.) bottles with an accompanying 
dropper calibrated at 2 mg, 4 mg, 5 mg. 6 mg, 8 mg, and 
10 mg, and in 30 ml (1 oz.) bottles with an accompanying 
dropper calibrated at 2 mg, 4 mg, and 5 mg. Each ml con- 
tains thiothixene hydrochloride equivalent to 5 mg of 
thiothixene. Contains alcohol, U.S.P. 7.096 v/v (small loss 
una voidable). 

Navane (thiothixene hydrochloride) Intramuscular solution 
is available in a 2 ml amber glass vial in packages of 10. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of 
thiothixene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and 
propyl gallate 002% w/v. 
References. |. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of 
acutely excited and agitated patients. Dis Nerv Syst 38:967-973, 
1977. 2. Bressler B, Friedel RO: A comparison between 
chlorpromazine and thiothixene in a Veterans Administration 
hospital population. Psychosomatics 1 2:275-277,1971.3. Denber 
HCB, Turns D: Double blind comparison of thiothixene and 
trifluoperazine in acute schizophrenia. Psychosomatics 13:100- 
104, 1972. 4. Sterlin C, Ban TA, Lehman HE, Saxena BM: The 
place of thiothixene in the treatment of schizophrenic patients. 
Can Psychiatr Assoc J 15:3-4, 1970. 5. Brauzer B, Goldstein BJ: 
Comparative effects of intramuscular thiothixene and tri- 
fluoperazine in psychotic patients. J Clin Pharmacol 8:400-403, 
1968. 6. Engelhardt DM, Rudorfer L: The chronic schizo- 
phrenic outpatient in an urban community: Social and voca- 
tional adjustment. Presented as a Scientific Exhibit at the 130th 
Annual Meeting, American Psychiatric Association, Toronto, 
Canada, May 2-6, 1977. 7. ltil TM, Unverdi C, Wohlrabe J, 
Larsen V, Levitt J: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City, 
New Jersey, November 12-16, 1972. 8. Dillenkoffer RL, et al: 
Electrocardiographic evaluations of schizophrenic patients. 
Presented asa Scientific Exhibit at the 125th Annual Meeting of 
the American Psychiatric Association, Dallas, Texas, May 1-4, 
1972.9. Goldstein B, Weiner D, Banas F: Clinical evaluation of 
thiothixene in chronic ambulatory schizophrenic patients, in 
Lehmann HE, Ban TA (eds): Modern Problems in Pharmacopsy- 
chiatry. Basel, S Karger. 1969. vol 2. pp 45-52. 
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please consult your Roerig represenfative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 1001, * . 
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ital issues— 


theyre 


Understanding and dealing with controversial issues 
are essential skills in the practice of psychiatry—they 
always have been. This brand new book recognizes 
that fact, and presents twenty-six of today’s most im- 
portant areas of psychiatric controversy in a distinc- 
tive format guaranteed both to fascinate and inform 
vou. Recognized and outspoken authorities in clinical 
psychiatry discuss each controversy, with individual 
essays examining each issue from two or more 
perspectives, often from diametrically opposed view- 
points. 





. Controversy in Psychiatr 





The Controversies" 
What is the Future of Psychiatry as a Medical Specialty? e 
Should Psychiatrists be Medically Trained? e The Ethics and 
Effectiveness of Psychosurgery € Electroconvulsive Therapy 
in the Management of Schizophrenia è Are Drugs More than 
Palliative in the Treatment of Schizophrenia? e CNS Activat- 
ing Drugs in the Treatment of the Hyperactive ‘Child e 
Maintenance Drug Therapy in Long-term Treatment of De- 
pression e Management of the Chronic Alcoholic e The Future 
of Psychoanalysis e What Emphasis Should be Placed on 
Hypnosis in the Training of Psychiatrists? e Behavior 
Therapy: Fad or New Direction for Psychiatry? e Biofeed- 
back: To Whom, by Whom, and for What Purpose? e Is there 
Evidence for Specificity in Psychotherapy e Does 
Psychotherapy Alter the Course of Schizophrenia? è Be- 
havior Therapy in Anorexia Nervosa € Indications for Group 
Therapy * Is Child Psychopathology Always Family 
Psychopathology? € Genetic Counseling for Psychiatric Pa- 
tients e Should Homosexuals Adopt Children è Trans- 
sexualism: Indications for Surgical Treatment e What are the 
Medical Hazards of Marihuana: e The Role of the Psychiatrist 
in the Criminal Justice System è Should Psychiatrie Patients 
Eyer be Hospitalized Involuntarily? e Can Informed Consent 
be Obtained from a Psychiatric Patient? e The Role of the 
Non-psychiatrist in the Treatment of the Mentally Disor- 
dered è Community Psychiatry: Slogan or New Direction? 








The Editors 
John Paul Brady, MD, Kenneth E. Appel Professor of 
Psychiatry and Chairman of the Department, Univer- 
sity of Pennsylvania School of Medicine è H. Keith H. 
Brodie, MD, Professor and Chairman, Department of 
Psychiatry, Duke University Medical Center 


A subscpiption to The Psychiatric Clinics of North America 
offers timelg, thorough and authoritative coverage of current 
topies of interest in the field. Attuned to the current trend 
toward a “psychophysiological” approach to psychiatry, this 
series will emphasize solid clinical and scientific information. 
By enrolling now you will receive these symposia: April— 
Brain Disorders: Clinical Diagnosis and Management; 
August-Behavior Therapy; and December-Obesity: Basic 
Mechanisms and Treatment. Published three times yearly. 
About 225 pp. per issue. Illustd. Hardcover. No advertising. 
Yearly subscription: $30.00. 


heyre not just controversial, 
essential! 





Following the essays on the individual controversies, 
the editors provide their own insight into each topic, 
critically examining the points of view of each essayist. 
These commentaries sharpen the focus of the con- 
troversies, while providing, wherever appropriate, 
crossreferences to related issues examined in the book. 
To estimate just how interesting the discussions in 
this book will be look at the controversies it covers, the 
experts who have contributed their opinions, and the 
editorial team who has developed this book. 











The Contributors 
E. Fuller Torrey € Paul J. Fink è Louis Jolyon West e Martin 
T. Orne e Milton H. Miller è Frances Wilt e William H. Sweet e 
Peter Sterling e C. William Erwin è Ervin M. Thompson e 
Max Fink e Robert Cancro è Burton Angrist e Maurice Rap- 
paport e Dennis P. Cantwell e Mark A. Stewart è Alan J. 
Gelenberg € Gerald L. Klerman € Robert A. Moore è Peter E. 
Nathan e David Lansky e J. L. Norris € Arnold M. Cooper e 
Robert Michels èe Harley C. Shands * Herbert Spiegel e 
Eugene E. Levitt e Robert Paul Liberman e Jarl E. Dyrud e 
Edward B. Blanchard € Redford B. Williams, Jr. e Barbara B. 
Brown è Robert L. Stewart e Ari Kiev € John M. Davis è 
Sidney Chang è Otto Allen Will, Jr. e Hilde Bruch e 
Stewart Agras @ Joellen Werne è Gary R. Bond è Morton 
A. Lieberman e David M. Hawkins e Eleanor M. White e 
E. James Anthony è James N. Sussex e Raymond R. Crowe e 
Seymour S. Kety € Steven Matthysse e Kenneth K. Kidd e 
Ronald R. Fieve èe Matilda Young èe Wayne A. Myers e 
Richard Green è John Money € Richard Ambinder € Robert J. 
Stoller e Harold Kolansky e William Thomas Moore è Lester 
Grinspoon @ James B. Bakalar e David L. Bazelon € Jonas R. 
Rappeport e Seymour L. Halleck e Marc H. Hollender e 
Thomas S. Szasz e Allen R. Dyer è Neil L. Chavet e Hugh C. 
Hendrie è Leonard Krasner € Bertram S. Brown * Harold 
Goldstein e Melvin Sabshin @ Daniel X. Freedman 


The Book 


About 1105 pages e Illustd. e About $35.00. e Just 
Ready è Order 1912-6. 
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ION OF DALMANE (lirazepam HCI)? 
seed Nights 13. 12-14 rzepa PC 


total 
more time pas 


Reductions in minutes required to fall asleep and increases in total 
sleep time were averaged and expressed as percentages 


*Since insomnia is often transient, prolonged administration of Dalmane 


is seldom necessary. If repeated therapy is required, periodic 


counts and liver and kidney function tests are recommended 
tStatirtically significant over placebo baseline values 


leep laboratory studies 
|provides a comprehensive 
uring short-, intermediate- 
ation. Dalmane in 30 mg 
23 3 insomnia patients for varying 
ilts showed that Dalmane was signif- 
ti Hr jn n improving sleep induction and sleep 


- In addition, following discontinuation of 
e re was no sudden insomnia rebound.! 


r investigation of Dalmane 30 mg in five 


ch > insomniacs, the electro-physiologic evidence 
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trated a significant increase in total sleep time 
- for all subjects, along with a decrease in the time 


required to fall asleep (see chart).? 
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A study of the hypnotic efficacy 
(flurazepam HC!) 30 mg in insor mni 
questionnaire on which subjects ref D 
from the restrictions of the study, : an 
tionnaire on which they evaluated thed r 
quality of their sleep. Thus, the objective fin 
supplemented by subjective accounts of the n 
tion's effectiveness. 
The subjective results showed a significan in 
in total sleep time and a significant decrease in sien 
latency during the administration of Dalmane (see chart). . 
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There was no significant difference inthe numberof — 


arousals. These results corroborated the findings of the — 
objective study. 
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' "sleep research. Scientific exhibit at the American Medical 


28-NIGHT INSOMNIA RELIEF. 
PROVED BY THE POLYGRAPH, 
CORROBORATED BY THE PATIENTS 


DALMANE 


Tiurazepam HUI 


One 30-mg capsule h.s.— usual adult dosage 
(15 mg may suffice in some patients). 

One 15-mg capsule h.s.—initial dosage 

for elderly or debilitated patients. 


Before prescribing Dalmane (flurazepam HCI), please consult 
complete product information, a summary of which follows: 
Indications: Effective in all types of insomnia characterized by 
difficulty in falling asleep, frequent nocturnal awakenings and/or 
early morning awakening; in patients with recurring insomnia or 
poor sleeping habits; in acute or chronic medical situations 
requiring restful sleep. Since insomnia is often transient and 
intermittent, prolonged administration is generally not neces- 
sary or recommended. 


Contraindications: Known hypersensitivity to flurazepam HCI. 
Warnings: Caution patients about possible combined effects 
with alcohol and other CNS depressants. Caution against hazard- 
ous occupations requiring complete mental alertness (e.g., 
operating machinery, driving). 

Usage in Pregnancy: Several studies of minor tranquil- 

izers (chlordiazepoxide, diazepam, and meprobamate) 

suggest increased risk of congenital malformations 

during the first trimester of pregnancy. Dalmane, a benzo- 

diazepine, has not been studied adequately to deter- 

mine whether it may be associated with such an increased 

risk. Because use of these drugs is rarely a matter of 

urgency, their use during this period should almost 

always be avoided. Consider possibility of pregnancy 

when instituting therapy; advise patients to discuss 

therapy if they intend to or do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use caution in administering 
to addiction-prone individuals or those who might increase 
dosage. 
Precautions: In elderly and debilitated, limit initial dosage to 
15 mg to preclude oversedation, dizziness and/or ataxia. Con- 
sider potential additive effects with other hypnotics or CNS 
depressants. Employ usual precautions in patients who are 
severely depressed, or with latent depression or suicidal tend- 
encies. Periodic blood counts and liver and kidney function tests 
are advised during repeated therapy. Observe usual precautions 
in presence of impaired renal or hepatic function. 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occurred, particularly in 
elderly or debilitated patients. Severe sedation, lethargy, dis- 
orientation and coma, probably indicative of drug intoleranceor 
overdosage, have been reported. Also reported: headache, heert- 
burn, upset stomach, nausea, vomiting, diarrhea, constipation, 
GI pain, nervousness, talkativeness, apprehension, irritability, 
weakness, palpitations, chest pains, body and joint pains and 
GU complaints. There have also been rare occurrences of leu- 
kopenia, granulocytopenia, sweating, flushes, difficulty in 
focusing, blurred vision, burning eyes, faintness, hypotension, 
shortness of breath, pruritus, skin rash, dry mouth, bitter taste, 
excessive salivation, anorexia, euphoria, depression, slurred 
speech, confusion, restlessness, hallucinations, paradoxical 
reactions, e.g., excitement, stimulation and hyperactivity, and 
elevated SGOT, SGPT, total ánd direct bilirubins and alkaline 

hosphatase. 
osage: Individualize for maximum beneficial effect. 

Adults: 30 mg usual dosage; 15 mg may suffice in some patients. 
Elderly or debilitated patients:15 mg initially until response is 
determined. 


Supplied: Capsules containing 15 mg or 30 mg flurazepam HCI. 
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to fight for 
your life 








He is an American Heart Association 


Established Investigator, funded for five 
years to work on some phase of car- 
diovascular disease. He and his asso- 
ciates are researching ways to recognize 
a heart attack before severe damage 
occurs. 

His ultimate goal is to decrease the 
present toll from cardiovascular diseases. 
Of the four Americans that die every 
minute this year from all causes, two will 
die from these diseases. 

He is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fighting for your life. 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases. 

When a Heart Association volunteer 


asks for your money, think of the 1,400 , 


scientific invesiigators. Help them figét 
for your life. 


Please give generously to the 
American Heart Association $ 


WE'RE FIGHTING FOR YOUR LIFE 
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Infanticide 


Past and Present 


By MARIA W. PIERS. “Piers, [Distinguished Professor of Child Development] at the Erikson 
Institute for Early Education at Chicago’s Loyola University, investigates the history of infan- 
` ticide and offers an explanation of the motivations behind both the deliberate murder of children 
and their indirect killing by neglect. Piers identifies the chief causes as emotional starvation and 
economic deprivation and ascribes these, in turn, as the direct result of female oppression. The 
author presents a good case. "—Library Journal $7.95 


Adulthood 


Edited by ERIK H. ERIKSON. Personality crises experienced by adults are just as perplexing 
as those experienced by adolescents. Yet little is known about these crises and about adult 
development. The papers in this volume present an interdisciplinary and cross-cultural view of 
this critical stage in human development. Among the authors are Martin Malia, Robert Bellah, 
Winthrop Jordan, Robert Coles, Wallace Stegner, and Erik Erikson. $11.95 cloth, $5.95 paper 


The Family 


Edited by ALICE S. ROSSI, JEROME KAGAN, and TAMARA K. HAREVEN. The 
twelve contributors to this volume “refute two popular beliefs: that the modern family is 
inflexible and dying and that social science studies of it have been objective —and they do make 
headway. The volume demonstrates the value of interdisciplinary and cross-cultural studies in 
illuminating the complexity of the subject. . . . À bold, invigorating collection." 

—Kirkus Reviews. $10.95 cloth, $4.95 paper 


Tragic Choices 


By GUIDO CALABRESI and PHILIP BOBBITT. Scarcity is a fundamental fact of exist- 
ence. It permeates many of the decisions that a society has to make, decisions that determine how 
much of a particular good will be produced and who shall get what is made. In this bold and 
original essay, two noted legal scholars explore the tensions and tragedies that often accompany 
such decisions, whether they are made in the market, the political arena, or simply by the force of 
custom. $9.95 cloth, $3.95 paper 


Five Lectures on Psycho-Analysis 
The Standard Edition 


By SIGMUND FREUD. Translated and edited by James Strachey. These five lectures, 
delivered by Freud at Clark University in 1909, marked the first American recognition of the 
young science of psychoanalysis. $6.95 cloth, $1.95 paper 


Activity, Recovery, Growth 
The Communal Role of Planned Activities 


By JOAN M. ERIKSON, with DAVID and JOAN LOVELESS. Postscript by Erik H. 
Erikson. “Should be of great interest to professionals... . Well written, concise, and plactical." 
—American Journal of Psychiatry. $10.95 cloth, $4.&5 mur 
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* Sleep patterns begin to improve 
within a week. 


- *Patients feel calm, yet re 
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PAMELOR 


nortriptyline HC 





5 mg. Capsules 





NF ME 


The antidepressant with both | 


S daytime and nighttime advantages. | - 


PAMELOR “therapy begins to improve 
sleep patterns within a week. 


e PAMELOR therapy helps relieve the sleep prob- 
lems that accompany depression: difficulty in falling 
asleep, restless sleep, and early-moming awaken- 
ing. An improved pattem of sleep begins to appear 
in some patients within the first week of therapy. 


e Overall improvement is often observed by the 
end of the second week. Maximum improvement 
with PAMELOR therapy, as with other antidepres- 
sants, may require a longer period of therapy, 
particularly in severe depressive illnesses. 


PAMELOR therapy allows patients to 


remain calm yet alert. 


e Helps improve depressed mood with a 


low level of stimulatory effect. 


Indications: For relief of depressive symptoms. 
Endogenous depressions are more likely to be 
alleviated than others. 


Contraindications: Hypersensitivity. Should not 
be given concomitantly with MAO inhibitors or 
within 2 weeks cf the use of this drug since 
hyperpyretic crises, severe convulsions. and 
fatalities have occurred when similar tricyclic 
antidepressants were used in such combina- 
tions. Cross-sensitivity with other dibenzaze- 
pines is a possibility. Contraindicated during 
alae recovery period after myocardial infarc- 
ion. 


Warnings: Use with caution in patients with 
cardiovascular disease because of tendency 
to produce sinus tachycardia and prolong 
conduction time. Myocardial infarction, ar- 
rhythmia, and strokes have occurred. May 
block antihypertensive action of guanethidine 
and similar agents. Because of anticholinergic 
activity, use cautiously in patients with glau- 
coma or a history of urinary retention. Patients 
with a history of seizures should be followed 
closely because the drug is known to lower the 
convulsive threshold. Great care is required for 
hyperthyroid patients and those taking thyroid 
medication because of possible development 
of cardiac arrhythmia. Caufion patients about 
possibility of impaired mental and /or physical 
ability to operate a motor vehicle or dangerous 
machinery. Response to alcoholic beverages 
may be exaggerated and may lead to suicidal 
attempts. Safe use during pregnancy, lacta- 
tion, and women of childbearing potential has 
not been established and the drug should not 
be given unless clinical situation warrants 
potential risk. Not recommended for use in 
children. 


Precautions: P ig symptoms may be 
exacerbated in sEhizophrenic patients. 
Increased anxiety afd agitation may occur in 
overactive, or agftated patients. Manic- 








depressive patient& may experience shift to 


e PAMELOR therapy also has a mild calming action 


to help relieve the anxiety and tension that are 









manic phase. Hostility may be aroused. Con- 
comitant administration of reserpine may pro- 
duce a "stimulating" effect. Watch for possible 
epileptiform seizures during treatment. Use 
cautiously with anticholinergic or sympathomi- 
metic drugs. Concurrent electroconvulsive 
therapy may increase hazards associated with 
nortriptyline HCl. When possible, discontinue 
drug several days prior to surgery. Potentially 
suicidal patients require supervision and pro- 
tective measures during therapy. Prescriptions 
should be limited 7o the least possible quantity. 
Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Note: The pharmacologic 
similarities among the tricyclic antidepressant 
drugs require that each of the following reac- 
tions be considered when nortriptyline is 
administered. 


Cardiovascular. Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
amhythmias, heart block, stroke. 


Psychiatric: Confus onal states (especially in the 
elderly) with hallucinations, disorientation, delu- 
sions; anxiety, restlessness, agitation; insomnia, 
panic, nightmares; hypomania; exacerbation of 
psychosis. 


Neurologic: Numbness, tingling, paresthesias of 
extremities; incoordination, ataxia, tremors; 
peripheral neuropathy; extrapyramidal symp- 
toms; seizures, alteration in EEG patterns; tinnitus. 


Anticholinergic: Dry mouth and rarely, associated 
sublingual adenitis; blurred vision, disturbance of 
accommodation, mydriasis; constipation, para- 
lytic ileus; urinary retention, delayed micturition, 
dilation of the urinary tract. 

Allergic: Skin rash, petechiae, urticaria, itching, 
photosensitization (avoid excessive exposure to 
sunlight ; edema (general or of face and 
tongue), drug fever, cross-sensitivity with other 
tricyclic drugs. 

Hematologic: Bone-marow depression, includ- 


often symptoms of depression. Because PAMELOR 
therapy rarely causes excessive drowsiness, patients 
are more alert and better able to function. Never 
theless, they should be cautioned about driving or 
operating machinery. 


PAMELOR therapy is well tolerated. 


e In 90 studies in which 818 patients were treated 

with PAMELOR therapy, over half (5495) of the 
patients who improved completely or 

Zsa Markedly had no side effects at all. 


Starting dosage 25 mg. b.i.d. Increase to 25 mg. 
t.i.d. within the first week as required. 


ing agranulocytosis; eosinophilia; purpura; 
thrombocytopenia. 

Gastrointestinal: Nausea and vomiting, anorexia, 
epigastric distress, diarrhea, peculiar taste, sto- 
matitis, abdominal cramps, black-tongue. 


Endocrine: Gynecomastia in the male, breast 
enlargement and galactorhea in the female: 
increased or decreased libido, impotence, tes- 
ticular swelling; elevation or depression of blood 
sugar levels. 


Other: Jaundice (simulating obstructive); altered * 


liver function; weight gain or loss; perspiration; . 
flushing: urinary frequency, nocturia; drowsiness, 

dizziness, weakness, fatigue; headache; parotid 

swelling; alopecia. 

Withdrawal Symptoms. Though these are not 

indicative of addiction, abrupt cessation of 

treatment after prolonged therapy may pro- 

duce nausea, headache, and malaise. 


Dosage and Administration: Usual adult dose — 
25 mg. three or four times daily; dosage should 
begin at a low level and increase as required. 
Elderly and Adolescent —30 to 50 mg. per day, in 
divided doses. Doses above 100 mg. per day 
and use in children are not recommended. If a 
patient develops minor side effects, the dosage 
should be reduced. The drug should be discon- 
tinued promptly if adverse effects of a serious 
nature or allergic manifestations occur. 


How Supplied: Capsules 10 mg. and 25 mg. 
solution 10 mg. /5 cc. 


For more detailed information see full prescgibing 
information. 
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MENSANA CLINIC 


an inpatient facility for the treatment of chronic 
pain, headache, abnormal movement disorders, 
psychophysiologic and stress related diseases. 











Nelson Hendler, Joel Elkes, M.D., FAPA 
M.D., M.S. Consultant in Behavorial 
Clinical Director Medicine. 
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UNIQUE- 
NESS: 


In People 
& at the 
Lutheran 
Hospital 
Psychiatric 
Care Unit 


Providing complete psychiatric care in 
a general hospital setting with special 
* emphasis on disorders of adolescence. 


| Laan Hite f Mloauhee, Fe 


* Basil Jackson, M.D., D.P.M., M.Th., D.Sc., F.A.C.P. 
Chairman, Department of Psychiatry 
. 2200 W. Kilbourn Ave., Milwaukee, WI. 53233 





Second Edition i > 


PSYCHIATRIC DRUGS . , ` 


A DESK REFERENCE ! 
By GILBERT HONÍGFELD and ALFREDA HOWARD 


CONTENTS: Introduction. Antipsychotic Drugs. Anti- 
depressant Drugs. Antimanic or Mood-Stabilizing 
Drugs. Antianxiety Drugs and Sedatives. Stimulants. 
Electroconvulsive Treatment. Drug Treatment of: 
Addictions. Juvenile and Geriatric Psychophargfa- 
cology. Side Effects. Handling Drug Emergeaties. 
Discontinuation, Maintenance, and Prophylaxis. Di- 
agnosis and Somatic Therapy. Current Devélop- * 
ments. Evaluating Your Medical Colleagues. 

1978, 264 pp., $13.50/£8.75 ISBN: 0-12-354860-8 


BEHAVIOURAL TECHNIQUES 


A THERAPIST'S MANUAL 

By RICHARD STERN 
CONTENTS: Introduction. Rapid Exposure Tech- 
niques (Flooding) for Phobic Disorders. Slow Ex- 
posure (Desensitisation) for Phobic Disorders. Ex- 
posure and Other Techniques for Treatment of 
Obsessive-Compulsive Neurosis. Reduction of Un- 
desired Benaviour. Social Skills Training and the 
Development of New Behaviour Role Rehearsal, 
Modelling and Practice Illustrated. Behavioural Mar- 
ital Therapy. Behavioural Principles in Prevention. 
1978, 96 pp., $6.75/£3.50 ISBN: 0-12-666850-7 


SINGLE SUBJECT 
RESEARCH 


STRATEGIES FOR EVALUATING CHANGE 

Edited by THOMAS R. KRATOCHWILL 

With a Foreword by Alan E. Kazdin 
CONTENTS: T. R. Kratochwill, Foundations of Time- 
series Research. B. S. Parsonson and D. M. Baer, 
The Analysis and Presentation of Graphic Data. J. 
R. Levin et al., N=Nonparametric Randomization 
Tests. J. M. Gottman and G. V. Glass, Analysis of 
Interrupted Time-Series Experiments. J. M. Gottman 
and C. Notarius, Sequential Analysis of Observa- 
tional Data Using Markov Chains. J. D. Elashoff and 
C. E. Thoresen, Choosing a Statistical Method for 
Analysis of an Intensive Experiment. 
1978, 336 pp., $22.50/£14.60 ISBN: 0-12-425850-6 
Send payment with order and save postage plus 50€ han- 


diing charge. Orders under $15.00 must be accompanied 
by payment. Prices are subject to change without notice. 


U.S. customers please note: On prepaid orders—payment 
will be refunded for titles on which shipment is not pos- 
sible within 120 days. 


Academic Press, Inc. 


A Subsidiary of Harcourt Brace Jovanovich, Publishers 
111 FIFTH AVENUE, NEW YORK, N.Y. 10003 
24-28 OVAL ROAD, LONDON NW1 7DX 
Please send me the following: 
— copies, Honigfeld/Howard: Psychiatric Drugs, 2nd ed. 
——copies, Stern: Behavioural Techniques 
——copies, Kratochwill: Single Subject Research 
Check enclosed__ Bill me... 
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haloperidol) 


tablets/Concentrate/injection 


long-term management 
of psychotic patients... 
with risk of 


For 


minimal 
adverse effects 


Minimal risk of 
hypotension, oversedation, 
or troublesome 

anticholinergic effects 


Highly effective in 

a wide range of acute and 
chronic psychotic 
disorders 


Common side effects easily 
controlled 

Although extrapyramidal symp- 
toms (EPS) have been reported 


3-5,7-9 


Permits aggressive titration 


to effective dosage levels 


« for optimal control” 


| 


Usually leaves patients 
$ 


ə alert and responsive... 


, 


easier to reach with supportive 
e 1-3 
measures 
è , 


*Not an actual case history, this situation 
illustrates the action of HALDOL 


. halóperidol as reported in various clinical 


studies (available on request). 
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Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
marked sedation is rare. 


frequently, they are usually 
dose-related and readily con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with, 
continued use of Harpor halo- `“ 
peridol. 


References: 1. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 2. Sugerman, AAT et al.: Am. J. Psychiatry NE 
129:1190 (June) 1964. 3. Ayd, F.J., Jr.: Med. Sci. 18:55 (Oct.) 1967. 4. Howard, J.S.4 Dis. Nerv. Syst. 35:458 e ` 


(Oct.) 1974. 5. Abuzzahab, F.S., Sr.: Psychosomatics 11:188 (May-June) 1970. 6. 
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arling, 


Syst. 34:364 (Oct.-Nov.) 1973. 7. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 8. Sfyder, S.H., et al: Niente 
184:1243 (June 21) 1974. 9. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr.) a 1 - 
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A rapid-acting injection for jocu emer- 
gencies 5 mg per ml,* with 1.8 mg methylpara- 
ben and 0.2 mg propylparaben per ml, and 
lactic acid for pH adjustment to 3.4 + 0.2 


120 mi 


HALDOL 


IHALOPERIDOO 
2 mg. per ml. 


HALDOL (haloperidol) i 


à j > 


concentrate Ap 


A tasteless, odoriess, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml 







| tablets 


4 Stablet strengths for convenience in 
individualizing dosage 


Img 2mg 5mg 
10 mg 


Pa | 





tablets /concentrate /injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 
Contraindications: Severe depression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease, hypersensitivity to the drug. 
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed during drug treat- 
ment. 
Usage in Children: Safety and effectiveness not established; not recom- 
mended in pediatric age group. 
Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity. 
General: Bronchopneumonia, sometimes fatal. has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly. Decreased serum cholesterol and. or cuta- 
neous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental and/or physical abi ities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension. 
Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and/or prec pita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur); (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
sive threshold; (3) with Known allergies or a history of allergic reactions to 
drugs; (4) receiving anticoagulants. Concomitant antiparkinson medication, if 
requirec, may have to be continued after HALDOL haloperidol is disccntin- 
ued because of different excretion rates; if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic, drugs, including antiparkinson drugs. are 
administered concomitantly with HALDOL haloperidol. When HALDOL ^alo- 
peridol is used for mania in cyclic disorders, there may be a rapid mood 
swing to depression. Severe neurotoxicity may occur in patients with thyro- 
toxicosis receiving antipsychotic medication, including HALDOL haloperidol. 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu- 
lar (extrapyramidal) reactions have been reported frequently, often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible. Other 
types of neuromuscular reattions (motor restlessness, dystonia, akatnisia, 
hyperreflexia, opisthotonos, foculogyric crises) have been reported far less 
frequently, but were Gre severe. Severe extrapyramidal reactions have 
been reported at relatively low doses. Generally, extrapyramidal symptoms 
are dose-related since {hey occur at relatively high doses and disappear or 
become less aw the dose is reduced. Antiparkinson drugs may be 
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required. Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases. 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of short- 
term antipsychotic therapy is generally uneventful. However, some patients 
on maintenance treatment experience transient dyskinetic signs after abrupt 
withdrawal. In certain cases these are indistinguishable from "Persistent 
Tardive Dyskinesia” except for duration. It is unknown whether gradual 
withdrawal will reduce the occurrence of these signs, but until further evi- 
dence is available haloperidol should be gradually withdrawn 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo- 
peridol, tardive dyskinesia may appear during or after long-term therapy. The 
risk appears to be greater in elderly patients on high-dose therapy, especially 
females. Symptoms are persistent and sometimes appear irreversible; there is 
no known effective treatment and all antipsychotic agents should be discon- 
tinued. The syndrome may be masked by reinstitution of drug. increasing 
dosage. or switching to a different antipsychotic agent . 
Other CNS Effects: Insomnia. restlessness, anxiety, euphoria, agitation, 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand mal 
seizures, and exacerbation of psychotic symptoms 

Cardiovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mini- 
mal decreases in red biood cell counts, anemia, or a tendency toward 
lymphomonocytosis; agranulocytosis rarely reported and only in association 
with other medication. Liver Effects: Impaired liver function and / or jaundice 
reported. Dermatologic Reactions: Maculopapular and acneiform reac- 
tions, isolated cases of photosensitivity, loss of hair. Endocrine Disorders: 
Lactation, breast engorgement, mastalgia, menstrual irregularities, gyneco- 
mastia. impotence, increased libido, hyperglycemia and hypoglycemia. Gas- 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersalivation, 
dyspepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: Laryngo- 
spasm, bronchospasm and increased depth of respiration. 

The injectable form is intended only for acutely agitated psychotic patients 
with moderately severe to very severe symptoms. 

Caution: Federal law prohibits dispensing without prescription. 

Full directions for use should be read before HALDOL haldperidol is 
administered or prescribed. 

HALDOL tablets are manufactured by McNeil Laboratories @o., Dorado. 
Puerto Rico 00646. A 


Fort Washington, PA 19034 


McNeil Laboratories, MCNEILAB, Inc. « . , og 
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widely useful in psychiatric practice 
when moderate anxiety 
or agitation accompanies depression 


Triavil 


containing perphenazine and amitriptyline HCI 


prescribe it... 








with good reason 4 
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in psychiatri 





Helps treat the total symptom complex—mod- 
erate anxiety and coexisting depression. 


The antidepressant component is capable of 
alleviating such symptoms of depression as early 
morning awakening, anorexia, poor concentration, 
and feeling of hopelessness. 


The tranquilizer component is capable of alle- 
viating symptoms of anxiety, tension, and psycho- 
motor excitement without apparent dulling of mental 
acuity. Hypnotic effects appear to be minimal, par- 
ticularly in patients who are permitted to remain 
active. 


The drug may impair mental and/or physical 
abilities required for performance of hazardous 
tasks such as operating machinery or driving. 


Depending on the condition being treated, 
relief of symptoms of anxiety may occur within a few 
days, but adequate relief of symptoms of depression 

«nay take a few weeks or even longer. 


symptomatic relief often increases the patient's 
ability to return to normal family, social, and voca- 
tional activities. 


Flexibility of four tablet strengths affords ease of 
dosage adjustment for better patient management. 


Initial therapy for many patients is TRIAVIL® 
2-25. containing 2 mg perphenazine and 25 mg 
amitriptyline HCI, or TRIAVIL? 4-25, containing 4 mg 
perphenazine and 25 mg amitriptyline HCI, t.i.d. or 
q.i.d. See full prescribing information for dosage 
in elderly and adolescent patients. 


Treatment with TRIAVIL—a balanced 
view: TRIAVIL is contraindicated in CNS depression 
from drugs. in the presence of evidence of bone 
‘marrow depression, and in patients hypersensitive 
to phenothiazines or amitriptyline. It should not be 
used during the acute recovery phase following 
myocardial infarction or in patients who have 
received an MAOI within two weeks. Patients with 
cardiovascular disorders should be watched 
closeM Net recommended in children or during 
fregnancyeThe drug may enhance the response to 
alcohol. Antiemetic effect may obscure toxicity due 
tg, other drugs or mask other disorders. Since 

uicide is a possibility in any depressive illness, 
atients should not have access to large quantities 
of the drug. Hospitalize as soon as possible any 


patient suspected of having taken an overdose. 
/ D 
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a wide range 
of indications... 


patients with moderate to severe anxiety 
and/or agitation and depressed mood 





patients with depression in whom anxiety 
and/or agitation are severe 


patients with depression and anxiety in 
association with chronic physical disease 


schizophrenic patients who have associated 


depressive symptoms 
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.  _ Widely useful in psychiatric practice 
when moderate anxiety or agitation 
accompanies depression 


Triavil 


containing perphenazine and amitriptyline HCI 


prescribe it...with good reason 








Available: 

TRIAVIL® 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 

TRIAVIL* 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 

TRIAVIL* 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 

TRIAVIL® 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 

INITIAL THERAPY FOR MANY PATIENTS 

TRIAVIL® 2-25 (or TRIAVIL* 4-25) t.i.d. or q.i.d. 

FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 

TRIAVIL* 2-10 (or TRIAVIL* 4-10) 

CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 

biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 

row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 

not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 

crises, severe convulsions, and deaths have occurred from such comb nations. 

When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 

to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 

cautiously with gradual increase in dosage until optimum response is achieved. 

Not recommended for use during acute recovery phase following myocardial 

infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 

similarly acting compounds since TRIAVIL may block the antihypertensive action 

of such compcunds. Use cautiously in patients with history of urinary retention, 

angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 

Dosage of anticonvulsive agents may have to be increased. In patients with 

angle-closure glaucoma, even average doses may precipitate an attack. Patients 

with cardiovascular disorders should be watched closely. Tricyclic antidepres- 

sants, including amitriptyline HCl, have been reported to produce arrhythmias, 

sinus tachycardia, and prolongation of conduction time, particularly in higa doses. 

Myocardial infarction and stroke have been reported with tricyclic antidepressant 

drugs. Close supervision is required for hyperthyroid patients or those receiving 

thyroid medication. May impair mental and/or physical abilities required for 

performance of hazardous tasks, such as operating machinery or driving a motor 

vehicle. In patients who use alcohol excessively, potentiation may increase the 

danger inherent in any suicide attempt or overdosage. Not recommended in 

children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 

until significant remission occurs. Such patients should not have access to large 

quantities of this drug. 

Perphenazine: Should not tse used indiscriminately. Use with caution in patients 

who have previously exhibited severe adverse reactions to other phenothiazines. 

Likelihood of some untoward actions is greater with high doses. Closely supervise 

with any dosage. The antiemetic effect of perphenazine may obscure signs of 

toxicity due to overdosage of other drugs or make more difficult the diagnosis of 

disorders such as brain tumor or intestinal obstruction. A significant, not other- 

wise explained, rise in body temperature may suggest individual intolerance to 

perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 

* blocked and partially reversed by perphenazine. Phenothiazines may potentiate 

the action of central nervous system depressants (opiates, analgesics, antihis- 

tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 

theSe, TRIAVIL should be given in reduced dosage. May also potentiate the action 

of heat and phosphorous insecticides. 


« Amitriptyline: |n manic-depressive psychosis, depressed patients may experi- 


ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid*symptomatology may have an exaggeration of such 


.* symptoms. The tranquilizing effect Of TRIAVIL seems to reduce the likelihood of this 


effect.When amitriptytine HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, iffcluding epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 


occur in patients taking tricyclic antidepressants in combination vith anticholiner- 
gic-type drugs. ee es »" 

Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treate@ with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. á 

Amitriptyline HCl may enhance the response to alcoho! and the effects of 
barbiturates and other CNS depressants. E 

Concurrent administration of amitriptyline HC! and electroshock theraby may 

increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days before elective 
surgery if possible. Elevation and lowering of blood sugar Javels have both been 
reported. Use with caution in patients with impaired livgé function. 
ADVERSE REACTIONS: Similar to those pig ee cn either constituent alon®. 
Perphenazine: Extrapyramidal symptoms (oplfSthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epineohrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle}; altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypoten$ion, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth or 
salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, uri- 
nary frequency or incontinence, blurred vision, nasal congestion, and a change in 
pulse rate; other adverse reactions reported with various phenothiazine com- 
pounds, but not with perphenazine, include grand mal convulsions, cerebr& 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred witn other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovas- 
cular: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit-* 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment i$ s@9mptdnatic and 
supportive. However, the intravenous administration of 1-3 mqof physostigmffee 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosagypf 
physostigmine. On this basis, in severe overdosage with perphenazine-amitri 
tyline combinations, symptomatic treatment of central anticholinergic effects wit 


physostigmine salicylate should be considered. J7TR22 (DC6613212) 
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For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Merck Sharp & Dohme, Division 
of Merck & Co., INC., West Point, Pa. 19486. € 


“Pm just a 
shadow of what 
l used to be." 





That is what depressed individuals — can see that others are able to 
may feel is the substance of live on the brighter side but they, 
their being. There is no pleasure, themselves, cannot reach it on 


no joy — nothing grows — andinthe their own. 
cold shadow of depression their 


activities are inhibited, while ini- Your experience in treating 
tiative may be eroded or des- depression, and Tofranil-PM 
troyed. The tragedy is that they can help light the way. 


Tofranil-PM' | 


imipramine pamoate 


Unsurpassed effectiveness 
among tricyclics in relieving Symptorus- 
of anxious depression. 


spines prescribing Tofranil-PM, please review a summary of the . i 
prescribing information on the back of this page. 
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.may be markedly improved. 





imipramine pamoate 
f S ; 


As anxiety, agitation, sleep 
disturbances, and other 
depressive symptoms are 
relieved, mood and motivation 


. A Patients are usually alert and 


capable of functioning at more 
normal levels of behavior. 


Tofranil-PM® 
brand of imipramine pamoate 


Indications: For the relief of symptoms of depression. 
Endogenous depression is more likely to be alleviated 
than other depressive states. 

Contraindications: The concomitant use of monoamine 

oxidase inhibiting compounds is contraindicated. Hyper- 

pyretic crises or severe convulsive seizures may occur in 
patients receiving such combinations. The potentiation of 
adverse effects can be serious, or even fatal. When it is 
desired to substitute Tofranil-PM, brand of imipramine 
pamoate, in patients receiving a monoamine oxidase in- 
hibitor, as long an interval should elapse as the clinical 

Situation will allow, with a minimum of 14 days. Initial 

dosage should be low and increases should be gradual 

and cautiously prescribed. The drug is contraindicated 
during the acute recovery period after a myocardial infarc- 
tion. Patients with a known hypersensitivity to this com- 
pound should not be given the drug. The possibility of 
cross-sensitivity to other dibenzazepine compounds 
should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of imipramine 

during pregnancy and lactation has not been established; 

therefore, in administering the drug to pregnant patients, 
nursing mothers, or women of childbearing potential, the 
potential benefits must be weighed against the possible 
hazards. Animal reproduction studies have yielded incon- 
clusive results. There have been clinical reports of con- 
genital malformation associated with the use of this drug, 
but a causal relationship has not been confirmed. 

Extreme caution should be used when this drug is given 

to: 

—patients with cardiovascular disease because of the 
possibility of conduction defects, arrhythmias, myocar- 
dial infarction, strokes and tachycardia; 

—patients with increased intraocular pressure, history of 
urinary retention, or history of narrow-angle glaucoma 
because of the drug's anticholinefgic properties; 

—hyperthyroid patients or those on thyroid medication 
because of the possibility of cardiovascular toxicity; 

—patients with a history of seizure disorder because this 
drug has been shown to lower the seizure threshold; 

—patients receiving guanethidine or similar agents since 
imipramine may block the pharmacologic effects of 
these drugs. 

Since imipramine may impair the mental and/or physical 

abilities required for the performance of potentially 

hazardous tasks such as operating an automobile or 
machinery, the patient should be tautioned accordingly. 

Usage in Children: Tofránil-PM, &rand of imipramine 

pamoate, should not be used in children of any age be- 

cause of the increased potential for acute overdosage 
due to the high anit potency (75 mg.. 100 mg., 125 mg. 
and 150 mg.). Each capsule contains imipramine 

pargoate equivalent to 75 mg., 100 mg., 125 mg. or 150 

mg. imipramine hydrochloride 

Precautions: It should be kerf in mind thatthe possibility 

of suicide in Seriously depressed patients is inherent in 
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Tofranil-PM encourages patient 
compliance because one 
capsule lasts from bedtime to 
bedtime. 


Good results are usually seen 
at the starting dose of one 
75-mg capsule h.s. 


For many patients, dosage can 
be safely increased to 150mg 
daily. 


the illness and may persist until significant remission oc- 
curs. Such patients should be carefully supervised during 
the early phase of treatment with Tofranil-PM, brand of 
imipramine pamoate, and may require hospitalization. 
Prescriptions should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, particularly in 
patients with cyclic disorders. Such reactions may neces- 
sitate discontinuation of the drug. If needed, Tofranil-PM, 
brand of imipramire pamoate, may be resumed in lower 
dosage when these episodes are relieved. Administration 
of a tranquilizer may be useful in controlling such 
episodes. 

Prior to elective surgery, imipramine should be discon- 
tinued for as long as the clinical situation will allow. 

An activation of the psychosis may occasionally be ob- 
served in schizophrenic patients and may require reduc- 
tion of dosage and the addition of a phenothiazine. 

In occasional susceptible patients or in those receiving 
anticholinergic drugs (including antiparkinsonism agents) 
in addition, the atropine-like effects may become more 
pronounced (e.g., paralytic ileus). Close supervision and 
careful adjustment of dosage is required when this drug is 
administered concomitantly with anticholinergic or sym- 
pathomimetic drugs. 

Avoid the use of preparations, such as decongestants 
and local anesthetics, which contain any sympathomimet- 
ic amine (e.g., adrenalin, noradrenalin), since it has been 
reported that tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 

Both elevation and lowering of blood sugar levels have 
been reported. 

Concurrent administration of imipramine with electroshock 
therapy may increase the hazards; such treatment should 
be limited to those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing which fol- 
lows includes a few adverse reactions which have not 
been reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when imip- 
ramine is administered. 

Cardiovascular: Hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart block, 
stroke, falls. 

Psychiatric: Confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions; anxiety, 
restlessness, agitation; insomnia and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, altera- 
tions in EEG patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, associated sub- 
lingual adenitis; blurred vision, disturbances of accommo- 
dation, mydriasis; constipation, paralytic ileus; urinary re- 
tention, delayed micturition, dilation of the urinary tract. 
Allergic: Skin rash, petechiae, urticaria, itching, photosen- 


jJ 4$. 
As with all tricyclics, sedation 
may occur. Please caution 
patients against driving or oper- 
ating dangerous machinery. 


Each capsule coryéins : 
imipramine parffoate equivalent 

to 75, 100, 125 or 150 mg of 
imipramine hydrochloride. ' 


Sitization (avoid excessive exposure to sunlight); edegpa 
(general or of face and tongue); drug fever; cross- ^ 
sensitivity with desipramine. 

Hematologic: Bone marrow depression including agran- 
ulocytosis; eosinophilia; purpura; thrombocytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever and sore throat during 
therapy; the drug should be discontinued if there is evi- 
dence of pathological neutrophil depression. 
Gastrointestinal: Nausea and vomiting, anorexia, epigas- 
tric distress, diarrhea; peculiar taste, stomatitis, abdominal 
cramps, black tongue. 

Endocrine: Gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or de- 
creased libido, impotence; testicular swelling; elevation or 
depression of blood sugar levels. 

Other: Jaundice (simulating obstructive); altered liver 
function; weight gain or loss; perspiration; flushing; uri- 
nary frequency; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms: Though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy 
may produce nausea, headache and malaise. 

Dosage and Administration: In adult outpatients, e 
therapy should be initiated on a once-a-day basis with 75 
mg./day. This may be increased to 150 mg./day which & 
the dose level which usually obtains optimum response. If 
necessary, dosage may be increased to 200 mg./day. 
Dosage should be modified as necessary by clinical re- 
sponse and any evidence of intolerance. Daily dosage 
may be given at bedtime, or in some patients in divided 
daily doses. 

Hospitalized patients should be started on a once-a-day 
basis with 100-150 mg./day and may be increased to 200 
mg./day. Dosage should be increased to 250-300 mg./day 
if there is no response after two weeks. 

Following remission, maintenance medication may be re- 
quired for a longer period of time at the lowest dose that 
will maintain remission. The usual adult maintenance 
dosage is 75-150 mg./day on a once-a-day basis, prefer- 
ably at bedtime. 

In adolescent and geriatric patients, capsules of Tofranil- 
PM, brand of imipramine pamoate, may be used when 
total daily dosage is established at 75 mg. or higher. It is 
generally unnecessary to exceed 100 mg./day in these 
patients. This dosage may be given once a day at bed- 
time or, if needed, in divided daily doses. e 

How Supplied: Tofranil-PM, brand of imipramine 
pamoate: Capsules of 75, 100, 125 and 150 gg. (Egch 
capsule contains imipramine pamoate eguivalent t75, 
100, 125 or 150 mg. of imipramine hydrochiyide.) 

(B) 98-146-840-A(9/75) 667120 


* 
For complete details, including dosage and adminis- 
tration, please refer to the full prescribing'information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsley, New York 10502 


Printed in U.S.A. (10-77) TO 12889 
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WAT IVINZINT DOTY: 
SERUM TRICYCLIC 
ANTIDEPRESSANTS? | 


MONITORING SERUM TRICYCLIC ANTIDEPRESSANTS 





B^ 





PROVIDES GREATER THERAPEUTIC EFFICIENCY 
BY ASSURING... e BETTER PATIENT CONTROL 
e DECREASED PATIENT TOXICITY. 


Amitriptiline 
lavil) 


Imipramine Now available for 

| (Tofranil) 
| quantitative monitoring 
of patient serum levels. 
Procedure is performed 
Nortriptiline daily by high pressure 

A 

VEDO liquid chromatography. 


Desipramine 
(Norpramine) 


For further information on serum tricyclic antidepressants or other procedures (Toxicology, Immunology, 
a Endocrinology, etc.), please contact us at the address or toll free number listed below. 


CONSOLIDATED P.O. BOX 2289, COLUMBUS, ÓHIO 43216. 
BIOMEDICAL (614) 889-1061 | m 
LABORATORIES NATIONAL TOLL FREE (800) 848-7360 


COLUMBUS, OHIO * WICHITA, KANSAS OHIO TOLL FREE (800) 282-7300 - 





s SUBSIDIARY OF ROHM AND HAAS COMPANY 
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What excited clinical 

researchers about 
Libriumwasits promise.. ` 

of effective antianxiety 


; action within an unprece- 
CN dented marginof safety. 
safe record This promise continues to be 


fulfilled in millions of 
patients today— most 
likely including many 
of your own. 


The highly favorable benefits-to-risk ratio 
of Librium is a well-documented matter of 
record. Clinica! experience with millions of 
patients indicates that the most common 
side effects are dose-related and thus 
largely avoidable. Tolerance rarely devel- 
ops at recommended doses. Few cases of 
known toxicity have been reported. In 
proper dosage, Librium rarely interferes 
with mental acuity or produces adverse 
effects on the cardiovascular or respira- 
tory system. Patients should, however, be 
cautioned about performing tasks requir- 
ing mental alertness, such as driving, and 
possible combined effects with alcohol. 


|] Proven antianxiety performance 
Minimal effect on mental acuity 


Predictable patient response 


ls used concomitantly with primary 
medications, such as anticholinergics 
and cardiovascular drugs 





® mg, 10mg. 25mg 
YT A capsules 
Chiordlazepaxiae HCL/hoche 
Before prescribing, please consult complete product infor- 
matlon, a summary of which follows: : 
Indications: Relief of anxiety and tension occurring alone or 
accompanying various disease states. Efficacy beyond four 


months not established by systematic clinical studies. Periodic 
reassessment of therapy recommended 


, Contraindications: Patients with known hypersensitivity to the 


drug. 
Warhings: Warn patients that mental and/or physical abilities 
requised for tasks such as driving or operating machinery may 
be impaired, as may be mental alertness in children, and that 
concomitant use with alcohol or CNS depressants may have an 
additive effect. Though physical and psychological dependence 
have rarely been reported on recommended doses, use caution 
in administering to addiction-prone individuals or those who 
might increase dosage; withdrawal symptoms (including convul- 
sions), following discontinuation of the drug and similar to those 
seen with barbiturates, have been reported. 

Usage in Pregnancy: Use of minor tranquilizers during 

first trimester should almost always be avoided be- 

cause of increased risk of congenital malformations 

as suggested in several studies. Consider possibility 

of pregnancy when instituting therapy; advise patients 

to discuss therapy if they intend to or do become 

pregnant. 
Precautions: In the elderly and debilitated, and in children over 
Six, limit to smallest effective dosage (initially 10 mg or less per 
day) to preclude ataxia or oversedation, increasing gradually as 
needed and tolerated. Not recommended in children under six 
Though generally not recommended. if combination therapy with 
other psychotropics seems indicated, carefully consider indi- 
vidual pharmacologic effects. particularly in use of potentiating 
drugs such as MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired renal or hepatic func- 
tion. Paradoxical reactions (e.g.. excitement, stimulation and 
acute rage) have been reported in psychiatric patients and 
hyperactive aggressive children. Employ usual precautions in 
treatment of anxiety states with evidence of impending depres- 
sion; suicidal tendencies may be present and protective mea- 
sures necessary. Variable effects on blood coagulation have 
been reported very rarely in patients receiving the drug and oral 
anticoagulants; Causal relationship has not been established 
clinically. 
Adverse Reactions: Drowsiness, ataxia and confusion may oc- 
cur, especially in the elderly and debilitated. These are revers- 
ible in most instances by proper dosage adjustment, but are 
also occasionally observed at the lower dosage ranges. In a few 
instances syncope has been reported. Also encountered are iso- 
lated instances of skin eruptions, edema, minor menstrua! ir- 
regularities, nausea and constipation, extrapyramidal symptoms, 
increased and decreased libido—all infrequent and generally 
controlled with dosage reduction; changes in EEG patterns 
(low-voltage fast activity) may appear curing and after treat- 
ment. blood dyscrasias (including agranulocytosis), jaundice 
and hepatic dysfunction have been reported occasionally mak- 
ing periodic blood counts and liver function tests advisable dur- 
ing protracted therapy 


Usual Daily Dosage: Individualize for maximum beneficial ef- 
fects. Oral-Adults: Mild and moderate anxiety and tension, 5 or 
10 mg t.i.d. or q.i.d.; severe states, 20 or 25 mg t.i.d. or q.1.d 
Geriatric patients: 5 mg b.i.d. to q.i.d. (See Precautions.) 
Supplied: Librium* (chlordiazepoxide HC!) Capsules, 5 mg, 10 
mg and 25 mg— bottles of 100 and 500; Tel-E-Dose* packages 
of 100, available in trays of 4 reverse-numbered boxes of 25. 

' and in boxes containing 10 strips of 10; Prescription Paks of 50, 
available singly and in trays of 10. Libritabs* (chlordiazepoxide) 
Tablets, 5 mg, 10 mg and 25 mg— bottles of 100 and 500. With 
Jespect to clinical activity, capsules and tablets are indistin- 
guishable. 


Roche Products Inc. 
: Manati, Puerto Rico 00701 
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PLAN AHEAD!!! 4 
Order your PEN 
1979 


Appointment Béok 
Now !!! 


The ‘‘week-at-a-glance’’ Appointment Book, pub- 
lished by the American Psychiatric Association, 
has been developed over several years to satisfy 
the needs of as many members as possible. It 
contains a comprehensive list of addresses and 


annual meeting dates of all major organizations * 


and agencies of interest to psychiatrists. Mem- 
bers who have not tried this book in the past are 
urged to do so. It is returnable within 30 days for 
a full refund if not acceptable. In addition, the 
name of the physician or hospital can be imprinted 
on the front cover for $1.00 a copy, providing 
that the order is received by July 15. 


The Pocket Size Appointment Book is also avail- 


able and can be ordered in combination with the 
Desk Appointment Book. 


Copies will be available September 1978 


DESK: $10.00 

POCKET: $6.00 

BOTH: $15.00 

10% Discount for 10-99 copies 

15% Discount for 100 copies or more 


Send order form to: ` 


Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W. 
Washington, D.C. 20009 


Enclosed is $_——— for copy(ies) of 
Desk Appointment Book order #141 
Pocket Appointment Book order #141-2 
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" clinically significant —C— " 


SERA 


TABLETS, 5 mg and 10 mg 


Vivactil ; ( 
(Protriptyline HCI MSD)( 








"When you want an antidepressant 
that is characteristically nonsedating for 


the patient under close medical supervision | 


f. 


. (Symptoms such as anxiety or agitation _ 
,may be aggravated.) - MSD. 


For a brie f summary of prescribing information please see following page. 
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. Inclinically significant depression 


: TABLETS, 5 mg and 10 mg 





Vivactil 


Protriptyline HCl] MSD P i 


Contraindications: In patients who have shown prior 
hypersensitivity to it; acute recovery phase following 
myocardial infarction. Should not be given concomitantly 
with an MAOI; hyperpyretic crises, severe convulsions, and 
deaths have occurred in patients receiving tricyclic anti- 
depressant and MAOI drugs simultaneously When it is 
desired to substitute protriptyline HCI for an MAOI, a 
minimum of 14 days should be allowed to elapse after the 
latter is discontinued. Protriptyline HCI should then be initi- 
ated cautiously with gradual increase in dosage until op- 
timum response is achieved. 

Warnings: May block the antihypertensive effect of 
guanethidine or similarly acting compounds. May impair 
mental and/or physical abilities required for the perform- 
ance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Should be used with caution in pa- 
tients with a history of seizures and, because of its 
autonomic activity, in patients with a tendency to urinary 
retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more fre- 
quently than with other antidepressant drugs. Should be 
used with caution in elderly patients and patients with car- 
diovascular disorders; such patients should be observed 
closely because of the tendency of the drug to produce 
tachycardia, hypotension, arrhythmias, and prolongation of 
the conduction time. Myocardial infarction and stroke have 
occurred with drugs of this class. On rare occasions, hy- 
perthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. In pa- 
tients who may use alcohol excessively, potentiation may 
increase the danger inherent in any suicide attempt or 
overdosage. 

Usage in Children: Not recommended for use in children 
because safety and effectiveness in the pediatric age 
group have not been established. 

Usage in Pregnancy: Safe use in pregnancy and lactation 
has not been established; therefore, use in pregnant 
women, nursing mothers, or women who may become 
pregnant requires that possible benefits be weighed 
against possible hazards to mother and child. 
Precautions: When protriptyline HCI is used to treat tne 
depressive component of schizophrenia, psychotic 
symptoms may be aggravated; likewise, in manic- 
depressive psychosis, depressed patients may experience 
a shift toward the manic phase; paranoid delusions, with or 
without associated hostility, may be exaggerated. In any of 
these circumstances, it may be advisable to reduce the 
dose of protriptyline HCI or to use a major tranquilizing 
drug concurrently. Symptoms, such as anxiety or agitation, 
may be aggravated in overactive or agitated patients. 
When given with anticholinergic agents or sym- 
pathomimetic drugs, including epinephrine combined with 
local anesthetics, close supervision and careful adjustment 
of dosages are required. May enhance response to alcohol 
and effects of barbiturates and other CNS depressants. 
Possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type 
of patient should not have access to large quantities of the 
drug.,Concurrent administration with electroshock therapy 
may increase hazards of therapy; such treatment should 
be limited to patients for whom it is essential. Discontinue 


drug several days before elective surgery, if possible. 
Adverse Reactions: Note: Included in this listing are a 
few adverse reactions which have not been reported with 
this specific drug. However, the pharmacologic similarities 
among the tricyclic antidepressant drugs require that each 
of the reactions be considered when protriptyline HCI is 
administered. Protriptyline HCl is more likely to aggravate 
agitation and anxiety and produce cardiovascular reac- 
tions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart block, 
stroke. 

Psychiatric: confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions, anxiety, 
restlessness, agitation; insomnia, panic, and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of ex- 
tremities; incoordination, ataxia, tremors, peripheral 
neuropathy; extrapyramidal symptoms; seizures; alteration 
in EEG patterns, tinnitus. 

Anticholinergic: dry mouth and rarely associated 
sublingual adenitis; blurred vision, disturbance of accom- 
modation, increased intraocular pressure, mydriasis; con- 
stipation, paralytic ileus; urinary retention, delayed micturi- 
tion, dilatation of the urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosen- 
sitization (avoid excessive exposure to sunlight), edema 
(general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression; agranulocytosis; 
leukopenia; eosinophilia; purpura; thrombocytopenia. 
Gastrointestinal: nausea and vomiting, anorexia, epigastric 
distress, diarrhea, peculiar taste, stomatitis, abdominal 
cramps, black tongue. 

Endocrine: gynecomastia; breast enlargement and galac- 
torrhea in the female; increased or decreased libido, impo- 
tence; testicular swelling; elevation or depression of blood 
sugar levels. 

Other: jaundice (simulating obstructive); altered liver func- 
tion; weight gain or loss; perspiration; flushing; uri- 
nary frequency, nocturia; drowsiness, dizziness, weakness 
and fatigue; headache; parotid swelling; alopecia. 
Withdrawal Symptoms: though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy may 
produce nausea, headache, and malaise. 

Overdosage: Hospitalize as soon as possible all patients 
suspected of having taken an overdose. Treatment is 
symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate is re- 
ported to reverse the symptoms of other tricyclic anti- 
depressant poisoning. Because physostigmine is rapidly 
metabolized, the dosage should be repeated as required, 
particularly if life-threatening signs such as arrhythmias, 
convulsions, and deep coma recur or persist after the initial 
dosage of physostigmine. 

How Supplied: Tablets, containing 5 mg and 10 mg 


/ 


protriptyline HCI each, in single-unit packages of 100 and « 


bottles of 100 and 1000. 
For more detailed information, consult your MSD repre-* 
sentative or see full prescribing information. 

Merck Sharp & Dohme, Division of Merck & Co., INC., 


West Point, Pa. 19486. J2507R3(612) M 


MSD. 
RCK 


e -—. 











Exercise builds strong 
bodies, but... 

in America today, many 
normally healthy children 
Cannot do twenty situps or 
even one pullup. Lacking the 
strength and stamina they 
need, these children cant 
keep up with their friends 
Dont let this happen. Your 
school or recreation center 
should have special programs 
to improve strength and 
endurance. 

See that your child gets help 





Send fer this free 






booklet, ° 
Write: / 
Fitness « reais 
Washington. D.C. 20201 
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The President s Council on 
Physical Fitness and Sports 





CURRENTS IN 
ALCOHOLISM .- 


Edited by FRANK A. SEIXAS, M.D., F.A.C.P. ' 
Volumes III and IV of Currents in Alcoholism pre- 
sent papers from concurrent sessions of the Eighth 
Annual Medical-Scientific Conference of the Na- 
tional Alcoholism Forum, jointly conducted by the 


National Council on Alcoholism and the American’ 


Medical Society on Alcoholism, held May 2-4,.1977 
in San Diego, California. - 


VOLUME III: BIOLOGICAL, BIOCHEMICAL 
AND CLINICAL STUDIES 


CONTENTS: BIOLOGICAL AND BIOCHEMICAL: 
Animal Studies and Neurological Findings. Neuro- 
chemistry. Causes and Effects. Metabolism of Eth- 
anol—A Hypermetabolic State? Three Explorations 
of Technique. Pharmacological Interactions. Effects 
on the Heart. CLINICAL: Parameters of Alcohol 
Actions on the Body. Alcohol and Performance. Di- 
agnosis of Alcoholism. Treatment of Withdrawal. 
1978, 480 pp., illus., $31.50/£20.45 

ISBN: 0-8089-1089-2 

VOLUME IV: PSYCHOLOGICAL, 
PSYCHIATRIC, SOCIAL AND 
EPIDEMIOLOGICAL STUDIES 

CONTENTS: PSYCHIATRIC AND PSYCHOLOGI- 
CAL: Alcoholic Families. Adolescents: Psychiatric 
Percepts. Addiction Complicated by Alcoholism. Psy- 
chiatric Management. Affective Disorders. Cognitive 
Performance. SOCIAL AND EPIDEMIOLOGICAL: 
Social Class and Station. Family Position and Its 
Effect. Casefinding, Planning, and Data Gathering. 
Outcome. 

1978, 528 pp., illus., $26.50/£17.20 ISBN: 0-8089-1101-5 


VOLUME II: PSYCHOLOGICAL, 
PSYCHIATRIC, SOCIOLOGICAL, 
ANTHROPOLOGICAL AND 
EPIDEMIOLOGICAL TOPICS 

1977, 560 pp., $21.50/£15.25 ISBN: 0-8089-1008-6 


VOLUME I: BIOCHEMICAL, BIOLOGICAL 
AND CLINICAL TOPICS 

1977, 512 pp., $21.50/£15.25 ISBN: 0-8089-1007-8 

Send payment with order and save postage plus 50¢ 
handling charge. 

Prices are subject to change without notice. 


U.S. customers please note: On prepaid orders—payment 
will be refunded for titles on which shipment is not pos- 
sible within 120 days. 


GRUNE & STRATTON 


A Subsidiary of Harcourt Brace Jovanovich, Publishers 
111 FIFTH AVENUE, NEW YORK, N.Y. 10003 

24-28 OVAL ROAD, LONDON NW1 7DX 

Please send me the following: 

Seixas: Currents in Alcoholism 

— Volume I — Volume II — Volume III — Volume IV 


Check enclosed. Bill me. 


NAME 
ADDRESS 
CITY/STATE/ZIP 


New York residents please add sales tax. 
Direct all orders to Mr. Paul Negri, Media Dept. : 
; AJPsy/6/78 
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Then why Cylert. for MBD? om 


X (pemoline) 


Because Cylert offers a lot: 


e Once-a-day dosage at home 


e Elimination of mid-day school dose and need for school 


personnel supervision 


e Avoids ups and downs of drug action brought about by multiple 


daily dosage 


e Control of medication by the parent 


e A chewable dosage form, 37.5 mg tablet. 


e Less physician paper work (Cylert is in schedule IV) 


e Safety and efficacy proven in extensive clinical studies* 
"Copy of the Cylert Monograph available to Physicians on written request. 


Dosage and administration 


Cylert is administered as a single 
oral dose each morning. 


The recommended starting dose is 

37.5 mg/day. This daily dose should be 
gradually increased by 18.75 mg at one 
week intervals until the desired clinical 
response is obtained. The effective daily 
dose for most patients will range from 
56.25 to 75 mg. The maximum recom- 


mended daily dose of pemoline is 112.5 mg. 


Clinical improvement with Cylert is 
eradual. Using the recommended schedule 
. of dosage titration, significant benefit may 
` ngt*be evident until the third or fourth 
week of drug administration. Drug 
administration should be interrupted 

=” occasionally (once or twice a year) to 
determine if behavioral symptoms are 
sufficient to require continued therapy. 


When not to use medication 


Cylert should not be used for (and will not 
be effective in) simple cases of overactivity 
in school age children. 


Neither should it be used in the child who 
exhibits symptoms secondary to environ- 
mental factors and/or primary psychiatric 
disorders, including psychosis. 

The physician should rely on a complete 
history of the child and a thorough 
description of symptoms from both 


parents and teacher before postulating 
a diagnosis of MBD. 


ABBOTT 


Please see next page for Brief Summary. 
7083202/R3, 
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Cylert and Cylert Chewable Tablets 
(pemoline) " 1 
Prescribing Information — « ~ tal * 
. * bd 
Indications: MINIMAL BRAIN DYSFUNCTION IN CHILDREN — ès a 
adjunctive therapy to other remedial measures (psychological, educational, 3 . 
social). » si 
ef 
psychological, educational, and social tools, since no single diagnostic test is BS 
adequate. 
* MBD is characterized by chronic moderate to severe hyperactivity, short 
attention span, distractibility, emotional lability, and impulsivity. 
Nonlocalizing (soft) neurological signs, learning disability, and abnormal : 








Special Diagnostic Considerations: The cause of minimal brain dysfunction 
(MBD) is unknown. Diagnosis of MBD involves the use of medical. 
EEG mfy or may not be present. The diagnosis of MBD must be based upon 
a complete history and evaluation of the child and not solely on the presence 
of one or more of these characteristics. 

Drug treatment is not indicated for all children with MBD. In the primary 


therapy of MBD, appropriate educational placement is essential and 1 
psychosocial intervention is generally necessary. When these measures alone The Jou rnal for staff , 
are insufficient, the decision to prescribe stimulant medication will depend me mbe rs of mental health E 


upon the physician's assessment of the chronicity and severity of the chila’s 
symptoms. Stimulants are not intended for use in the child who exhibits 
symptoms secondary to environmental factors and/or primary psychiatric 
disorders, including psychosis. 


facilities and agencies 


Contraindications: Cylert (pemoline) is contraindicated in patients witn 
known hypersensitivity or idiosyncrasy to the drug. (See ADVERSE 
REACTIONS.) 


Warnings: Cylert is not recommended for children less than 6 years of age 
since its safety and efficacy in this age group have not been established. 
Sufficient data on the safety and the efficacy of the long-term use of Cylert 
in children with minimal brain dysfunction are not yet available. 
A temporary suppression of the predicted growth rate (weight and/or | . . 
height gain) has been reported for children receiving long-term stimulant | Subsc ription De partment 
therapy. A definite causal relationship between stimulant drugs and this | H 7 / p C 7 
ospita OMMUARITY 


finding has not been established. 


au eae ae a aS ae ae eS eS ee eS SS m " 


Mail to: 


Precautions: Liver function tests should be performed periodically during N 1) 

therapy with Cylert. The drug should be discontinued if abnormalities are | Psy C hiatry 

revealed and confirmed by follow-up tests. (See ADVERSE REACTIONS | W s 

regarding reports of abnormal liver function tests and jaundice.) | I 700 18th Street , N : , > 
Cylert should be administered with caution to patients with significantly W 

impaired hepatic or renal function. ashington , D š C , 20009 : 


The interaction of Cylert with other drugs has not been studied in humans. 
Patients who are receiving Cylert concurrently with other drugs, especially 


drugs with CNS activity, should be monitored carefully. e 

Cylert failed to demonstrate a potential for self-administration in primates. O Enclosed IS my check for a 
However, the pharmacologic similarity of pemoline to other e e 
psychostimulants with known dependence liability suggests that one-year subsc ription ( l 2 


psychological and/or physical dependence might also occur with Cyler:. 
There have been isolated reports of transient psychotic symptoms occurring 
in adults following the long-term misuse of excessive oral doses of pemoline. , ES £ 
Cylert should be given with caution to emotionally unstable patients who Community Psyc hiati V ° 
may increase the dosage on their own initiative. 

Usage during Pregnancy and Lactation: The safety of Cylert (pemoline) for ($ l 2 a year for membe rs of 


use during pregnancy and lactation has not been established. : 4 ° 
Fertility, reproduction, and teratology studies were conducted in laboratory the Ame rican Psyc hiatric 





issues) to Hospital & 


x 


animals. Pemoline, in doses of 18.75 or 37.5 mg./kg./day, had no effec: on the and American Psychological 


fertility of male or female rats. The drug, when given to pregnant rats (from 

gestation day 15 through weaning) and to rabbits (from gestation days 6-18) a z : : 
Associations; $15 for other 
subscribers. For . 


at these same dosage levels, produced no teratogenic or embryotoxic effects, 

and had no effect on the viability of the young at birth. However. increased 

incidences of stillbirths and cannabilization were observed when pemoline 

was given to rats at these dosage levels, beginning 14 days prior to conception. . 


subscriptions mailed outside 
the U.S. add $3 a year. Make 


Adverse Reactions: Insomnia is the most frequently reported side effect of 
Cylert; it usually occurs early in therapy, prior to an optimum therapeutic 
response. In the majority of cases it is transient in nature or responds to a 
reduction in dosage. checks payable to the 

Anorexia with weight loss may occur during the first weeks of therapy. In ; à 7 
the majority of cases it is transient in nature; weight gain usually resumes Ame rican Psychiatric 
within three to six months. 


Stomach ache, skin rashes, increased irritability, mild depression, nausea, A SSOCIation. ) 
dizziness, headache, drowsiness, and hallucinations have been reported. 
Elevations of SGOT, SGPT, and serum LDH have occurred in patients 
taking Cylert, usually after several months of therapy. These effects appear to N 
be reversible upon withdrawal of the drug, and are thought to be ame 
manifestations of a delayed hypersensitivity reaction. There have also been a 


few reports of jaundice occurring in patients taking Cylert; a causal Title OF Di scipl 1 ne 


relationship between the drug arft this clinical finding has not been 


established. 
There have been reports of dyskinetic movements of the lips, face, and Addre SS 
extremities occurring with the use of Cylert. Convulsive seizures have also : 
been reported. A definite causal relationship between Cylert and these City 
reactions has not been established. 
Mild adverse reactions appearing early during the course of treatment with e e 
Cylert often remit with continuing therapy. If adverse reactions are of a State z DeC" vd SIUE i Zıp 
unon or protracted nature, dosage should be reduced or the drug EY ` 
iscontinued. . 
Š * . . . . 
aoe "iSc Cylert peine is supplied as monogrammed. grooved Individual subscriptions to pre- 
tablets in three dosage strengths: 
18.75 mg’ tablets (yellow-colored) in bottles of 100 (NDC 0074-5025-13) fes sional journals are tax-de- 
37.5 mg. tablets, (orange-colored) in bottles of 100 (NDC 0074-605 7-13) ductible EE 


75 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-6073-13) 
* Cylert Chewable is supplied as monogrammed, grooved tablets in one 


dosage strength: 
37.5 mg. tablets (orange-colored) c) mss mm an uS ES NE ND ND GG GM GM GN UND EN GN END GR Gm 
in bottles of 100 (NDC 0074-6088-13) | s s 
š 708 3202R 
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' (Chicago Conferenceon + 
. thePsychology of the Self 


October 13, 14, & 15 
1978 

Ritz-Carlton Hotel 
Chicago . S 





A recent scientific event in the fields of psychology and psychiatry has been the emergence of the 
Pyschoanalytic Psychology of the Self. In order to acknowledge and appraise the significance in 
psychoanalysis of this new development, a conference will bring together a group of mental health 
professionals from the United States and Europe. The conference will examine self psychology, identify 

its current problem areas, and outline plans for further development and applications. The conference 
program consists of six symposia with discussants and related workshops, dealing with the following topics: 


* Self Psychology and the Concept of Health 
* Does the Psychology of the Self Narrow the Gap Between Psychoanalysis and the Other Sciences of Man? 
** Self Psychology and the Concept of Psychopathology: A Case Presentation 
» * Psychoanalytic Development Psychology: An Integration of Theories 
* Psychoanalysis of the Self and Psychotherapy 
* Concluding Remarks and Future Directions 


The Conference Planning Board is composed of members of the Institute for Psvchosomatic and 
Psychiatric Research and Training of Michael Reese Hospital and Medical Center. and the Institute for 
Psychoanalysis in Chicago. Please note the attendance will be by advance registration only. 

and that registration will be limited. 





For registration information, write: 


Chicago Conference on the Psychology of the Self, Psychosomatic and Psychiatric Institute ( Pc PI) 
Michael Reese Hospital and Medical Center, 29th Street and Ellis Avenue. Chicago. Illinois 60616 


Flexibility is our forte: The Brown Schools 


Because we maintain great flexibility at all three of our treat- For information, write: Director of Admissions / Department 
ment centers, each resident follows an individualized plan of C-0 / THE BROWN SCHOOLS / P.O. Box 4008, Austin, Texas 
treatment, training, education and care prescribed for that 78765 

resident alone. Toll Call: (512) 478-6662 

And we believe that residential treatment conducted in this Out of State Free: (800) 531-5305 

highly individualized manner still is the most effective treatment From Texas Free: (800) 252-5404 

for many. Our large, experienced staff is skilled in the treatment Jackson R. Day, M.D./Medical and Psychiatric Director; James 
of children, adolescents and adults with learning disabilities, L. Boynton M.D.. Thomas F. Caldwell, D.D.S.; John L Carrick 
neurological impairment, mental retardation or emotional M.D.; Patrick A. Cato, M.D.; Nelson Ceballos, M.D. ; Kenneth 
disturbance. R. Dorman, M.D.; James D. Hinkle, M.D.; Kurt Lekisch, M.D.; 
Our three treatment centers are geographically separated to pro- Daniel T. Matthews, M.D.; William R. Sanders, M.D.; Willis 
vide the appropriate residential milieu, yet close enough that M. Thorstad, M.D.; Ira E. Tunnell, M.D. 


residents benefit from the comprehensive training and expertise 
of the entire staff. All three are psychiatrically oriented, so that 
we are prepared to treat emotional disturbance in persons of any 
intellectual capacity and of any age. 


All our programs are accredited by the appropriate councils of 
the Joint Commission on Accreditation of Hospitals. 









An equal opportunity employer. 
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To get schizophrenic patients 
out of the hospital and to keep 
them out is one of psychiatry's 
principal goals today. 

And we're doing 
something about it... 


... With the benefits 

of a high potency agent. 

Rapidly effective in acute 

schizophrenia, with less total 

milligrams than with orally admin- 

istered agents over the same period 

of time. Fewer autonomic side effects and 

less sedating than low potency agents. 

(There is, however, a higher incidence of 

largely manageable extrapyramidal reactions.) 

...with a unique, reliable delivery system. A long- 
acting injectable neuroleptic that substantially reduces 
readmissions for outpatients, is often effective where 
oral medications fail in poor absorbers, can open up long- 
standing chronic schizophrenics to rehabilitative therapy. 


...With economy of time and money. As maintenance 
therapy, Prolixin Decanoate provides important savings — 
both in medication administration time and in medication 
costs. 


Prolixin Decanoate 


(Fluphenazine Decanoate Injection) 
helping you reach your goals 
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Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 25 mg. 
fluphenazine decanoate per ml. in a sesame oil vehicle with 1.2%(w/v) benzyl 
alcohol as a preservative. 


CONTRAINDICATIONS: In presence of suspected or established subcortical brain 
damage. In patients who have a blood dyscrasia or liver damage, or who are 
receiving large doses of hypnotics, or who are comatose or severely depressed. In 
patients who have shown hypersensitivity to fluphenazine; cross-sensitivity to 
phenothiazine derivatives may occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving a car cr operating 
heavy machinery may be impaired by use of this drug. Physicians should be alert :o 
the possibility that severe adverse reactions may occur which require immediate 
medical attention. Potentiation of effects of alcohol may occur. Safety and efficacy n 
children have not been established because of inadequate experience in use n 
children. 


Usage in Pregnancy: Safety for use during pregnancy has not been established; 
weigh possible hazards against potential benefits if administering this drug to 
pregnant patients. 


PRECAUTIONS: Caution must be exercised if another phenothiazine compound 
caused cholestatic jaundice, dermatoses or other allergic reactions because of the 
possibility of cross-sensitivity. When psychotic patients on large doses of a 
phenothiazine drug are to undergo surgery, hypotensive phenomena should b2 
watched for: less anesthetics or central nervous system depressants may be re- 
quired. Because of added anticholinergic effects, fluphenazine may potentiate the 
effects of atropine. 

Use fluphenazine decanoate cautiously in patients exposed to extreme heat or 
phosphorus insecticides; in patients with a history of convulsive disorders since 
grand mal convulsions have occurred; and in patients with special medical disorders 
such as mitral insufficiency or other cardiovascular diseases, and pheo- 
chromocytoma. Bear in mind that with prolonged therapy there is the pcssibility of 
liver damage. pigmentary retinopathy, lenticular and corneal deposits, and devel- 
opment of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the direction of a physi- 
cian experienced in the clinical use of psychotropic drugs. Periodic checking of 
hepatic and renal functions and blood picture should be done. Renal function of 
patients on long-term therapy should be monitored; if BUN becomes abnormal, 
treatment should be discontinued. “Silent pneumonias” are possible. 


ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are 
most frequently reported. These include pseudoparkinsonism, dystonia, dyskinesia, 
akathisia, oculogyric crises, opisthotonos, and hyperreflexia; most often these are 
reversible, but they may be persistent. One can expect a higher incidence of such 
reactions with fluphenazine decanoate than with less potent piperazine derivatives 
or straight-chain phenothiazines. The incidence and severity will depenc more on 
individual patient sensitivity, but dosage level and patient age are also determinants. 
As these reactions may be alarming, the patient should be forewarned and reas- 
sured. These reactions can usually be controlled by administration of antioarkinso- 
nian drugs such as benztropine mesylate or intravenous Caffeine and Sodium 
Benzoate Injection U.S.P, and by subsequent reduction in dosage. 


Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and 
sometimes irreversible tardive dyskinesia may appear in some patients on long- 
term therapy or may occur after discontinuation of drug. The risk seems greater in 
elderly patients, especially females, on high dosages. The syndrome is char- 
acterized by rhythmical involuntary movements of tongue, face, mouth, or jaw (e.g.. 
protrusion of tongue, puffing of cheeks, puckering of mouth, chewing movements) 
and«may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are rot allevi- 
ated by antiparkinsonism agents. If the symptoms appear, discontinuation of all 
antipsychotic agents is suggested. The syndrome may be masked if treatment is 
reinstituted, or drug dosage increased, or a different antipsychotic agent used. 
Repofts are that fine vermicular movements of the tongue may be an early sign of 
the syndrome which may .not develop if medication is stopped at that time. 


* Phenothiazine derivatives have been known to cause restlessness, excitement, 
or bizarre 'dreams; reactivation or aggravation of psychotic processes may be 
9 
encountered. If drowsiness or lethargy occur, the dosage may have to be reduced. 
Dosages, far in excess of the recommended amounts, may induce a catatonic-like 
state. 

Autonomic Nervous System—Hypertension and fluctuations in blood pressure 
have been reported. Although hypotensiorris rarely a problem, patients with pheo- 
ohromocytoma, Cerebral vascular or renal insufficiency or severe cardiac reserve 


Prolixin Decanoate 


Fluphenazine Decanoate Injection 
helping you reach your goals 





deficiency such as mitral insufficiency appear to be particularly prone to this reaction 
and should be observed carefully. Supportive measures including intravenous 
vasopressor drugs should be instituted immediately should severe hypotension 
occur: Levarterenol Bitartrate Injection U.S.P. is the most suitable drug; epinephrine 
should not be used since phenothiazine derivatives have been found to reverse its 
action. Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, 
headache and constipation may occur. Reducing or temporarily discontinuing the 
dosage will usually control these effects. Blurred vision, glaucoma, bladder 
paralysis, fecal impaction, paralytic ileus. tachycardia, or nasal congestion have 
occurred in some patients on phenothiazine derivatives 


Metabolic and Endocrine—Weight change, peripheral edema, abnormal lacta- 
tion, gynecomastia, menstrual irregularities, false results on pregnancy tests, | 
tency in men and increased libido in women have occurred in some patients on 
phenothiazine therapy. . 


Allergic Reactions—ltching, erythema, urticaria, seborrhea, photosensitivity, 
eczema and exfoliative dermatitis have been reported with phenothiazines. The 
possibility of anaphylactoid reactions should be borne in mind 


Hematologic—Blood dyscrasias including leukopenia, agranulocytosis, throm- 
bocytopenic or nonthrombocytopenic purpura, eosinophilia, and pancytopenia have 
been observed with phenothiazines. If soreness of the mouth, gums or throat or any 
symptoms of upper respiratory infection occur and confirmatory leukocyte count 
indicates cellular depression, therapy should be discontinued and other appropriate 
measures instituted immediately. 


Hepatic—Liver damage manifested by cholestatic jaundice, particularly during 
the first months of therapy, may occur; treatment should be discontinued. A cephalin 
flocculation increase, sometimes accompanied by alterations in other liver function 
tests, has been reported in patients who have had no clinical evidence of liver 
damage. 


Others—Sudden deaths have been reported in hospitalized patients on 
phenothiazines. Previous brain damage or seizures may be predisposing factors. 
High doses should be avoided in known seizure patients. Shortly before death, 
several patients showed flare-ups of psychotic behavior patterns. Autopsy findings 
have usually revealed acute fulminating pneumonia or pneumonitis, aspiration of 
gastric contents, or intramyocardial lesions. Although not a general feature of 
fluphenazine, potentiation of central nervous system depressants such as opiatés, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to 
cause fatal cardiac arrest, altered electrocardiographic and electroencephalo- 
graphic tracings, altered cerebrospinal fluid proteins, cerebral edema, asthma, 
laryngeal edema, and angioneurotic edema; with long-term use, skin pigmentation 
and lenticular and corneal opacities have occurred with phenothiazines. Local tissue 
reactions occur only rarely with injections of fluphenazine decanoate 

For full prescribing information, consult package insert 


HOW SUPPLIED: 1 mi. Unimatic® single dose preassembled syringes and 
cartridge-needle units, and 5 ml. vials. 








Films on psychiatric management 
available from Squibb 


e AStep Beyond 
e A Chance for Change ° 
e A Way Out 
e Community Treatment of the Psychotic#atient 
e Psychiatric Services in General Hospitals 
e The Quality of Care : 
\ 
or write. Squibb. Dept. FR. Box 4000. P ! 8541 . 








The Priceless Ingredient of every produet 
is the honor and integrity of its makér.’™ 


©1978 E. R. Squibb & Sons, Inc. H426-501 
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Q BASIC APPROACHES TO GROUP PSYCHOTHERAPY 6 


å à 

E by George M. Gazda, Univ. 
of Georgia, Athens. (20 Contributors) 
This volume provides a convenient 
reference to basic theories for practi- 
toners and students of group psycho- 
therapy and group counseling. The 
amount of material covered was 
markedly increased with the Second 
Edition due to the growing popularity 
of the treatment and the subsequent 
addition of several new theoretical po- 
sitions. 


Each chapter follows an outline that 
* enables the reader to compare and con- 
trast each position with respect to the 
following aspects: definition, theoret- 
ical foundation, related research, treat- 
ment goals, group selection and 
composition, group settings, group 
size, frequency and duration of group 
sessions, media emploved, therapist- 
counselor qualifications, ethical con- 


AND GROUP COUNSELING 


Second Edition, Second Printing 


siderations, limitations of the treat- 
ment, and suggested readings. 


Ihe fundamental psychotherapeutic 
positions thus outlined include psy- 
chodrama, psychoanalysis, existential 
group psychotherapy, behavioral 
group therapy, client-centered group 
therapy, reality therapy, transactional 
analysis, gestalt therapy, rational-emo- 
tive therapy, conjoint family therapy, 
and group therapy with children. An 
eclectic position, a behavioral posi- 
tion, and a teleoanalytic position are 
the three basic group counseling per- 
spectives that are discussed. Each is 
represented by a leading proponent of 
the position, and references to more 
comprehensive sources for each theo- 
retical model are cited. 


Features that were added for the Sec- 
ond Edition include a revised chapter 


on the history and development of 


group psychotherapy and group coun 


seling, a new chapter on the analysis 
of research, and a new chaptet with 
guidelines for ethical practice in group 
work. A chronology is provided which 
highlights key people and events in 
this field. 


Personnel and Guidance Journal cited 
this book as “... a readable, informa- 
tive, and comprehensive collection of 
theoretical approaches to group work 
written by a distinguished group of 
contributors. ... The major strength 
of the book lies in the fact that the 
writers do not simply present their 
theoretical positions; they push toward 
translating theory into practice, there- 
by providing a valuable resource book 
for students and practitioners of group 
work." '77, 560 pp., 9 il., $16.75 
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Programmed Therapy FOR STUTTERING in Children 
and Adults (2nd Ptg.) by Bruce P. Ryan, Behavioral 
Sciences Institute, Monterey, California. '77, 200 pp., 50 il., 
15 tables, cloth-$9.50, paper-$7.95 


PERSONALITY PROJECTION IN THE DRAWING OF 
THE HUMAN FIGURE: A Method of Personality Investi- 
gation (10th Ptg.) by Karen Machover, Dept. of Hospitals, 
New York City. '78, 192 pp. (5 1/2 x 8 1/2), 18 il., $8.50 


STRATEGIES FOR HELPING STUDENTS by Calvin D. 
Catterall, Staff Development Consultants, Columbus, Ohio, 
and George M. Gazda, Univ. of Georgia, Athens. '78, 416 
pp., 5 il., 38 tables, $18.75 


INTRODUCTION TO MENTAL RETARDATION SYN- 
DROMES AND TERMINOLOGY by Byron C. Moore and 
Jane D. Haynes, both of Arizona State Univ., Tempe; and 
Clarence R. Laing, Good Samaritan Hospital, Phoenix, 
Arizona. '78, 184 pp., cloth-$11.50, paper-$6.95 


HORTICULTURE FOR THE DISABLED AND DISAD- 
VANTAGED by Damon R. Olszowy, Stamford, Connect- 
icut. 78, 240 pp., 3 tables, $12.50 


PRESCRIPTIONS FOR CHILDREN WITH LEARNING 
AND ADJUSTMENT PROBLEMS (5th Ptg.) by Ralph F. 
Blanco, Temple Univ., Philadelphia. '77, 320 pp., $10.50 


ADULT ASSESSMENT: A Source Book of Tests and Mea- 
sures of Human Behavior by Richard S. Andrulis, The 
Amerwan College, Bryn Mawr, Pennsylvania. Contribution 
by John Bajtelsmit. 77, 340 pp., $12.50, spiral (paper) 


e 
PSYCHIATRIC DRUGS FOR THE NON-MEDICAL 
MENTAL HEALTH WORKER by William Goldsmith, 
Brentwodd V. A. Hospital, Los Angeles. '77, 188 pp., 27 il., 
7 tables, $11.50 


ASSERTIVE TRAINING FOR WOMEN (2nd Ptg.) by 
Susan M. Osborn, Bellevue Community College, Bellevue, 
Washington, and Gloria G. Harris, Univ. of Washington, 
Seattle. ’78, 216 pp., 12 il., 7 tables, cloth-$10.50, paper- 
$7.95 


DIRECT OBSERVATION AND MEASUREMENT OF 
BEHAVIOR (3rd Ptg.) by S. J. Hutt and Corrine Hutt, both 
of Park Hospital for Children, Oxford, England. Foreword 
by I. Newton Kugelmass. ’78, 240 pp. (6 3/4 x 9 3/4), 81 il., 
14 tables, $13.50 


THE CLINICAL APPLICATION OF PROJECTIVE 
DRAWINGS (5th Ptg.) edited by Emanuel F. Hammer, 
New York Univ., New York City. (14 Contributors) '78, 688 
bp., 360 il., $21.75 


THE PSYCHOLOGICAL REHABILITATION OF THE 
AMPUTEE by Lawrence W. Friedmann, Nassau County 
Medical Center, East Meadow, New York. '78, 176 pp., 13 
tables, $13.50 


EPILEPSY AND YOU by Frank O. Volle, Consulting Prac- 
tice, and Patricia A. Heron, Denver Mental Health Center, 
both of Denver, Colorado. '78, 84 pp., 1 table, cloth-$8.50, 
paper-$4.95 


PSYCHOEDUCATIONAL DIAGNOSIS OF EXCEP- 
TIONAL CHILDREN (2nd Ptg.) by Milton V. Wisland, 
Bellingham Public Schools, Bellingham, Washington. f? 
Contributors) '77. 408 pp., 26 il., 27 tables, $13.95 


BEHAVIORAL SCIENCE IN CLINICAL MEDICINE Jy . 
Stewart Wolf, Univ. of Texas Medical Branch, Galveston, .. 


and Helen Goodell, Cornell-New York Hospitai Medical `` 


Center, New York City. '76, 256 pp., 22 il.,.$14.50 


Orders with remittance sent, on approval, postpaid 
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e Adds better dosage control 
TOT Long term treatment of depression with amitriptyline requires 
careful dosage titration to meet the individual needs of each 
patient. Because all six strengths of Endep (amitriptyline HCl) are 
scored, you can easily change the dose by half-tablet steps, without 
waiting for the patient to fill a new prescription. 


o @ v. v v4 


5 mg 12.5 mg 37.5 mg 75 mg 








(add, subtract, . 
amitriptyline... 


„amitriptyline HCI Roche 


. The only amitriptyline scored 


a 


Subtracts some of the drawbacks of 


Scored Endep (amitriptyline HCl) tablets may eliminate the need 

for a new prescription each time the dosage needs to be changed, 
saving time for you and money for your patient. And, by keeping the 
patient on the same strength tablet, there's less chance he'll become 
confused, as he might if changed to another size or color of 


amitriptyline. 


Multiplies therapeutic options 


The pharmacokinetic properties of Endep (amitriptyline HCl) 
are such that its clinical effect is the same whether prescribed 
t.i.d. or as a single daily dose. Thus, once you have established the 
proper dosage, you can prescribe the entire dose h.s., minimizing 
anticholinergic and sedative side effects and helping to assure patient 


antidepressant therapy 


compliance with this simple regimen. 


By prescribing the higher strength tablets h.s.—secure in the 
knowledge that the dosage can be adjusted in half-tablet steps without 
resorting to a new prescription —your patient will economize further 


on a per milligram basis. 


Endep 


for easy division 


' 

; ME det 
Endep ad 
amitriptyline HCl/Roche 


* 

Before prescribing, please consult complete 

roduct information, a summary of which 
ollows: 
Contraindications: Known hypersensitivity. 
Do not use with monoamine oxidase (MAQ) 
inhibitors or within at least 14 days following 
discontinuation of MAO inhibitors since 
hyperpyretic crises, severe convulsions and 
deaths have occurred with concomitant use: 
then initiate cautiously, gradually increasing ~ «ss 
dosage until optimal response is achieved. Use 
not recommended during acute recovery phase 
after myocardial infarction. INS 
Warnings: May block action of guanethidine s 
or similar antihypertensives. Use with caution 
in patients with history of seizures, urinary 
retention, angle-closure glaucoma, increased 
intraocular pressure. Closely supervise cardio- 
vascular patients, hyperthyroid patients and 
those receiving thyroid medications. (Arrhyth- 
mias, sinus tachycardia and prolongation 
of conduction time reported with use of tri- 
cyclic antidepressants, including amitriptyline 

Cl, espeiss in high doses. Myocardial in- 
farction and stroke reported with use of this 
class of drugs.) May impair alertness; warn 
against hazardous occupations or driving a 
motor vehicle during therapy. Weigh possible 
benefits against hazards during pregnancy, 
the nursing period and in women of child- 
bearing potential. Not recommended in chil- 
dren under 12. 
Precautions: May exaggerate symptoms in 
schizophrenic and paranoid patients, or shift 
manic-depressives to manic stage; reduce dose 
or administer major tranquilizer concomi- 
tantly. Close supervision and careful dose 
adjustments required when given with anti- 
cholinergic or sympathomimetic agents. Exer- 
cise care in patients receiving large doses of 
ethchlorvynol; transient delirium reported 
with concomitant administration. May en- 
hance effects of alcohol, barbiturates and other 
CNS depressants. Because of the possibility of 
suicide in depressed patients, do not permit 
easy access to large drug quantities in these 
patients. Because it may increase hazards of 
electroshock therapy, limit concomitant use to 
essential treatment. If possible, discontinue 
drug several days before elective surgery. Both 
elevation and lowering of blood sugar levels 
have been reported. 
Adverse Reactions: Note: This list includes a 
few adverse reactions not reported with this 
specific drug but requiring consideration 
because of similarities of tricyclic antidepres- 
sants. Cardiovascular: Hypotension, hyper- 
tension, tachycardia, palpitation, myocardial 
infarction, arrhythmias, heart block, stroke. 
CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; 
restlessness; insomnia; nightmares; numbness, 
tingling and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; 
tremors; seizures; alteration in EEG patterns; 
extrapyramidal symptoms; tinnitus. Anti- 
cholinergic: Dry mouth, blurred vision, dis- 
turbance of accommodation, constipation, : 
paralytic ileus, urinary retention, dilatation of 
urinary tract. Allergic: Skin rash, urticaria, 
photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression includ- 
ing agranulocytosis, eosinophilia, purpura, 
thrombocytopenia. Gastrointestinal: Nausea, 
epigastric distress, vomiting, anorexia, stoma- 
titis, peculiar taste, diarrhea, parotid swelling, 
black tongue. Endocrine: Testicular swelling 
and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased 
or decreased libido, elevation and lowering of 
blood sugar levels. Other: Dizziness, weak- 
ness, fatigue, headache, weight gain or loss, 
increa perspiration, urinary frequency, 
mydriasis, drowsiness, jaundice, alopecia. 
Withdrawal Symptoms: Abrupt cessation of - 
treatment after prolonged administration may 
produce nausea, headache and malaise. These = 
are not indicative of addiction. 
Supplied: Scored Tablets: 10, 25, 50, 75, 100, 
150 mg. 
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The first epileptic seizure 
is most likely to occur 
during early childhood and 
at the onset of puberty 


About 9 out of 10 epileptics experience their first seizure before the 
age of 20—with the highest incidence between 5 and 7, when chil- 
dren start school, and at the onset of puberty, a time of physiological 
and psychic turmoil.! The most common type, grand mal, occurs 
in approximately 75% of epileptic children,! and more than 50% 
of patients who suffer initially from petit mal develop grand mal 
seizures before they reach the age of 16.7 


Mysoline (primidone) for 


control of grand mal,psycho- 


motor and focal epilepsy 


At the onset and afterwards — used alone or as concomitant 
therapy, MYSOLINE may reduce the frequency and severity of 
major motor seizures—or even eliminate them. Excellent tor con- 
trol of grand mal. Valuable for control of psychomotor!^^ and 
focal epilepsy as well.’ 


Add Mysoline when control with other anticonvul- 
sants is inadequate —As concomitant therapy, MYSOLINE can 

improve seizure control in grand mal and psychomotor epilepsy. 
The combined use of phenobarbital, diphenylhydantoin, and 

MYSOLINE may have additive anticonvulsant effects without addi- 
tive side effects.ó 


Change to Mysoline when other anticonvulsants fail — 
A changeover to MYSOLINE is frequently warranted when other 
anticonvulsants must be discontinued because of important side 
effects, or when grand mal seizures are refractory to phenobarbital, 


with or without diphenylhydantoin.’ 
Ayerst. 


soline 





Tablets 250 mg. 


(primidone) Suspension 250 TD 


May be the start of a : 
better life for the epileptic 


See following page of advertisement for prescribing information. 7538 


evulnerable ` 


- AVIVSOLIDE (primidone) 


may be the start'of a better life for the epileptic 


initial and maintenance therapy for 


grand mal. psychomotor and focal epilepsy 


BRIEF SUMMARY 
(For full prescribing information, 
"+ see package circular.) 
C 
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MYSOLINE” Brand of PRIMIDONE 


Anticonvulsant 


ACTIONS: MYSOLINE acts on the central nervous system 
to raise seizure threshold or alter seizure pattern. The mecha- 
nism(s) of action of anticonvulsant drugs is not known. 


Primidone has anticonvulsant activity per se. In addition, its 
two metabolites possess anticonvulsant qualities. The major 
metabolite is phenylethylmalonamide (PEMA); the other is 
phenobarbital. In addition to its own anticonvulsant potential, 
PEMA potentiates phenobarbital. 


INDICATIONS: MYSOLINE, either alone or used con- 
comitantly with other anticonvulsants, is indicated in the con- 
trol of grand mal, psychomotor, and focal epileptic seizures. It 
may control grand mal seizures refractory to other anticonvul- 
sant therapy. 


CONTRAINDICATIONS :Primidone is contraindicated 
in: 1) patients with porphyria and 2) patients who are hyper- 
sensitive to phenobarbital (see ACTIONS). 


WARNINGS: The abrupt withdrawal of antiepileptic 


medication may precipitate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes several days 
before it can be assessed. 


Use im pregnancy: Recent reports strongly suggest an asso- 
ciation between the use of anticonvulsant drugs by women with 
epilepsy and an elevated incidence of birth defects in children 
born to these women. Reference has been made to primidone in 
several cases in which it was used in combination with other 
anticonvulsants; but its teratogenicity has not been conclusively 
demonstrated. The possibility exists that other factors, e.g., 
genetic factors or the epileptic condition, may contribute to the 
higher incidence of birth defects. The data also indicate that the 
great majority of mothers receiving anticonvulsant medication 
deliver normal infants. 


Anticonvulsant drugs should noz be discontinued in patients in 
whom the drug is administered to prevent major seizures be- 
cause of the strong possibility of precipitating status epilepticus 
with attendant hypoxia and risk to both mother and the unborn 
child. 

When the nature, frequency, and severity of the seizures do not 
pose a clear threat to the patient, good medical practice requires 
that the phvsician weigh the expected therapeutic benefit of 
anticonvulsant therapy against possible risk on an individual 
basis. 


Neonatal hemorrhage, with a coagulation defect resembling 
vitamin K deficiency, has been described in newborns whose 
mothers were taking primidone and other anticonvulsants. 
Pregnant women under anticonvulsant therapy should receive 
prophylactic vitamin K, therapy for one month prior to, and 
during, delivery. 


The physician should weigh all of the foregoing considerations 
when treating and counseling epileptic women of childbearing 
potential. 


PRECAUTIONS: The total daily dosage should not exceed 
2 Gm. Since MYSOLINE therapy generally extends over pro- 
longed periods, a complete blood count and a sequential mul- 
tiple analysis-12 (SMA-12) test should be made every six 
months. 


In nursing mothers: There is evidence that in mothers 
treated with primidone, the drug appears in the milk in sub- 
stantial quantities. Since tests for the presence of primidone in 
biological fluids are too complex to be carried out in the average 
clinical laboratory, it is suggested that the presence of undue 
somnolence and drowsiness in nursing newborns of 
MYSOLINE-treated mothers be taken as an indication that 
nursing should be discontinued. 


ADVERSE REACTIONS: The most frequently occur- 
ring early side effects are ataxia and vertigo. These tend to dis- 
appear with continued therapy, or with reduction of initial 
dosage. Occasionally, the following have been reported: nausea, 
anorexia, vomiting, fatigue, hyperirritability, emotional dis- 
turbances, sexual impotency, diplopia, nystagmus, drowsiness, 
and morbilliform skin eruptions. Occasionally, persistent or 
severe side effects may necessitate withdrawal of the drug. 
Megaloblastic anemia may occur as a rare idiosyncrasy to 
MYSOLINEand toother anticonvulsants. The anemia responds 


1 
to folic acid, 15 mg. daily, without necessity of disconginuing/ 
medication. 


DOSAGE AND ADMINISTRATION: The average 
adult dose is 0.75 to 1.5 Gm. per day. The initial dose is 250 mg. 
Increments of 250 mg. are added, usually aè weekly intervals, 
to tolerance, or therapeutic effectiveness, up to daily doses not 
exceeding 2.0 Gm. A typical dosage schedule for the introduc- * 
tion of MYSOLINE ( primidone) is as follows: 


Adults and Children Over 8 Years of Age 


2nd Week 
250 mg. b.i.d? 


1st Week 
250 mg. daily at bedtime 


3rd Week 
250 mg. t.i.d. 


4th Week 
250 mg. q.i.d. 





In children under 8 years of age. maintenance levels are es- 
tablished by a similar schedule, but at one-half the adult dosage. 
It is best to begin with 125 mg., with gradual weekly increases. 
of 125 mg. a day, to a daily total usually between SOO mg. and 
750 mg. 


. 
In patients already receiving other anticonvulsants: 


MYSOLINE should be gradually increased as dosage of the 
other drug(s) is maintained or gradually decreased. This regi- 
men should be continued until satisfactory dosage level is 
achieved for combination, or the other medication is completely 
withdrawn. When therapy with this product alone is 
the objective, the transition should not be completed in less 
than two weeks. 


MYSOLINE 50 mg. Tablet can be used to practical advagtage 
when small fractional adjustments (upward or downward? 
may be required, as in the following circumstances: 
* for initiation of combination therapy 
* during "transfer" therapy 
* for added protection in periods of stress or stressful situa- 
tions that are likely to precipitate seizures (menstruation, 
allergic episodes, holidavs, etc.) 


HOW SUPPLIED: MYSOLINE Tablets — No. 430 — Each 
tablet contains 250 mp. of primidone (scored), in bottles of 
100 and 1,000. Alsoin unit dose packageof 100. No. 431 — Each 
tablet contains 50 mg. of primidone ( scored), in bottles of 100 
and 500. MYSOLINE Suspension — No. 3850 —Each 5 cc. (tea- 
spoonful) contains 250 mg. of primidone, in bottles of 8 fluid- 
ounces, 


References: 1. Livingston, S.: Comprehensive Management 
of Epilepsy in Infancy, Childhood and Adolescence, Springfield, 
Ill., Charles C Thomas, 1972, pp. 6, 7, 584. 2.Grossman, H.J.: 
Ill. Med. J. 135:260 (Mar.) 1969. 3. Scholl, M.L., in Conn, 
H.F.: Current Therapy 1973, Philadelphia, Saunders, 1973, 
pp. 675-7. 4. Metrick, S.: C. M.D. 37:49 Jan.) 1970. 5. Forster. 
F.M.: Uca Clin. North Am. 47:1579 (Nov.) 1970. 6. White, 
P.T.: Wis. Med. J. 68:178 (Apr.) 1969. 7. Millichap, J.G.: 
Drug pre 1:15 (Oct.) 1971. 
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WHEN 
DEPRESSION 
EXPRESSES : 
ITSELF 


SINEQUAN 


(DOXEPIN HCI) 


a icc experienced, E FFECTIVE N ES 3 
it | " ° 
"a lowering o meme of life. with convenient 


My energies ebbed, 


my will to live decreased, — Once "I day 


and | found myself retreating 


from the activities of life to a h e 
more introverted existence.” S. osage” 











CAPSULE 


Also available in: ; 

100-mg, /5-mg, 50-mg, 25-mg, 10-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 
effectiveness. ; 

* The 150 mg capsule strength is intended fos 
maintenance therapy only and is not recommended 
for initiation of treatment. 


5ee Drief Summary on next page for information on . 
contraindications warninas orecatutions and adverse M. X 





ANTIDEPRESSANT 


SINEQUAN 


- (DOXEPIN HCI) 


LI 


EFFECTIVENESS 


tiveness. Sinequan may also be given qn T 


*45O-MG 
CAPSULE 








divided dosage schedule, up to 300 mg per day. - 
PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty.in falling 
and staying asleep, and the early-morping 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY — 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 


generally affect the antihypertensive activity of . 
guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE 


*The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 


for flexibility in individualizing therapy. 





BRIEF SUMMARY 

SINEQUAN* (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
current illness or patients taking other medications should be carefully adjusted. This is 
especially important in patients receiving other medications with anticholinergic effects 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant. 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved. 

Usage with Alcohol: it should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively. 

Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcohol may be potentiated 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has ip hal aati ponon should be closely supervised during the early course of 
therapy. Prescriptions should be written for the smallest feasible amount. 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 

necessary to reduce dosage or add a major tranquilizer to the dosage regimen. 
Adverse Reactions. NOTE: Some of dhe adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
similarities among the tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally. : 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred. 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 


* .feports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
x cytopenia, and purpura. 


~ 


e Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Engocring: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported With tricyclic,administration. 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
RREN headache heve been occasionally observed as adverse effects. 


"P. 





Dosage and Administration. For most patients with iliness of mild to moderate severity, a 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased or 
decreased at appropriate intervals and according to individual response. The usual optimum 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higher doses may be required with subsequent gradual increase to 
300 mg/day if necessary. Additional therapeutic effectus rarely to be obtained by exceeding a 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organic 
disease, lower doses may suffice. Some of these patients have been controlled on doses as low 
as 25-50 mg/day. 

The total daily dosage of SINEQUAN (doxepin HC!) may be given on a divided or once-a-day 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose is 
150 mg/day. This dose may be given at bedtime. The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effect 
may not be evident for two to three weeks. A 
Overdosage. R 
A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth. 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias and 
tachycardias 

Also: urinary retention (bladder atony), decreased gastrointestinal motility {paralytic ileus), 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 

B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 
supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions to 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed. 
The use of activated charcoal has been recommended, as has been continuous gastric lavage 
with saline for 24 hours or more. An adequate airway should be established in comatose patients 
and assisted ventilation used if necessary EKG monitoring may be required for several days, 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with the 
appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra- 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond to 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres- 
sion. Dialysis and forced diuresis generally are not of value in the management cf overdosage 
due to high tissue and protein binding of SINEQUAN. 

Supply. SINEQUAN is available as capsules containing doxepin HCI equivalent to: 10 mg, 75 mg, 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mg and 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 x 10%). 150 mg 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQUAN Oral 
Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying dropper caliprated 
at 5 mg, 10 mg, 15 mg, 20 mg, and 25 mg. Each ml contains doxepin HCI equivalent to 10 mg 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate shoul be diluted with 
approximately 120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, prune or 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with® number of 
carbonated beverages. For those patients requiring antidepressant therapy who are on 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syruM can be mixed 
together with Gatorade*, lemonade, orange juice, sugar water, Tang*, or wate?:.but not with 
grape ,uice. Preparation and storage of bulk dilutions is not recommended . ~ 


More detailed professional information available on request. 
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CONVENIENT ONCE-A-DAY P. s. DOSAGES 
which may improve patient compliance. The total | 
daily dosage, up to 150 mg per day, may be given — 
on a once-a-day schedule without loss of effec? : 
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|. The Joint Information Service of the American 


Focus on the 
Elderly 


2 This carefully documented book reports a field study of ten programs, four in America 
and six in England and Scandinavia, which serve as practical demonstrations of 
creative mental health services for the elderly. They include: 

e a novel "Neighborhood Family" providing vigorous support to elderly residents of 
several trailer parks 

e a high school for the elderly which sends its students abroad for study trips 

e a "Human Development Project" that focuses on responding to the psychological 
needs of the elderly 

e a carefully coordinated system of "respite hospitalization," which promotes the 
health of the elderly while allowing maximum use of hospital beds and family resources 

e a "Lucy Booth," patterned after the Peanuts comic strip, which provides easy 
Raymond Glasscote access to many kinds of services 

Jon E. Gudeman e and many other innovative, successful approaches. 

DoRSRE Mites Each program is subjected to intensive scrutiny. The resulting document becomes a 
SORES Sy Ck IEEE, handbook, and, as well, a forum through which some of the world’s most experienced 
practitioners of “the psychiatry of old age” present their views. 

Dr. Wilma Donohue, director of the International Center for Social Gerontology, 
characterizes this volume as “a masterful job of putting everything in relief . . . the 
guidelines for action are right here.” 
190 pages. Casebound. Price $8.50. 
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OLD FOLKS 


Concerned about the very bad reputation that nursing homes have received from ; 
many quarters in recent years, the Joint Information Service set up a field study to AT HOMES 
visit a systematically chosen sample of nursing homes, and board-and-care homes as a Uis atun c 
well, to see to what extent the care of and the quality of life for the patients differed 
from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 


board-and-care homes in ten locales were visited, in each case by the senior author EREET TAN 
accompanied by two mental health professionals. PEE ie ES 

. The teams were surpised to learn that care and quality of life in many of the nursing Alex Butterfield, Jr. Ruth Lewis 

. and board-and-care homes they visited were better—sometimes dramatically better— Ages ETI 
than that in the mental health facilities and often at lower cost. Pira Tart = EM 

This unique publication provides an overview of all facilities visited plus vignettes ducc. oi. 

of approximately half. Federal and state rules and regulations are also expertly syn- 
thesized into brief and readable style. THE JOINT INFORMATION SERVICE 


148 pages. Casebound. Price $6.50 





Publication Sales Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 j 


copies of Creative Mental Health Services for the Elderly @ $8.50 per copy 
copies of Old Folks at Homes @ $6.50 per copy 
: — — sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 : 
over the regular combined price of $15.00) 
x Bill me Check enclosed 


Please send: 
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BAS Before prescribing or administering, see Sandoz literature for full frodmet 
information. The following is a brief summary. piai 
: i Contraindications: Severe central nervous system depression, coma- 
tose states from any cause, hypertensive or hypotensive heart disease . 
‘ ° of extreme degree. ° 
‘ Warnings: Administer cautiously to patients who have previously ex- 
hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice 
EEE phenothiazines. Phenothiazines are capable of tent centr 
vous system depressants (e.g., anesthetics, opiates, alcohol, etc) a 


well as atropine and phosphorus insecticides; carefully consider benefié 
: versus risk in less severe disorders. During pregnancy, administer only 
when the potential benefits exceed the possible risks tô mother and 
' fetus. "XS 
ENTRAPYRAMIDA Precautions: There have been infrequent reports pf leukopenia and/or j 
| d 






agranulocytosis and convulsive seizures. In epileptic patients, anticon- 
vulsant medication should also be maintained. Pigaentary retinopathy, 
observed primarily in patients receiving larger than recommended 
doses, is characterized by diminution of visual acuity, brownish colpring 
of vision, and impairment of night vision; the possibility of its occur- 
rence may be reduced by remaining within recommended dosage limits. , 
Administer cautiously to patients participating in activities requiring 
complete mental alertness (e.g., driving), and increase dosage gradually. 
Orthostatic hypotension is more common in females than in males. Do 
not use epinephrine in treating drug-induced hypotension since pheno- 
thiazines may induce a reversed epinephrine effect on occasion. Daily 
doses in excess of 300 mg should be used only in severe neuropsychi- , 
atric conditions. 

Adverse Reactions: Centra/ Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkinsonism 
and other extrapyramidal symptoms; rarely, nocturnal confusion, hy- 
peractivity, lethargy, psychotic reactions, restlessness, and headache. 
Autonomic Nervous System—Dryness of mouth, blurred vision, con- 
stipation, nausea, vomiting, diarrhea, nasal stuffiness, and pallor. £n- 
docrine System— Galactorrhea, breast engorgement, amenorrhea, in- 
hibition of ejaculation, and peripheral edema. Sk/n— Dermatitis and skin 
eruptions of the urticarial type, photosensitivity. Cardiovascular 
System—ECG changes (see Cardiovascular Effects below). Other— 
Rare cases described as parotid swelling. . | 
It should be noted that efficacy, indications and untoward effects have 
varied with the different phenothiazines. It has been reported that pld 
age lowers the tolerance for phenothiazines; the most common 
neurologic side effects are parkinsonism and akathisia, and the risk of 
agranulocytosis and leukopenia increases. The following reactions have 
occurred with phenothiazines and should be considered whenever one 4 
of these drugs is used. Autonomic Reactions—Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions— Erythema, exfoliative 
dermatitis, contact dermatitis. Blood Dyscrasias— Agranulocytosis, 
leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic anemia, 
pancytopenia. A//ergic Reactions—Fever, laryngeal edema, 








Antipsychotic medication should not interfere with the aee "n we gpg FR ac, Y stasis. 
: ' Hi er E ardiovascular Effects— Changes in terminal portion of electrocar- 
par e to aee ed in your total therapeutic pro diogram, including prolongation of Q-T interval, lowering and inversion 
gram. That is why Mellaril (t ioridazine) is an excellent of T-wave, and appearance of a wave tentatively identified as a bifid T or 
choice. It is highly effective, and although extrapyramidal a U wave have been observed with phenothiazines, including Mellaril 
symptoms are characteristic of this class of drug, with Me eda these uy to be € and due e php 
- TEN ; : 1 — repolarization, not myocardial damage. While there is no evidence of a 
Ed RO GEINO va tag stimulation ; notably causal relationship between these changes and significant disturbance 
pseudoparkinsonism—is infrequent. Adding an anti- of cardiac rhythm, several sudden and unexpected deaths apparently 
parkinsonian agent—which can cause its own side effects— due to cardiac arrest have occurred in patients showing characteristic 
can usually be avoided. electrocardiographic changes while taking the drug. While proposed, 


j iori i icr : periodic electrocardiograms are not regarded as predictive. Hypoten- 
Mellaril (thioridazine) is not habituating and usually does noi Sion, rarely resulting in cardiac arrest. Extrapyramidal Symptoms— 


cause euphoria or undue sedation. (But, warn patients about Akathisia, agitation, motor restlessness, dystonic reactions, trismus, 
undertaking activities requiring complete mental alertness.) torticollis, opisthotonus, oculogyric crises, tremor, muscular rigidity, 
And Mellaril (thioridazine) is contraindicated in patients and akinesia. Persistent Tardive Dyskinesia—Persistent and sometimes 


: irreversible tardive dyskinesia, characterized by rhythmical involuntary 
with severe hypotensive or hypertensive heart disease. movements of the tongue, face, mouth, or jaw (e.g., protrusion of 


tongue, puffing of cheeks, puckering of mouth, chewing movements) 


® and sometimes of extremities may occur on long-term therapy or after 

discontinuation of therapy, the risk being greater in elderly patients on 

high-dose therapy, especially females; if symptoms appear, discontinue 

4 all antipsychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 

Fine vermicular movements of tongue may be an early sign, and syn- 

drome may not develop if medication is stopped at that time. Endocrine 


Disturbances— Menstrual irregularities, altered libido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests Urinary 
Disturbances—Retention, incontinence. Others—Hyperpyrexia; 
behavioral effects suggestive of a paradoxical reaction, including excite- 





ment, bizarre dreams, aggravation of psychoses, and togic @onfusional 
TABLETS: 50 mg, 100 mg, 150 mg, and states; following long-term treatment, a peculiar Sii pe syndrome ® : 
, 200 mg thioridazine HCi, USP marked by progressive pigmentation of skin or conjuncttva 
Pa, : > and/or accompanied by discoloration of exposed sclera, and 
J . cornea; stellate or irregular opacities of anterior lens arm, 
" V cornea; systemic lupus erythematosus-like syndrome. PE 
, ‘ c SAN 6-640R 
6 19774Randoz, Inc SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 SANDOZ 
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the Opiate Receptor and Morphine-Like Peptides in the Brain 


BY SOLOMON H. SNYDER, M.D. 


Opiate receptors—neuronal membrane proteins that 
have been identified by the direct binding to 
membranes of radioactive opiates—have been shown 
to mediate the pharmacological effects of opiate 
drugs. Examination of brain extracts for substances 
that mimic effects of opiates on the opiate receptor 


* permitted identification of the enkephalins, two 


peptides, each containing five amino acids, which are 
the normal substrates for the opiate receptor. 
Enkephalins are contained in specific neurons 
localized to areas of the brain enriched in opiate 
receptors. Enkephalin-containing neurons and opiate 
receptors are concentrated in portions of the brain 
that mediate pain perception, emotional behavior, and 


other functions altered by opiates. B-Endorphin, an . : . 


opiate-like peptide containing 31 amino acids, is 
localized to the pituitary gland from which it can be 
released into the circulation to act presumably at 
peripheral target organs. In the brain B-endorphin is 
concentrated in the hypothalamus. | 


DOES AN ARTICLE on morphine-like substances fit in a 
psychiatry journal? Conventionally, one associates 
opiates with pain and addiction, but in addition to 
these valid concerns, the discovery and character- 
ization of endogenous opiate-like peptides in the cen- 
tral nervous system indicate psychiatric relevance. 
Historically, opiates were used as antianxiety agents, 
antidepressants, sedatives, and hypnotics (1). All of 
these uses disappeared as the medical community 
learned of the addictive properties of the drugs. Non- 
addicting opiates, if available, might find a variety of 
applications in clinical psychiatry. 


Dr. Snyder is Distinguished Service Professor of Psychiatry and 
Pharmacology, Departments of Pharmacology and Experimental 
Thesapeutics and Psychiatry and Behavioral Sciences, the Johns 
Hopkins University School of Medicine, 725 N. Wolfe St., Balti- 


. moreJMd. 21205. 
e "7S y6 paper was written at the invitation of the Editor. 
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SEARCH FOR THE OPIATE RECEPTORS 


Recent advances in understanding how opiates act 
derive from the identification of opiate receptors, spe- 
cific sites on neuronal membranes at which pharmaco- 
logical effects are mediated. Numerous investigators 
have searched since the mid-1950s for specific opiate 
binding sites in the brain. The experimental paradigm 
involved measuring the binding of a radioactive opiate 
to membranes from brain tissue. Although membranes 
from brain or manv other tissues bound radioactive 
Opiates, in most of the early studies there was no evi- 
dence that the binding sites represented the locus of 
pharmacological effects of the drugs. The relative po- 
tencies of drugs in competing for such binding sites did 
not parallel their pharmacological potencies. Since the 
number of true opiate receptors is probably extremely 
small and the number of nonspecific sites is extraordi- 
narily large, how might one sort out the “‘signal’’ of 
specific receptors from the ‘‘noise’’ of nonspecific 
binding? | 

In our laboratorv Pert and I (2) used naloxone, the 
potent and pure opiate antagonist, as a binding agent 
because we anticipated that it would have high affinity 
for opiate receptors. ?*H-Naloxone of high specific ra- 
dioactivity could be employed in verv low concentra- 
tions that should interact preferentially with opiate re- 
ceptors and much less with nonspecific sites (2). ?H- 
Naloxone bound to membranes was trapped by a fil- 
tration procedure in which membranes could be 
washed thoroughly to remove nonspecific binding yet 
so rapidly that ?H-naloxone associated with opiate re- 
ceptors would not wash away. Using such procedures 
we could identify binding of *H-naloxone to brain 
membranes that displayed high affinity, with a dis- 
sociation constant in the nanomolar range. As a screen 
to determine whether binding involved true opiate re- 


ceptors, we took advantage of the stereospecificity of 


the pharmacological actions of these drugs. Analgesic 
and euphoric actions of opiates are usually mediated 
almost exclusively by the (—)-ssomer of the drugs, 
whereas the (—)-isomers are esséntjally inactive. The 
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NO WE 


3H-naloxone binding We Bbserved was stereospecific. 
Stereospecific binding of ?H-opiates'to brain mem- 
branes was also identified by Terenius (3) and Simon 
and associates (4); however, stereospecificity is a nec- 


. essary but not sufficient criterion. Most biological and 


many synthetic membranes have geometrical symme- 


try and might interact stereospecifically with drugs. 
Thus the stereospecific binding of ?H-levorphanol to 
mouse‘brain homogenates identified by Goldstein and 
associates (5) was subsequently shown to involve ce- 
rebroside lipids (6). Abood and Hoss (7) found that 
numerous acidic lipids could bind opiates stereo- 
specifically. In our own laboratory completely syn- 
thetic filters were shown to bind radioactive opiates 
stereospecifically, with the (—)-iscmer competing 
more potently than the (--)-1isemer (8). 

To ensure that binding sites for a drug, neurotrans- 
mitter, or hormone involve the biologically meaningful 
receptor, one must obtain more extensive evidence 
than stereospecificity. Ideally, one would like to com- 
pare biological and binding potencies in the same tis- 
sue preparation. This is not feasible in the brain, where 
there are no biochemical measures for monitoring 


. analgesia and euphoria. In the periphery certain phar- 


macological actions of opiates involve sites similar to 
opiate receptors of the brain. Opiates inhibit electrical- 
ly induced contractions of smooth muscle-nerve 
plexes as in the guinea pig ileum and mouse vas def- 
erens (9, 10). The relative potencies of opiates in medi- 
ating these effects parallel their analgesic actions, and 
the effects of opiates are blocked by conventional nar- 
cotic antagonists. We therefore identified ?H-opiate 
binding sites in membranes of guinea pig intestine 
whose properties closely resembled those of binding 
sites in the brain (2, 11). The ability of opiate agonists 
and antagonists to compete for the binding sites close- 
ly paralleled their pharmacological actions monitored 
in the same tissue preparation (10, 11). This type of 
evidence ensured that the binding sites represented the 
pharmacologically relevant opiate receptors. 


DIFFERENTIATION OF AGONIST AND 
ANTAGONISTS 


An important goal in drug development has been the 
production of a nonaddicting or relatively non- 
addicting opiate. In addition to psychiatric uses, such 
an agent would ease the plight of the many individuals 
afflicted with chronic severe pain for which addictive 
drugs cannot be prescribed (e.g., migraine, back and 
neck pain, and the various neuralgias). The search for 
such a drug seemed for many years like the alchemists’ 


.quest for synthetic gold. An important breakthrough in 
' this search came in 1954 when Lasagna and Beech- 


er (12) observed that the opiate antagonist nalorphine 


.Was a potent analgesic., Not only could nalorphine re- 
‘lieve pain, but it-appeared to be nonaddicting in hu- 


mans and ‘animals. It was as if the agonist property of 


the drug relieved_pain while the antagonist features 


» 
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blocked addictive propensities. Nalorphine could no T 
be used in the routine treatment of pain because ther- 
apeutic doses caused patients to experience dysphori 
and even psychotomimetic effects. Such psycHologic 
symptoms are not produced by pure opiate aggnists. 
The psychotomimetic effects of nalorphine apparently _ 
involve opiate receptors, since these are ‘receptors i 
blocked by the pure antagonist naloxone, indicating a i 
link between some opiate receptors and eretional reg- 
ulation. 

The identification of nalorphine’s analgesic effect 
prompted drug companies to search for safer agents , 
with similar properties. Drugs with variable propor- 
tions of agonist and antagonist effects were developed. 
The only one presently on the market in the United 
States 1s pentazocine (Talwin). Although pentazocine 
does elicit dysphoric and psychotomimetic reactions 
in high doses, one can obtain analgesia free from side 
effects in lower doses. Other effective mixed agonist- 
antagonist opiates not yet marketed in the United 
States include butorphanol, nalbuphine, and buprenor- 
phine. Because pentazocine, butorphanol, and nalbu- 
phine cause psychotomimetic effects and fail to sup- 
press morphine withdrawal, Martin and his collabora- 
tors (13) have suggested that they may act at opiate 
receptors distinct from those mediating the classic ef- 
fects of morphine. Buprenorphine, although a mixed 
agonist-antagonist, does not elicit psychotomimetic ef- 
fects and therefore presumably acts at the same sites 
as morphine as a "partial agonist’ (14). Although 
pharmacological evidence for a heterogeneity of opiate 
receptors is available in intact animals and man (13) as 
well as in smooth muscle preparations (15), it has not 
yet been possible to identify populations of binding 
sites corresponding to the different pharmacological 
actions of the drugs. Conceivably the different effects 
of various drugs involve variations in the “‘second 
messenger'' part of the receptor rather than its recog- 
nition or binding site. 

One aim of opiate receptor research was to dif- 
ferentiate binding interactions of agonists, antagonists, 
and mixed drugs. In initial binding studies with buffer 
solutions that lack metal tons, we found no difference 
between matching pairs of agonists and antagonists in 
affinities for *H-naloxone binding sites or in the slopes 
of displacement curves, and metal ions did not reduce 
binding of ?H-naloxone (16), although binding of the 
agonist ?H-etorphine was lowered by sodium (3). Low 
concentrations of sodium added to incubation media 
dramatically differentiated agonists and antagonists. 
Binding of ?H-antagonists was enhanced up to 60% 
while the binding of ?H-agonists was decreased to lev- 
els only one-fifth of those in the absence of so- 
dium (17). Binding of the pure antagonist naloxene 
was enhanced more than that of antagonists with some 
agonist activity, such as nalorphine and levallgrphan. 
The effect was potent, occurring with 1 mM sodium, 
and selective, being manifested to a limited extent by 
lithium but not at all bv other monovalent cationXsuch + 
as potassium, cesium, and rubidium. Nm 
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ir To assess the effect of sodium on receptor inter- 
actions of nonradioactive drugs, we evaluated the abil- 
ty of tef: drugs to inhibit the binding of 3H-naloxone in 
. Xhe pre ence and absence of sodium. Opiate agonists 
becanfe 12-60 times weaker in inhibiting *H-naloxone 
bindin 3 when sodium was added to incubation media, 
while pure, antagonists such as naloxone were just as 
‘potent in tHe presence or absence of sodium (17). An- 
tagonists «ontaminated with some agonist activity 
such as nalorphine became about 2 times weaker in the 
sresence of sodium, while the mixed agonist-antago- 

. nists, which are potentially less addicting analgesics, 
became 3-7 times weaker in the presence of so- 
dium (17). This sodium index for drugs is now used 
routinely by pharmaceutical concerns in screening po- 
tential new analgesics. . 
In addition to its practical applications, the unique 
effect of sodium on the opiate receptor has theoretical 
ramifications. It suggests a model for how opiate-like 
agents might interact with receptor sites. Pharmacolo- 
gists had been puzzled for years as to the nature of 
agonist and antagonist properties of drugs. The influ- 
ence of sodium suggested that the opiate receptor may 
exist in two distinct but interconvertible states, re- 
e spectively binding agonists and antagonists preferen- 
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tially. Agonist effects of drugs occur only when the’ 


* drug or neurotransmitter interacts with the agonist 

state of the receptor. An antagonist possesses its 

| unique pharmacological.properties because it binds to 
z the antagonist state, altering the equilibrium between 
the two conformations of the receptor and making few- 

| er agonist states available for the oncoming agonist. 
One of the central mysteries of neurobiology is how 
recognition of a neurotransmitter or drug is translated 

to a change in ion permeability. According to this mod- 


el one assumes that the ion whose conductance is . 


changed in synaptic transmission (sodium in the case 
of the opiate receptor) binds preferentially to one of 
the two states of the receptor. The tight binding of so- 
_ dium to the antagonist State of the opiate receptor 
would be “loosened up” by the approaching neuro- 
transmitter or agonist drug, which would alter the 
membrane's permeability to sodium ion. Direct neu- 
rophysiological studies support this model of the 
opiate receptor. Zieglgansberger and Bayerl (18) have 

| Observed that certain synaptic effects of opiates and 
opicid peptides are mediated by alterations in sodium 
conductance at synaptic membranes. 

The two-state model of receptors may hold for sev- 
eral neurotransmitter receptors. Direct evidence for 
distinct receptor states preferentially binding agonists 
and antagonists, respectively, exists for the sero- 
tonin (19, dopamine (20), and a-norepinephrine (21) 
reeeptors. 

. The glycine receptor represents another example of 

' e Alk between transmitter binding and altered ion per- 
megbility. Glycine is the major inhibitory neurotrans- 
mitter in the brainstem and spinal cord and causes syn- 


, -8ptip hyperpolarization by increasing chloride per- 
gt Spei. The relative ability of a series of anions to 
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mimic chloride's effects néurophysiologically at the 
glycine receptof parallels their influences on the bind- 


ing of strychnine to glycine receptor sites (22). 


IDENTIFYING AN ENDOGENOUS MORPHINE-LIKE - 
SUBSTANCE IN THE BRAIN 


The dramatic properties of the opiate receptor re- - 
semble features of many neurotransmitter receptors. 
What may be the normal function of this binding site? 
Man was not born with morphine in him. Could'the 
brain contain an endogenous morphine-like sub- 
stance? Earlier evidence from neurophystological 
studies had suggested the existence of endogenous 
opiate-like substances. Electrical stimulation in the 
central grey area of the brainstem can elicit anal- 
gesia (23). Remarkably, the relief of pain elicited bv 
this stimulation is blocked at least in part by nalox- 
one (24). 

Two approaches were taken in a search for a pos- 
sible morphine-like factor in the brain. Hughes (25) 
screened for the ability of brain extracts to mimic mor- 
phine's influence on smooth muscle preparations such 
as the mouse vas deferens and the guinea pig ileum. 


After he demonstrated that morphine-like activity in 


brain extracts could be selectively blocked by nalox- 
one, he proceeded to purify the active factor (25). In 
our own laboratory (26) and that of Terenius (27) brain 
extracts were examined for their ability to compete for 
opiate receptor binding. Specificity of these influences 
was established by showing that the marked regional 
variations in opiate receptor density were paralleled by 
similar variations in the concentration of the mor- 
phine-like substance (26). Hughes and associates (28) 
Isolated the substance from pig brain and showed it to 
consist of two pentapeptides that differed only in their 
carboxyl amino acid. These two peptides were chris- 
tened methionine enkephalin (Met-enkephalin) (tyro- 
sine-glycine-glycine-phenylalanine-methionine) and 
leucine enkephalin (Leu-enkephalin) (tyrosine-gly- 
cine-glycine-phenylalanine-leucine). Using a very dif- 
ferent assay procedure, we isolated the same two pen- 
tapeptides from calf brain (29), confirming the findings 
of Hughes and associates (28). Whereas Hughes and as- 
sociates (28) found 4 times more Met-enkephalin than 
Leu-enkephalin in pig brain, we (29) found that the ra- 
tio was reversed in calf brain; this discrepancy has 
been subsequently confirmed by specific radioimmu- 
noassay. 

Once the amino acid sequence of enkephalin was 
known, it became evident that the amino acid se- 
quence of Met-enkephalin was contained within that of 
a peptide made up of 91 amino acids and isolated 10 
years earlier from the pituitary by Li (30), who called ' 
it 8-lipotropin. Might any fragments of B-lipotropin in 
the pituitary gland possess opiate-like activity? Even: 
before identification of the enkephalin structure, Gold... 
stein and collaborators (31) had npted that crude pituiz X 
tary extracts mimicked He FD ` mfluence on 
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smooth muscle. Several pom showed that a variety 
of lipotropin fragments beginning with the Met-en- 
kephalin sequence did possess opiate activity (32-34). 
The most potent of these is 8-endorphin, the terminal 


. 31 amino acids of £-lipotropin. 8-Endorphin appears 
te account for virtually all the opiate-like activity of 


the pituitary gland, which is TRE Y devoid of en- 
kephalin. (35). 

What might be the function of 8- endorphin? Itis not 
the source of brain enkephalin, since removal of the 
pituitary for prolonged periods fails to alter brain con- 
tent of enkephalin (36). Because circulating levels of 
B-endorphin have been detected (37), it is likely that £- 
endorphin is a pituitary hormone that is released into 
the blood. Although intravenously administered £- 
endorphin can elicit analgesia (38), doses required for 
analgesia and attendant blood levels are much higher 
than would occur after release from the pituitary. Thus 
circulating 8-endorphin is unlikely to affect the brain 
and participate in central processes regulated at opiate 
receptors. Instead 8-endorphin may act at some as vet 
unidentified peripheral target organ. Its opiate-like ef- 
fects may be an epiphenomenon that facilitated its dis- 
covery. A circulating opiate-like substance, referred to 
as anodynin, may be related to or identical with B- 
endorphin (39). 8-Endorphin presumably derives bv 
cleavage from f-lipotropin. Recent studies of the bio- 
synthesis of adrenocorticotropin (ACTH) have dem- 
onstrated a remarkable link to 8-endorphin. ACTH 
contains 39 amino acids and has a molecular weight of 
about 4,000. It is synthesized by cleavage from a large 
precursor peptide (molecular weight, 31,000), which is 
referred to as 31 kACTH or “‘big ACTH.” Recently 
big ACTH has been shown to contain as part of its 
amino acid composition the entire sequences of B-lipo- 
tropin as well as ACTH (40, 41). Thus 8-endorphin 
and ACTH are part of the same precursor molecule. 
This finding coincides with independent observations 
that ACTH, £-lipotropin, and 8-endorphin are stored 
in the same cells, which are highly concentrated in the 
intermediate and anterior lobes of the pituitary 
gland (42, 43). Moreover, following experimental 
stress B-endorphin and ACTH are released into the 
circulation in parallel (37). 


MAPPING THE BRAIN FOR OPIATE RECEPTORS. 
AND ENKEPHALIN 


A variety of evidence indicates that enkephalin is 
probably a neurotransmitter or neuromodulator of 
synaptic function. It is released in a calcium- depen- 
dent fashion following depolarization of brain or in- 
testinal tissue (44, 45), and, most importantly, it is lo- 
^^calized to specific groups of neurons. Elucidating in 
detail the functions of enkepaalin in the brain has de- 
' » pended on its localization at a microscopic level by im- 
DARE DERE techniques (46-49). Prior to the 


ma identification of en phalin, opiate receptors had been 
if 


mapped microscopically by autoradiographic proce- 
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TABLE 1 af 
Localization and Possible Function of Opiate Receptors* e- 






- Functiong Influenced , 


Location by Opiates l 
Spinal cord j 
Laminae I and II Pain perception in ody 
Brainstem . i 
Substantia gelatinosa of spinal tract Pain perception in aead 
of caudal trigeminal zs 
Nucleus of solitary tract, nucleus Vagal reflexes, respiratory 
commissuralis, nucleus ambiguus depression, cough 


suppression, orthostatid 
hypotension, inhibition 
of gastric secretion 


Area postrema Nausea and vomiting 
Locus coeruleus Euphoria 
Habenula-interpeduncular nucleus- — Limbic, emotional effects, 
fasciculus retroflexus euphoria 
Pretectal area (medial and lateral Miosis 
optic nuclei) 
Superior colliculus Miosis " 
Ventral nucleus of lateral geniculate — Miosis . 
Dorsal, lateral, medial terminal Endocrine effects through 
nuclei of accessory optic pathway light modulation 
Dorsal cochlear nucleus Unknown ' 
Parabrachial nucleus Euphoria in a link to locus 
coeruleus 
Diencephalon 
Infundibulum ADH secretion " 
Lateral part of medial thalamic Pain perception 
nucleus, internal and external à 


thalamic laminae, intralaminar 
(centromedian) nuclei, 
periventricular nucleus of 
thalamus 
Telencephalon 
Amygdala Emotional effects 
Caudate, putamen, globus pallidus, Motor rigidity 
nucleus accumbens 
Subfornical organ Hormonal effects 
Interstitial nucleus of striaterminalis Emotional effects 


*Data are summarized from Pert and associates (50) and Atweh and Ku- 
har Gro 


dures (50-54), and the maps of opiate receptors and 
enkephalin tend to coincide (table 1). 

Analgesia induced by opiates is, in part, mediated at ' 
a supraspinal level unrelated to alterations in pain 
threshold. Thus some patients treated with opiates will 
comment, '"The pain is still there but it doesn't bother 

e.” Opiates do, in addition, increase the threshold to 
pain and can elicit analgesia at a spinal level in animals 
whose brain and spinal cord have been surgically sepa- 
rated (55). The first way station in the spinal cord for 
integrating information about pain occurs in the dorsal 
grey matter in layers 1 and 2, the substantia gelatinosa. 
In the spinal cord both opiate receptors and enkepha- 
lin are highly concentrated in the substantia gelatinosa 
area (46-51). At this site enkephalin ts contained in 
small interneurons whose cell bodies, axons, and termi- 
nals all are. present within the substantia gelatinosa. 

Opiate receptors in the dorsal spinal cord agpear to 
be located in large part on the nerve terminals of 
sensory. neurons, since cutting the dorsal root,, which 


elicits a degeneration of sensory nerve endings «n the. 
spinal cord, results in a decrease in the numb oom 


* 
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piate receptors in the dorsal cord (56). This finding 
suggests that the enkephalin neurons synapse upon 
epiate ceptors located on the nerve endings of cer- 
ain seyisory neurons. The transmitters of sensory neu- 
which convey information about touch, pres- 
sure, and pain, are excitatory. Thus one would expect 
opiates or.enkephalin to diminish pain by reducing the 
release of the pain-specific sensory transmitter. 

What ae possible candidates for sensory trans- 
Jmnitters? Large myelinated sensory fibers convey infor- 
"mation about touch and pressure and may utilize glu- 

« tamic acid as their transmitter substance. Pain sensa- 
tion is conveyed by thin, unmyelinated fibers whose 
transmitters may include the peptides substance P (57) 
and somatostatin (58) and terminate in the dorsal cord 
in the same locations as enkephalin neurons (59). Re- 
cently Jessell and Iversen (60) developed techniques 

. to monitor direct release of substance P by depolariza- 
b- tion of slices of the substantia gelatinosa of the spinal 
nucleus of the trigeminal in the brainstem, which Is 
analogous to the substantia gelatinosa of the spinal 
cord. Opiates and opioid peptides inhibit the depolar- 
ization-induced release of substance P from these 
slices in a stereospecific fashion that is blocked by 
ə naloxone. Thus a simple model to explain the in- 
volvement of enkephalin and opiate receptors in the 
modulation of pain perception at the spinal cord level 
is the proposal that through synapses upon nerve end- 
ings of substance P-containing sensory neurons, en- 

uu kephalins reduce the release of substance P. 

Other localizations of opiate receptors and enkepha- 
lin can explain various pharmacological actions of 
opiates. Opiates depress a number of visceral reflexes. 
They are particularly effective in depressing respira- 
tion, an action that accounts for many deaths from 
opiate overdose. In the brainstem many visceral re- 
flexes are regulated in such vagal nuclei as the nucleus 
of the solitary tract, the nucleus commissuralis, and 
the nucleus ambiguus. These nuclei contain extremely 
high concentrations of both enkephalin and opiate re- 
ceptors. As in the spinal cord, opiate receptors in the 
vagal nuclei of the brainstem are located presynapti- 

| cally, since cutting the vagus nerve in the neck abol- 
H ishes opiate receptors in these nuclei (52). 

A prominent action of opiates is their ability to elicit 
euphoria. Several opiate-receptor-rich locations in the 
brain are candidates for the site where these effects are 

: mediated. The locus coeruleus is a small nucleus tn the 
brainstem containing only 1,400 cells, virtually all of 
which contain norepinephrine. Norepinephrine cells 
from the locus project to many regions of the brain and 
may be involved in positive affective states, since self- 
stimulation can be elicited in rats via electrodes placed 
im the locus coeruleus. The locus coeruleus contains a 

. dense concentration of opiate receptors and enkepha- 

o lin: The functional nature of these receptors is in- 
digated by neurophysiological studies in which ion- 
topheretic administration of opiates or enkephalin 

'* slows firing only if the electrodes are placed within the 


C» us coeruleus itself (61, 62). 
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The limbic system may (iso mediate euphorogenic 
actions of opiátes. Gross dissection experiments re- 
veal a high concentration of opiate receptors and en- 
kephalin in most parts of the limbic system. Histo- 
chemical studies reveal the highest density of en-. 
kephalin-containing neuronal fibers and cells in: the 
central nucleus of the amygdala. The stria terminalis, 
a major outflow pathway of the amygdala, is also en- 
riched in enkephalin. Lesion studies reveal the exis- 
tence of an enkephalin-containing pathway whose cell 
bodies are in the central nucleus of the amygdala with 
axons proceeding out into the stria terminalis with at 
least some terminals in the bed nucleus of the stria ter- 
minalis (63). Demonstration of this pathway shows 
that although enkephalin occurs in small interneurons 
in the spinal cord, in other parts of the brain it may be 
present in pathways connecting different brain re- 
gions. 

Another enkephalin-containing pathway involves 
one of the more puzzling localizations of enkephalin. 
The highest density of enkephalin-containing neurons 
in the brain occurs in the globus pallidus. Knife cuts 
separating the caudate nucleus from the globus pal- 
lidus result in a depletion of enkephalin within the 
globus pallidus (64). Selective destruction of neuronal 
cells in the caudate nucleus by microinjections of kain- 
ic acid also depletes enkephalin within the globus pal- 
lidus, establishing that a pathway exists with cell bod- 
ies in the caudate and fibers passing into the globus 
pallidus.! The caudate, putamen, and globus pallidus 
are usually viewed as regulators of motor behavior. 
Dopamine depletion in the caudate nucleus or block- 
ade of dopamine receptors by neuroleptic drugs elicits 
parkinsonian rigidity. High doses of opiates cause ri- 
gidity in animals; however, in clinical use opiates are 
not usually associated with extrapyramidal motor dys- 
function, a puzzling observation considering that the 
globus pallidus contains more enkephalin than any 
other part of the brain. 

The above examples are but a few of the local- 
izations of enkephalin and opiate receptors in the 
brain. By continued detailed mapping of enkephalin 
pathways and their experimental manipulation i: may 
be possible to clarify in detail the behaviors that are 
regulated by these compounds. 

Although enkephalin appears to be the major opioid 
peptide of the brain, B-endorphin and f-lipotropin 
have been detected at levels about one-tenth those of 
the enkephalins. Neuronal systems have been de- 
scribed that appear to contain -endorphin and/or g- 
lipotropin (43, 65, 66). However, since none of these 
antisera are completely specific, it is not yet clear 
whether 8-endorphin, @-lipotropin, or a combination 
of these two are being visualized. In general the 
endorphin-lipotropin neurons are not contained in the” 
same places as enkephalin. For instance, the dorsal 


'Uhl GR, Kuhar MJ, Snyder SH: Enkephalin- -containing pathwax' 
from caudate to globus pallidus in A ii rat (submitted for pub-- 
lication). 
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TM cord and globus paNidus, extremely rich in en- 
kephalin, contain very little 8-endorphin-lipotropin. 
The principal group of 8-endorphin-lipotropin cells oc- 
. curs in the medial and basal hypothalamus with axons 
_ that ascend and descend (65). Some of these neurons 
‘give rise to terminals in the central grey of the brain- 
stem, one of the few areas that contains both enkeph- 
alin and .8-endorphin-lipotropin. Because the distri- 
. butions: of enkephalin and opiate receptors are quite 
similar and different from the distribution of B-endor- 
phin-lipotropin, it is likely that the majority of opiate 
receptors in the brain normally interact with enkephalin 
rather than with 8-endorphin or £-lipotropin. Since 
most of the major sites associated with pain perception 
and emotional regulation contain primarily enkephalin 
and not f-endorphin-lipotropin, enkephalin is prob- 
ably the brain peptide involved in mediating brain 
function typically associated with opiate actions. 


BEHAVIORAL EFFECTS OF ENKEPHALINS 


One of the first questions asked about enkephalin 
was Whether this substance would elicit analgesia. 
Throughout the course of our purification of enkepha- 
lin, samples were screened for their ability to elicit 
analgesia after injection directly into the peri- 
aqueductal grey of rat brain. After a 500-fold purifica- 
tion of enkephalin, selective analgesic effects could be 
demonstrated in these animals and were reversed by 
naloxone (67). Synthetic Met-enkephalin and Leu-en- 
kephalin are quite weak in eliciting analgesia when in- 
jected intraventricularly into rat brain; however, these 
peptides are extremely labile and would probably be 
almost completely destroyed within seconds following 
the injection. Stabilization of enkephalin by sub- 
stituting the glycine in position 2 with a p-alanine in- 
creases analgesic potency 100-fold, although affinity for 
the opiate receptor is not altered markedly (68). Other 
modifications have further stabilized the molecule and 
enhanced receptor affinity so that one enkephalin ana- 
logue, FK-33824, developed by chemists at the Sandoz 
Drug Company, is 30,000 times more effective than en- 
kephalin when administered intraventricularly in mice 
(69). It is 5 times more potent an analgesic than mor- 
phine when injected intravenouslv, and most inter- 
estingly, it is active after oral administration. The de- 
velopment of FK-33824 represents a major achieve- 
ment in peptide chemistry, since common chemical 
wisdom would have argued that peptides are too read- 
ily degraded by proteolytic enzymes and too electrical- 
ly charged to be absorbed from the stomach, escape 
hepatic metabolism, and penetrate into the brain. 

Are opioid peptides addicting? Chronic administra- 
"fion of both enkephalin and g-endorphin elicits toler- 
ance and physical dependence in animals (70-73). The 
enkephalin analogue, FK-33824, also is associated 
“with tolerance and physical dependence as well as 
/cross- DM "dd Apis (69). Whether these 
~ agents: will be gels in humans is a question that 
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can be answered only by direct human studies. A 
In preliminary studies -endorphin has been admfn- 
istered to schizophrenic, depressive, and obsessive 
compulsive neurotic patients (74; N. Kline, 
communication). Several patients reported dr 
improvement with injections of about 10 mg o 
dorphin. Since these studies were not doutlé-blind, 
one must interpret the results with caution: | 
A leucine-containing B-endorphin mgleculehas 2 — 
been reported in the dialysate of schizophrenics under-  : 
going hemodialysis (75; H. Wagemaker, personal : 
communication). Wagemaker and Cade (personal 
communication) reported that repeated hemodialvsis 
increases the degree of clinical improvement in schizo- 
phrenics. Chemical analvsis of dialysates from these 
patients revealed the presence of a peptide whose 
amino acid sequence was established as being identical : 
with that of 8-endorphin except that the methionine in 
position 5 of B-endorphin was replaced by leu- 
cine (75). The findings, if valid, could imply a single 
gene mutation in schizophrenia. However, whether 
schizophrenic and normal individuals differ reliably in 
levels of this substance has not been rigorously estab- 
lished. The small quantities of the substance detected 
and the difficulty in analyzing schizophrenic and nor- 
mal dialysates argue for considerable caution before 
concluding that a specific biochemical abnormality in 
schizophrenia has been demonstrated in these studies. 
The opiate antagonist naloxone is a relatively 
“clean” drug in that it displays few other pharmaco- t 
logical actions. One effect of the drug other than nar- 
cotic blockade is its ability to block synaptic receptors 
for the inhibitory neurotransmitter y-aminobutyric 
acid (GABA) (76). GABA antagonism probably ex- 
plains the convulsant effects of high doses of nalox- 
one. Because of its relative selectivity, naloxone has 
been employed as a tool to determine whether given 
physiological or behavioral events are mediated by en- 
dogenous opioid substances. If an ongoing behavior is 
altered by naloxone, one concludes that endogenous 
opioid substances are involved in the regulation of the ' 
tested behavior. Using this paradigm, Gunne and asso- 
ciates (77) administered naloxone to a small number of 
schizophrenics and reported that it produced a prompt 
reduction in auditory hallucinations. The study was 
not conducted in a double-blind controlled fashion. 
Berger and associates (78) and Emrich and .associ- 
ates (79) suggested a very modest temporary benefi- 










cial effect of naloxone in schizophrenic patients. Both 


of these were double-blind. Numerous other research- 
ers, using controlled experimental conditions, have 
failed to demonstrate a beneficial effect of naloxone or 
the longer acting naltrexone in the treatment of schizo- 
phrenic symptoms (80-83). The ability of naloxone,to 
elevate tension-anxiety scores in normal human sub- 
jects (84) might reflect some role for enkephalin in 
anxiety reduction. Alternatively, behavioral effects of 
naloxone may be unrelated to the opiate receptor but 
derive from other actions such as the demonstqgated . 
blockade by naloxone of GABA receptors (76). is SN 
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Iscovery of specific opiate receptors that can 
ified by chemical binding techniques has per- 
the elucidation of mechanisms whereby the di- 


diated" The identification of the enkephalins has 
shown how opiate receptors are involved in the physi- 
ological medulation of numerous behaviors including 
pain perception and emotional regulation. A spinoff 
from this research has been the discovery of B-endor- 
. phin, an apparent pituitary hormone whose physiologi- 
cal role remains to be clarified: Preliminary clinical 
studies have raised tantalizing possibilities about the 
effects of opioid peptides, but confirmation in con- 
trolled studies is required before meaningful con- 
clusions can be drawn. 
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`` The author examines the relationship between quality 
of object relations and health on the basis of data from 
a prospective 35-year follow-up of 95 men selected for 
health. Judges blind to other data made independent 
. ratings of physical health at 52, childhood 
environment, psychopathology, and maturity of 
M . defenses. These ratings were highly correlated with 
independent ratings of high school social adjustment, 
adult friendship patterns, marital satisfaction, and 
outcome of children. The author speculates that the 
| capacity for object relations may be a relatively stable 
| dimension of adult personality —a continuum that 
stretches from mature, generative mental health to 
«© "schizophrenia. 


MODERN PSYCHIATRY is confronted with a dilemma: 
Intimate, warm, mutual human relationships are seen 
as a major— perhaps the major—indicator of emotional 
health, but no aspect of human behavior is more sub- 
jectively assessed or less easily measured than obiect 
relations. 

As one solution to the formidable methodological 
problems involved in studying object relations, I have 
used a 35-year prospective follow-up study with mul- 
tiple ratings by independent judges. The use of pro- 
longed follow-up avoided the unreliability that arises 

. from evaluation of subjective variables at one point in 
time, and the use of raters—each blind to the informa- 
tion given the others—avoided the halo effects that can 
plague longitudinal studies. The present report consid- 
ers the relationship of adult friendship patterns, mari- 
tal satisfaction, and the emotional outcome of children 
over 15 to physical health at age 52, childhood envi- 
ronment, adult psychopathology, and maturity of de- 
fenses. It was possible not only to assess the inter- 
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latural History of Male Psychological Health: VI. Correlates of 
uccessful Marriage and Fatherhood 


correlations among these independently rated vwari- 
ables but to exclude childhood socioeconomic status 
as a significant variable in this particular study. 

The results of this work suggest that objective mea- 
sures of good object relations are reliable among rat- 
ers, stable over time, and powerfully correlated with 
alternative measures of mental health and maturity. It 
seems possible that even in a population selected for 
health, the capacity for object relations ‘exists as a 
stable dimension of personality. 


METHOD 


In the late 1930s, an interdisciplinary study was un- 
dertaken using a sample that consisted of 7% of sever- 
al consecutive sophomore classes at a liberal arts col- 
lege (1-3). To be taken into this study, a student had to 
be considered by the health service and the dean’s of- 
fice to be comparatively free of emotional, physical, 
and academic difficulties. In 1966, 102 of the 268 men 
originally selected in 1938 to 1942 were chosen by 
chance for reinterview. Two of these 102 subjects had 
dropped out of the study in college, and 5 had died in 
the intervening 30 years. Between 1968 and 1970 I in- 
terviewed all of the 95 remaining members for 2 hours, 
with the exception of 1 man who died suddenly. Since 
1970, there has been no attrition except by death. At 
the time of the last follow-up questionnaire in 1975, the 
average age of this group was 54 years. 

In their sophomore year, all of these men were stud- 
led by an internist, a physiologist, an anthropologist, a 
psychologist, and a psychiatrist. A home visit was made 
to each subject's parents by a family worker, who also 
interviewed each subject. Over the next 30 years, the 
men were followed both by extensive biennial ques- 
tionnaires and bv a home interview at age 30, 

Over the years many independent ratings, listed be- 
low, have been made by obsegvers blind to other study 
data. 

1. Childhood environment: Two research associ- 
ates, blind to the fate of the men after age 18, rated 
each man on the adequacy of his childhood. Data used — 
included 1) both the psychiatrist's and family worker's 
notes on the boy's reports of his home life, 2) the fam- 
ily worker's interview with the parents in their home, 
and 3) a developmental history obtained by the family, 
worker from the parents. The scgle (reportéd in detail .- 
in reference 3) reflected eigilets of environment, 


0002-953X/78/0006-0653$0.60 © 1978 American Psychiatric Association : ` 653 


: '. MALE PSYCHOLOGICAL HEALTH 





.* 
4. ` * 

retrospectively assessed at age 18. Rater reliability 
was .71. x 

Two facets of the 20-point scale were the mother- 
child and the father-child relationships. Did these 
dyads seem warm, encouraging, and conducive to 
beth autonomy and self-esteem? A third facet reflect- 


te ed whether the man had done well in high school, ath- 


letically and socially as well as academically. 

2. Social class of each participant in college was 
rated: the range was blue collar, middle, upper middle, 
and upper. This rating was based on the parents’ edu- 
cation, father’s occupation, family’s social standing, 
and presence or absence of private education (1). 

3. The adult adjustment score was an objective defi- 
nition of mental health. A rater, blind to ail the other 
assessments, scored each surviving man ai age 47 on 
32 relatively objective items reflecting carzer, social, 
and psychological adjustmen:, and subjective medical 
adjustment. The scale is described in detail else- 
where (4). On individual items, rater reliability aver- 
aged 85%. 

On the adult adjustment score, 30 men gained credit 
on all but 2 to 6 of the 32 items (they will be referred to 
as "best outcomes"), and 30 men lost credit on 12 to 
28 items (worst outcomes"). 

4. Psychiatric illness, an alternative definition of 
mental health, was a 4-point scale based on the pres- 
ence or absence of the following items in a man's 30- 
year biographical record: 1) hospitalized for an emo- 
tional problem (e.g., alcoholism, conversion reaction), 
2) diagnosed psychiatrically ill by observers other than 
myself, 3) diagnosed psychiatrically ill (e.g., schizoid, 
clinically depressed) by me after a 2-hour interview, 
and 4) complained frequently of excessive anxiety. If 
two or more of these four items were posi-ive, the sub- 
ject was classified as manifesting ''psychiatric ill- 
ness." 

5. Maturity of defenses: Two research associates, 
blind to other data, rated the men at age 47 on the basis 
of their use and nonuse during adult life of 18 common- 
ly described mechanisms of defense (5). Mechanisms 
like projection, acting out, schizoid fantasy, and hvpo- 
chondriasis were called immature; defenses like isola- 
tion, displacement, reaction formation, and repression 
were called neurotic (intermediate); and mechanisms 
like sublimation, suppression, and altruism were 
called mature. On the basis of the relative maturity of 
his dominant defensive style, each man received a nu- 
merical score. The methodology is reported in detail 
elsewhere (6); rater reliability was .72. 

6. Objective physical health reflected the results of 
a recent physical exam (1971-1975) of the men at age 
50-53. Exams were done by internists and scored uni- 
formly by another internist; all were blind to all study 
data. A man's health was scored 1 if completely nor- 
mal, 2 if almost normal, 3 if chronically ill without dis- 
‘ability (e.g., diabetes and treated hypertension), 4 if ill 
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ject rated his marital stability, marital harmony, a 
sexual adjustment on three 1-4-point scales; wives 
rated the same items in 1967 only. These 9 ratings were 
combined to provide an overall scale for magital ad; 
justment. À rating of 1 meant that for 15 years o re 
the subject had sustained a marriage that seemed hap- 
py by all evidence, including self-reports by both hus- 
band and wife. A rating of 2 meant that the marriage 
was intermediate; 3 indicated a marriage ire which di- 
vorce had been ‘‘seriously considered," sexual rela- 
tions were reported ‘‘not as good as wished,” and the 
subject or his wife had expressed chronic dis- 
satisfaction; and 4 meant a divorce without successful 
remarriage over a period of IO years or more. 

8. Object relations were rated on the basis of my 
recent interviews with subjects and my knowledge of 
their full records (but not of any independent ratings). 
A clinical rating of 1 indicated a man who was unusu- 
ally warm and open toward others; a rating of 3 reflect- 
ed consistently ambivalent or distant object relations 
and interview behavior that was relatively fearful and 
distant. 

9. Social adjustment: Six items were extracted from 
the adult adjustment score to provide an indepen- 


dently rated and more objective 6-point scale. These e 


items were objective and subjective evidence of 


friends, pastimes with non-family-members, 10 years * 


of stable marriage, never divorced but not single, fa- 
thered or adopted children. 

10. Children's overall outcome: Two independent 
raters, blind to all data but the men's serial descrip- 
tions of their children's adjustment in the biennial 
questionnaires, rated the two oldest children (average 
age—22 years) of all men with children 15 years old or 
older. They rated each child for overall social adjust- 
ment, emotional adjustment, and the general quality of 
education after high school. These three ratings were 
summed to construct an 18-point scale. In 49 families 
in which both raters had rated each child the ratings 
were averaged: interrater reliability was .78. The 


* 


methodology is reported in detail elsewhere (7). Each ' 


man's closeness to each child was also rated. 

11. Drugs and alcohol use: An independent rater, 
blind to all data but the men's biennial report of alco- 
hol use and other data related to drinking behavior, 
rated each man on his use or abuse of alcohol. This 
rating was combined with each man's own reported 
use of tranquilizers, sleeping pills, and stimulants to 
provide a scale where 1 indicated moderate use of al- 
cohol and no mood-altering drugs; 2 reflected occa- 
sional mood-altering drugs; 3, regular use of mood-al- 
tering drugs for a year or intake of more than 8 ounces 
of alcohol daily for 3 years; and 4, disabling alcohol 
abuse and/or misuse or mood-altering drugs. e 

12. “Oraľ’ behavior: I rated the adult men on the 
number of observed behavioral vignettes that rqfletted, 
pessimism, passivity, self-doubt, fear of sex, suggest- 
ibility, or dependence (see references 3 and 8 for the 


. with irreversible physical disability (e.g., multiple 
^v Sclerosis, uL infarction), and 5 if deceased. 


rationale linking these traits to ‘‘orality’’). The D t L 
7. Maritat ádji : In 1954 and 1967 each sub- : 


. q 
of observed vignettes was summed. LN 
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Adult Adjustment 


Best Worst 
E Outcomes Outcomes 
+ UN m 
á QU ee Significance 

Independent [tems N % N % (analysis) 
Mother dominant in adult 

life 0 0 12 40 p«.00] 
Childhood environment 

below average 2 7 12 40 p«.01 
Excellent ooject relations 

(clinical judgment) 22 73 3 10 p<.001 
Several vignettes 

suggesting emotional 

constriction 4 13 i$ 50 p<.0] 
Several vignettes of 

aggressive behavior 13. 43 2 7 p<.001 
Several vignettes of **oral"' 

behavior 0 0 15 50 p<.001 
Sexual adjustment ‘‘not as 

good as wished’’* 3 17 14 56 p«.0i 
Distant from children* 4 14 14 67 p<.001 
Children’s overall outcome 

poor* 6 24 I2- 67 p<.01 


*In these cells, the N was jess than 30 because respondents had not married, 
had no children, or did not have children older than 15. 


13. Family history of mental illness was assessed on 
a 5-point scale reflecting severity and frequency of 
mental illness in the men's families (3). 


RESULTS 


Good overall adult adjustment was highly correlated 
with good object relations, no matter how they were 
measured. 


Best Versus Worst Outcomes 


Table 1 contrasts those 30 men who were given the 
highest ratings on the adult adjustment scale with 
those 30 men whose overall adult adjustment over 3 
decades was uniformly least successful. Their social 
adjustments were dramatically different. Five times as 
many of the poorly adjusted men had had below aver- 
age childhood environments. Such men were more 
likely to remain dependent on their mothers in adult 
life. Behavioral vignettes of emotional constriction, 
passivity, dependence, and fear of sex were far more 
common among the worst outcomes, whereas overt 
expression of aggression and clinically assessed inter- 
personal warmth characterized the best outcomes. By 
age 47, the best adjusted men accounted for 2 divorces 
and the worst for 16, despite the fact that divorce con- 
tributed onlv 1 point to the 32-point scale by which 


adutt adjustment was assessed. 


Although there was no difference between the two 
outcome groups in terms of family history of mental 


. illness, intelligence, or social class in college, the out- 
ONS e of their children was very different. Twice as 
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TABLE 2 ` 


Correlation of Objective Social Relations at 47 to Various Facets of 
Adjustment 


Social Adjustment 


Grouping 
Highest Lowest E^ 
(N-23)  (N-13 ÁAnalysis* 
Adjustment Variable N % N % Tt» P 
Global variables 
Chronic physical illness I 4 6 46 38 <.001 
Psychiatric illness 3 ll 7 $4 34  Á «.001 
Relatively immature : 
defenses 3 i1 11 85 .66 8 <.001 
Social variables 
Object relations poor 2 7 12 92 .64 <.001 
Ever expressed fear 
of sex 2 7 9 69 48 <.001 
Stints vacation 6 22 11 85 £44  Á «001 
Eschews competitive 
sports ] 4 7 $4 .43  «.001 
Distant from family of 
origin 4 15 5 39 20 <.05 
Distant from own 
children** 3 13 3 S30 41 .001 
Much evidence of ‘‘oral’’ 
behavior l 4 8 62 39 <.001 
Immoderate use of drugs 
or alcohol! 3 11 5 39 23 Á «05 
Social antecedents 
Childhood environment 
poor 2 7 6 46 .34  «.001 
Adolescent social adjust- 
ment poor i 4 8 62 .48 <.00i 
Mother dominant in adult 
life 0 0 7 54 na. <.00! 
Relations with awn 
mother poor 8 30 4 31 «16 n.s. 
Relations with own 
father poor 6 22 8 62 2235 «05 


*Pearson product-moment correlation coefficients were calculated for the en- 
tire sample (N=95). 
**The N for the lowest grouping on this item was 6. 


many of the relatively less well adjusted men had chil- 
dren who dropped out of high school or college, and 
three times as many of the best adjusted men had chil- 
dren who, like their fathers, were admitted to academi- 
cally competitive colleges. (Ability to pay tuition was 
not a major issue.) Seven of the worst outcomes and 
only one of the best outcomes had children with seri- 
ous emotional problems (e.g., psychosis or repeated 
delinquency). Men in the worst outcome group were 
much more likely to be seen as distant from their chil- 
dren. a 


Social Adjustment 


Table 2 presents correlations between objective so- 
cial adjustment at age 47 (whether the men had wiv 
friends, and children) and many other facets of adult 
adjustment. It compares the men who had positive rat- 
ings on all or all but 1 of the 6-item scale of social-ad-: 
justment with the men who bo at both : marriage and. 
friendship. At age 40, all but the 95 men were in : 
good health, but by age 55 t with poor obleci 
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TABLE 3 : 


Relation of Quality of Marriage at 47 to Other Facets of Adjustment 


`- Adjustment Variables N % 
Global variables 
‘Bottom ]/3 adult adjustmeat 2 8 
PRysical health not excellent 6 23 
Psychiatric illness 2 8 
Relatively immature defenses 6 23 
Social variables 
Peor object relations (clinical) 2 8 
Distant from own children** 4 19 
Child's emotional adjustment poor** 7 33 
Children's overall outcome poor 7 39 
Ever expressed fear of sex 0 0 
Several vignettes of passivity 9 35 
Immoderate use of drugs or alcohcl 2 8 
Distant from family of origin 3 12 
Social antecedents 
Mentally ill parent 6 23 
Childhood environment poor 5 19 
Mother dominant in adult life 1 4 


1967 Marital Adjustment 


————————————9  À— e e e: 


Am J Psychiatry 135% une NI T N 
* 





- NO NO ND 
uA 
© 
pm 
© 
LA 
MD 
t2 
tad 
è 


A Oe ODO a a aA NN 
Kho 
c 


inte 
eee 
ON 
ed 


d 

ud CN 

M — 

TO t^ OO I~} CM ~1 A CA OM MD 

Ua 
LA 
O 
O 
- 
Uu 


2 li 


*Pearson product-moment correlation coefficients were calculated for the entire sample (N=95). 
** These cells are based on smaller Ns because some men did not have children or had no children over 15. 


relations had aged most rapidly and almost half were 
chronically physically ill. The men with the best object 
relations showed little evidence of psychopathology, 
and their adaptive style was characterized by suppres- 
sion. In contrast, the men with poor social adjustment 
were overtly depressed and anxious and tended to 
adapt to life with fantasy, projection, and intellectu- 


alization. In only 3 subjects did my own clinical assess- - 


ment of poor object relations differ from that of the 
more objective, if more arbitrary, blind rating. 

Men with poor social adjustments did not know how 
to play: they found sexual expression, games, and va- 
cations equally difficult. These men were distant from 
their wives and friends yet could not easily substitute 
intimacy with either parents or children. As might be 
expected, the men with poor object relations were 
three times as likely to misuse drugs and alcohol and 
far more likely to exhibit the oral traits of passivity, 
pessimism, and dependence. In contrast, men whose 
social adjustments were excellent were close to their 
parents and their children. 

Among the antecedents of poor adult midlife social 
adjustment at 50 were a cold childhood environment, 
mentally ill parents (but,not other relatives), poor ado- 
lescent social adjustment, prolonged maternal depen- 
dence, and being an only or oldest child. Quality of 
fathering (retrospectively assessed at age 18) seemed 

jore powerfully correlated with midlife object rela- 
tions than did quality of mothering. 


‘Marital Adjustment 


ci u From the vantag point of 25 years of prospective 
follow-up, table 3 edlprffes the men's contrasting mar- 
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ital adjustments. The first column presents data on 26 
men who continued to enjoy a good first marriage, as 
evidenced by both their own and their wives' objective 
reports of stable marriage, enjoyable sexual adjust- 
ment, and never having considered separation. After 
20-30 vears such judgments were confirmed by the 
subject's comments in interviews or on questionnaires 
such as ''Ours has been a wonderful marriage"; ‘‘Jill 
and I are as close as two can be. . . enjoying lots of 
time together"; ‘‘Our marriage improves year by year. 
I do not know how I could have chosen so well or been 
so lucky." The second column describes the group 





whose marriages after 20 years were unstable and un- | 


happy in their own judgments and those of their wives. 
Subjective statements like ‘‘Our marriage has deterio- 
rated’’; ‘‘Divorce is pretty unthinkable, so we grin and 
bear it^; ‘“The marriage is stable if you will accept that 
it is held together as much by decision as by desire” 
supported the statistical dichotomy. The third group 
consists of men whose first marriages ended in di- 
vorce. 

Psychiatric illness (whether measured by immature, 
maladaptive defenses, psychiatric diagnosis or poor 
adult adjustment) seemed incompatible with success- 
ful marriage. Indeed, as indices of psychopathology, 
the variables of poor marriage and diagnosed psychiat- 
ric illness were almost interchangeable. Both variables 
were powerfully correlated with poor behavioral ad- 
justment and with poor subsequent physical health, 
Among the neurotic (intermediate) defenses, réaction 
formation was most often associated with poor mar- 
riages and dissociation (neurotic denial) with good 
marriages. 

There seemed to be little difference between 
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ho endured poor marriages and those who sought di- 
vórce. However, passivity, mature defenses, and fre- 
. quent church attendance were strongly associated 
"with uphappy marriages that survived. In contrast, 
i Meho terminated their unhappy marriages were 
more likely in young adulthood to have remained de- 
pendefft ‘on their mothers and at 50 to have drifted 
away from their families of origin as well as from their 
wives. Heavy alcohol use seemed less strongly corre- 
lated with barren friendship patterns (r=.23) than un- 
~ {table marriages (r=.41). Surprisingly, the quality of 
os “marriage (r=.07) was a much less powerful predictor 
| of the outcome of children than were the men's friend- 
ship patterns (r=.48) and their overall mental health 
(r=.36). 
History of a mentally ill parent was correlated with 
' poor marital outcome. This was probably mediated 
both by the fact that mentally ill mothers tended to 
remain dominant in their sons’ lives into early adult- 
hood and by the fact that mentally ill fathers tended to 
be alcoholic, which was associated with alcoholism in 
their sons, which in turn interfered with successful 
marriage. Of great interest was the fact that poor child- 
hood environment was not a significant predictor of a 
. poor marriage (r=.18), although it did predict poor ob- 
ject relations (r=.34). In many men marriage served as 
- a means of mastering unhappy childhoods (7). 
Surprisingly, the men who reported the happiest 
sexual adjustment were much more likely to be obses- 
sive-compulsive and to be abstemious in their use of 
mood-altering drugs. They were much less likely to be 
chronically depressed or to manifest traits of passive- 
dependence and self-doubt. Contrary to psycho- 
analytic theory, marital sexual adjustment seemed rel- 
atively independent of childhood environment and of 
maturity of defenses. Perhaps, like Hope in Pandora’s 
box, enjoyable sex is a redeeming feature in the lives 
of individuals with character disorders. 
The 26 “‘best”’ and the 18 “poor” marriages in table 
' 3 were prospectively followed for 5 additional years, 
` as were the second marriages of the divorced men who 
had been remarried for at least 5 years. All but 1 of the 
26 best marriages remained excellent. Four of the 18 
poor marriages ended in divorce, and only 4 im- 
proved—none moved into the ‘‘best’’ category. The 
most interesting finding was that 8 of the 13 second 
marriages also ended in divorce, underscoring the fact 
that divorce, however understandable it may be in an 
individual case, provides a statistical indicator of im- 
paired capacity for object relations. 


ia 
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Outcome of Children 


lable 4 contrasts the fathers of young adults who 
seemed to be making stable social and emotional ad- 
justfhegts with those fathers whose adolescent and 
young adult children were most unhappily adjusted. In 
spite of the fact that many factors other than the men- 

* tal health of the father affect the outcome of young 
"f Ped gius, the fathers’ overall mental health—whether 
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TABLE 4 ` 
Relation of Subjecte’ Children's Outcome to Facets of Subjects’ Own 


Adjustment 


s 
" 


Children's Outcome 


Best Worst . 
(N=22) (N=26) Analysis*- 
Adjustment Variable N % N % r + „P, 
Global variables id 
Bottom 1/3 aduit 
adjustment 3 {4 12 46 .36 .01 
Psychiatric illness 
present I 5 10 39 3I p<.0l 
Relatively mature 
defenses 12 55 3 32 29 n.s. 


Social! variables 


Social adjustment poor 1 5 3-2 4 — p«.0l 
Good object relations 

(clinical) 16 73 5 19 48 p<.00l 
Little evidence of 

oral” behavior 13. 59 7 27 d» peus 

Distant from own 

children 2 9 15 58 57  p«.001 

Social antecedents 

Own childhood 

environment 200d 8 36 3 32 0 ns. 
Relations with own 

father good 11] 50 5 19 25 | p«.05 
High school sccial 

adjustment good 8 36 3 4 29 p«.05 
Mentally ill parent 9 4) 9 34 -.0 n.s. 
Strong family h:story 

of mental illness S. x9 5 ]8 .00 n.s. 


*Pearson product-moment correlation coefficients were calculated for the en- 
tire sample. 


measured by overt adjustment, defensive style, or psy- 
chopathology— predicted extremes in their children's 
outcome. Similarly, whether a subject's poor capacity 
for object relations was assessed clinically, by “‘oral’’ 
behavior traits, or by distance from children, it still 
powerfully predicted impaired outcome in his chil- 
dren. However, the only precollege predictor of good 
fathering (besides good object relations in adoles- 
cence) was a warm relationship between the men and 
their own fathers. À strong history of family mental 
illness, a mentally ill parent, and a poor mother-child 
relationship did not correlate in this study with raising 
poorly adjusted children. 


Mental Health and Object Relations 


Table 5 reviews the powerful intercorrelations be- 
tween variables reflecting facets of object relations and 
variables reflecting other facets of mental and physical 
health. As indices of mental health, the two dimen- 
sions arbeiten and lieben seem highly correlated, and 
the data in table 5 suggest that mental health and ob- 
ject relations are nearly synonymous. Many of the 
variables are admittedly subjective; love does not lend 
itself to precise measurement. However, since 'dif-' 
ferent blind raters assessed ęaçh variable; such sub-. 
jectivity should reduce, not strengthen, the statistical 
correlations observed. VL 
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Relationship Between All Facets of Object Relationships and Adult Health* | ü 
1974 Physical Career Psychological Maturity of ec 
, Health Adjustment Adjustment Defegses Ed 
' . Object Relations Variable r p r p r p r P 
Childhood environment 33 .001 02 n.s. 42 .001 27 * ns 
5 High school social adjustment 34 .001 16 n.s. :32 .01 Viy ns. 
b . Object relations (clinical) 51 .001 36 .001 56 .001 .60 01 |" 
- Social adjustment .38 .001 37 .001 .45 .001 .66 * .001 : 
1967 marital adjustment 23 .05 .29 .01 .42 .001 . 56 .001 
Distant from own children 43 01 AS 001 50 001 57 Ol." 
Happiness** 25 05 37 001 56 001 52 ^ oof 
"Oral" behavior 35 .001 .56 .001 56 .001 .51 .001 k 
Alcohol/mood-altering drugs .29 .01 28 .01 .50 .001 .42 .01 
Social supports at 47*** .26 .05 .19 n.s. .42 .001 .60 .001 
Social class in college .01 n.s. ~ Q1 n.s. .07 n.s. —.17 n.s. 


*Career adjustment was based on income, promotions, whether the individual was in Who's Who, career satisfaction, social mobility, and public service (see 
reference 4). Fsychological adjustment was based on vacations, job enjoyment, psychiatric visits or hospitalization or diagnosis, and heavy drug use or alcoho} .  * 
abuse (see reference 4). 

**Happiness was defined as a scale including subjective satisfaction with marriage, health, job, and at age 47 seeing ages 40-47 as happiest period of life. 
***Social supports included stable marriage, church attendance, competitive sports, content with political and social status quo (see reference 9). 


DISCUSSION family of origin, 2) intimacy, 3) career consolidation, 
and 4) generativity (7). As suggested by table 3, the 
There are several methodological limitations in the unhappily married men were the most delayed in es- 
work reported in this paper. First, the research sample tablishing independence from their own mothers. Thee 
is very limited. It is always necessary to hold as many men whose marriages had not fared well were also sta- 
variables constant as is practical, and in this case tistically less likely to have married between the ages 
doing so led to a sample that is small, male, and from of 23 and 29—approximately the years Erikson cites 
an intellectually ambitious, highly educated segment for establishing intimacy. 
of society. It was reassuring, however, that broad dif- Men who, in Erikson's terms, had become most 
ferences in social class prior to college did not affect generative, i.e., were most truly responsible for other 
any of the outcome variables (table 5). Currently, I am adults, enjoyed their work, and helped others to grow, 
applying the hypotheses generated by this paper to a were also the men who had best mastered issues of 


35-year follow-up of 500 underprivileged, underedu- intimacy at an earlier period and maintained stable 
cated youths, prospectively followed since junior high first marriages. Indeed, contrary to popular prejudice, 
school. career success (career consolidation) and closeness to 

Second, the sample was derived from a single point children were significantly correlated (table 5). 
in history. Longitudinal research suggests that in our In contrast, 27 of the 30 men whose adult adjust- 


culture marriage is a less powerful predictor of mental ments were poorest failed to achieve generativity. By 
health in women than in men, and in ensuing decades this I mean that they gave little of themselves or their ' 
and in other cultures marriage may not be an important incomes to charity; they tended to work at jobs where 
predictor at all. they were principally responsible only for themselves. 
Third, the methodology depended heavily upon the Many of these men had often not yet reached a point 
men's own reports of their marriages and children, and where they felt good about their own career compe- 


their own bias naturally colored the findings. Obvious- tence, and among these 30 worst outcomes there were 
ly, personal interview of the subjects’ children and 7 men who failed to achieve real intimacy or career 
wives would Have been preferable. Nevertheless, consolidation or generativity (7). In many ways such 
: long-term prospective follow-up is a powerful research men were like ‘‘latency boys’? grown up. Although 
technique. Since each marriage and each child was fol- none had opted for a homosexual adjustment, only 1 of 


lowed for two or three decades, concealed truth often them maintaiued a stable marriage. Three of these men 
had a chance to surface. Furthermore, objective items had had children, but only 1 assumed responsibility for 
like the children's high school or college dropout rates his adolescent children. Although they were hard- 
and the concrete fact of divorce served as checks of | working and required little in the way of psvchiatric 
the men's honesty. treatment, all but 2 remained unusually dependent«on 
One means of integrating the mass of data in this their mothers, all persisted in using immature defense 
paper is to observe that object relations are closely mechanisms, and all were without friends. , ° . 
‘correlated with maturity—hardly a new idea, but one A second means of integrating the data is to suggest 
. that has rarely been dogumented. In this culture one that the capacity for object relations exists as an auton- 
‘++ may conceptualize adult male maturation as the se- | omous personality dimension, akin to intelligence or * 
quential AE 1) an identity separate from musical talent. Just as intelligence can be crudely meny ~ 
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ured by the subtests of the Wechsler Adult In- 
elligence Scale or ability in track can be assessed 
[es the subtests of the decathalon, the capacity 
Or object relations mav be measurable through objec- 
th f= iwngitudinal assessment. Such a hypothesis 1 is con- 
stent*with the uniform intercorrelations in table 5. 
UÉ loVing were as homogeneous a capacity as eating, 
one might suppose that men who were not close to 
their wives or friends could substitute their siblings or 
their children. Instead. as befits the hypothesis that the 
capacity to love is on a continuum, this was not so. 
. Although such a hypothesis is speculative, it Is inter- 
esting that the same men who were socially successful 
in high school were those who made good marriages, 
retained friends at age 50, and were close to their chil- 
dren. In contrast, men who divorced and were without 
friends in midlife were equally incapable of seeking 
friendship with their children or intimacy from their 
family of origin. The defenses most often used by this 
latter group were schizoid fantasy and projection—the 
same defenses found in more impaired individuals who 
more clearly fall within the schizophrenic diathe- 
sis (10). 
In the men with the worst social adjustments, as in 
eschizoid characters, the continuum of fearfulness ran 
parallel to the inability to love. As college soph- 
° omores, the men with poor social adjustments had 
been more likely to have exhibited a rapid pulse during 
the personal encounter of the physical exam; as adults, 
b 6 under stress they were more likely to say that they felt 
| "nervous." Ten of the 13 men expressed fear of sex; 
this was true of only 2 of the 27 best social outcomes. 
A final means of integrating the data is to underscore 
the finding that the capacity to love was as strongly 
associated with subsequent physical as with mental 
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health. Half of the worst social outcomes but only 1 of 
the best had déveloped a chronic physical illness bv 
age 52, despite the fact that all but 1 had been in good 
physical health at age 40. At some point in their adult 


lives, half of the most socially isolated men but only 2 . 


of the most socially competent men could have been 
called mentally ill and, not surprisingly, the former 
were four times as likely to seek psychiatric- hel Of 
greater import, perhaps, throughout their lives’ the so- 
cially isolated were also far more likely to seek general 
medical attention. Although nonpsychiatric physicians 
may be loath to admit it, they often serve their patiénts 
in the capacity of rent-a-friend, and rather than avoid- 
ing this role, they should perhaps strive to do it well. 
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BY JOHN G. LOONEY, M.D., AND E.K. ERIC GUNDERSON, PH.D. ` 


mm, 
^ 


The validity and usefulness of the diagnostic category 
transient situational disturbance were evaluated by 
studying the course and outcome for 2,078 
hospitalized navai personnel. The condition was found 
to be less severe and disabling than other major 
psychiatric disorders in terms of chronicity, length of 
hospitalization, and disposition. Outcomes in terms of 
rehospitalization rates and work effectiveness also 
were relatively favorable. Based on three or more 
years of follow-up, a substantial proportion of patients 
originally diagnosed as having a transient situational 
disturbance subsequently manifested personality 
disorder problems. The results suggest that clearer 
criteria are needed to define situational disturbances 
operationally and to identify patients with underlying 
personality disorders. 


PATIENTS DIAGNOSED as having transient situational 
disturbances are frequently seen in hospital emergen- 
cy rooms, student health centers, walk-in mental 
health clinics, and other health care facilities providing 
crisis-oriented services. Clinical experience suggests 
that such diagnoses have increased in frequency since 
the introduction of the diagnostic categories ''gross 
stress reaction” and ''adult situational reactions” in 
DSM-I (1). The convergence of two historical trends 
appears to be responsible for this increase. One of 
these trends was the documentation of reactions to se- 
vere wartime stresses during World War II (2) and re- 
actions to catastrophes suffered by the civilian popu- 
lation (3-6). The other trend contributing to the in- 
creased recognition of situational disturbances was the 
evolution of crisis intervention theory and practice (7). 
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DSM-II (8) provided for the diagnosis of situational 
disturbances in terms of several subcategories: adjust- 
ment reactions of infancy, childhood, adolescence, 
adult life, and late life. With further revision of the di- 
agnostic nomenclature now in progress (9), it is timely 
to reconsider the definition and use, as well as the 
course and outcome, of this group of disorders. 

The definition of transient situational disturbances 
in DSM-II involves a number of difficulties. The cate- 
gory is defined as follows: 


This major category is reserved for more or less transient 
disorders of any severity (including those of psychotic 


proportions) that occur in individuals without any appar-. 


ent underlying mental disorders and that represent an 
acute reaction to overwhelming environmental stress. . . . 
If the patient has good adaptive capacity his symptoms 
usually recede as the stress diminishes. If, however, the 
symptoms persist after the stress is removed, the diagno- 
sis of another mental disorder is indicated. (8, p. 48) 


It is apparent that problems arise in the attempt to 
define operationally such descriptors as ‘more or less 
transient," *' 
vironmental stress." However, the most difficult task 
in such cases is to rule out the presence of a more seri- 
ous underlying disorder. The behavior manifested by 
patients with transient situational disturbances may be 
very similar to that seen in more serious disorders, but 
the absence of previous psychopathology, the recogni- 
tion of precipitating events, and the anticipated rapid 


response to reduction of stress presumably determine , 


the diagnosis. 

Thus, with regard to the use of this diagnostic cate- 
gory, the following question needs to be answered: 
Should the diagnosis of transient situational distur- 
bance be given to patients who have at the time of di- 
agnosis a more serious psychiatric disorder? If the an- 
swer to this question is yes, and the more serious dis- 
order is not noted, such patients may fail to receive the 
more extensive treatment needed. Wynne's review of 
the use of this diagnostic category (10, p. 1612) sug- 
gested that the DSM-III guideline that this diagnosis 
not be used in the presence of another underlying men- 
tal disorder was often ignored. In addition, there is a 
large body of literature indicating that great cautton 
should be used in applying this category to disorders of 
youth. 8.7 3 

A spectrum of ideas has evolved with regard to 
whether situational turmoil in young people is'a nor- 
mal aspect of development. At one end of this contin- 


acute reaction,” and **overwhelming en- 
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los (3, 14), and Lindemann (15), who believe that 
ránsient states of significant disturbance are a neces- 
` sary aspect of the developmental process in adolescents 


N and young adults. Anna Freud stated the issue quite 
pes ""Upholding of a steady equilibrium during 


thè adolescent process is, in itself, abnormal" (12). 
Toward fhe other end of this continuum are such au- 
thors as Weiner and Del Gaudio (16), Mead (17, 18), 
Masterson (19-22), Rutier and associates (23), Thom- 
as and Chess (24), Offer (25-29), Grinker (30), and 
32), who feel that the normal development 
of youth is not by definition characterized by serious 
stress. Some of these authors expressed the concern 
that considering emotional upheaval in young people 
as transient and situational may obscure the recogni- 
tion of more serious disorders needing intensive treat- 
ment (16, 19-22, 31). Thomas and Chess noted that 
"^no a priori conclusion can be drawn as to the signifi- 
cance of the presence or absence of adolescent turmoil 
in any specific youngster. Each case has to be eval- 
uated individually and in the perspective of overall be- 
havior and functioning" (24, p. 542). 

Masterson's work (19-22) raises serious questions 
concerning the possible misuse of situational distur- 
bance diagnoses in adolescents. He found that making 
an initial correct diagnosis in a disturbed adolescent 
might be difficult but that little difficulty existed in dis- 
tinguishing between adolescent turmoil and a more se- 
rious illness. A 5-year follow-up of 72 adolescents pre- 
viously seen for ill-defined but serious states of dis- 
tress revealed that 43 developed personality disorders, 
18 schizophrenia, and 11 **character neuroses.’’ More 
recently, Weiner and Del Gaudio (16) used a cumula- 
tive psychiatric case register for Monroe County, New 
York, to follow a cohort of adolescents over a 10-year 
period. Their data confirmed Masterson's finding that 
adolescent symptoms persist and tend to become more 
clearly differentiated over time. They also voiced con- 
cern that clinicians hedge in diagnosing serious adoles- 
cent psychopathology, with an attendant delay in be- 
ginning appropriate treatment. 

With regard to course and outcome for patients diag- 
nosed as having transient situational disturbances, a 
great deal remains to be determined. The natural his- 
tory and prognosis for these disorders must be deter- 
mined by systematic follow-up studies of large sam- 
ples of patients. As Wynne (10, p. 1609) has noted in 
referring to prognosis for these disorders, ''Lacking 
adequate research, psychiatrists still do not know how 
many or what kinds of acute situational disturbances 
turn into chronic psychiatric or medical illnesses or 
contribute to other disabling but undiagnosed prob- 
lems of living.” 

Jn the navel setting it is a common practice to hospi- 


talize patients with transient situational disturbances 
rather than manage them on an outpatient basis, pri- 


marily because of a lack of outpatient psychiatric facil- 
ities and consulting services for remote ships and sta- 
tions. This practice provides a large number of cases 


.with standardized clinical records and the possibility 
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of systematic follow-up. The purpose of this aih to 
examine dispositions and posthospital outcomes fot a 
large sample of young adult men in the U.S. Navy who 
were diagnosed as having transient situational distur- 
bances. The outcomes for this class of disorders will | 
be compared with those for other majer diagnostic cat-' 
egories. 
0-7 
` ,p 


METHOD 


The subjects for the study were 2,078 male Navy 
enlisted personnel hospitalized with diagnoses of tran- 
sient situational disturbance (acute situational malad- 
justment)! during the period 1966-1969.? The subjects 
ranged in age from 17 to 48 (mean- 24.6 years). Indi- 
vidual records of psychiatric hospitalization contain- 
ing demographic and clinical information were ob- 
tained from the Naval Medical Data Services Center, 
Bethesda, Md. Service history information was ob- 
tained from the Bureau of Naval Personnel. Follow-up 
was conducted on all patients returned to military duty 
after hospitalization in order to determine significant 
recurrence of symptoms (rehospitalization) or im- 
paired work effectiveness. 

Posthospital work effectiveness was defined as fol- 
lows: completion of 6 months on active duty after hos- 
pitalization and, if separated from the service after 6 
months, completion of current enlistment with a favor- 
able discharge and a positive recommendation for re- 
enlistment. Noneffectiveness was defined as rehos- 
pitalization for a psychiatric condition, receiving an 
unfavorable discharge (such as unsuitability or bad 
conduct), or receiving a negative recommendation 
about reenlistment because of substandard perform- 
ance. Rehospitalization was treated both as a separate 
criterion and as part of the general effectiveness crite- 
rion. The average length of follow-up was 3 to 4 years. 


RESULTS 
Disposition 


Hospital dispositions indicated that clinicians re- 
garded the prognosis as favorable for this group of pa- 
tients; 90% of the men were returned to military duty. 
In comparison, another study (35) found that 66% of 
patients with neuroses, 41% with personality dis- 
orders, and 27% with psychoses were returned to mili- 
tary duty. The small percentage of men not returned to 


‘Diagnoses of acute situational maladjustment were established us- 
ing the Department of Defense Disease and Injury Codes (33). This 
system was equivalent to that of DSM-I. The corresponding diag- 
nosis in the current International Classification cf Diseases, 8th 
revision (34), which is equivalent to DSM-II, is the general cate- 
gory transient situational disturbance and the specific category 
adult situational reaction. 


primary method of procuring miftary peysonne., The present 
sample therefore represents a reas le approximation of a ran» `- 
domly selected cross-section of young A men aged 18 tp '- 
26. 
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Patients with transient situational disturbance had 
relatively short periods of hospitalization (15 days) 
compared with neurotics (29 days) and psychotics (65 
days) (p<.01, F ratio test). Length of hospitalization in 
the Navy population generally has been found to be 
assesiated with severity of illness (35). 

For this sample of patients it was of interest that the 
clinicians’ use of a secondary psychiatric diagnosis—a 
practice generally inconsistent with the concept of no 
underlying mental disorder—correlated negatively 
with return to duty (r=—.13, p<.001). Multiple, as op- 
posed to single, diagnoses presumably indicated the 
possibility of a more severe condition or uncertainty 
regarding the primary diagnosis. 


Posthospital Outcome 


Of the 1,874 patients returned to duty from the hos- 
pital, 27% were rehospitalized for psychiatric reasons 


within the 3 to 4 years of the follow-up period, includ- : 


ing 9% for neurosis or psychosis: An additional 10% 
were prematurely discharged from the service for ad- 
ministrative reasons (primarily unsuitability attribut- 
able to personality disorder), and 4% were not recom- 
mended for reenlistment because of substandard per- 
formance. The remaining 59% of those returned to 
duty were classified as effective, i.e., they had no fur- 
ther psychiatric hospitalizations and completed their 
military enlistments satisfactorily. 

In order to investigate reasons for rehospitalization, 
the subsequent clinical histories of a random sample of 
100 rehospitalized cases (approximately 20% of the to- 
tal) were examined to determine the diagnoses given 
during the second hospitalization. Of those read- 
mitted, only 2196 again received diagnoses of transient 
situational disturbance. The largest group of read- 
missions was given a diagnosis of personality disorder 
(47%), followed by neuroses, including psycho- 


physiologic disorders (25%), and psychoses (7%). 


DISCUSSION AND CONCLUSIONS 

In this follow-up study of a large sample of young 
men, transient situational disturbance was a less se- 
vere and less disabling condition ir terms of chronicity 
(condition existing prior to service), length of hospital- 
ization, and ability to return to previous job than any 
other psychiatric disorder. The analysis also revealed 
more favorable outcomes in terms of work ef 
fectiveness and avoidance of rehospitalization than 
any major psychiatric group except that of psycho- 
physiologic disorders (36). These results generally 
supported the validity of this diagnostic category and 
were consistent with an expectat:on of favorable out- 
come when the precipitating stresses are removed or 
reduced. . 1 
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Am J Psychiatry m 


| 


. compared with patients in other major diagnostic cate. 
“eories, it was not as high as might be expected from 


the definition of the disorder in DSM-III. The primary.’ 
difficulty appeared to be the presence of undiagnosed’ 


personality disorders in a substantial proportion of cast = 
es with a diagnosis of transient situational distuf- 
bance at first hospitalization. Almost one-half oftnose 
subsequently rehospitalized for psychiatric reasons 
were diagnosed as having personality disorders. Also, 
14% of those returned to military duty after hospital- 


ization for transient situational disturbance sub-* 


sequently were discharged prematurely for administra- 
tive reasons or were not recommended for reenlist- 
ment because of substandard performance. These 
types of behavior problems are usually associated with 
personality disorders. These findings are particularly 
noteworthy because, according to the diagnostic cri- 
teria of DSM-II, personality disorders ''are life-long 
patterns, often recognizable by the time of adoles- 
cence or earlier" (8, p. 41). By definition, therefore, a 
personality disorder existed at the time of first hospi- 
talization for manv of the patients in this study but was 
not diagnosed as such. 

It is our impression that the diagnosis of transient 
situational disturbance.may be made frequently when 
the diagnosis !s unclear. With regard to this circum- 
stance, it seems preferable to indicate that a disorder is 
thought to exist even though its nature is unclear at the 
time of diagnosis. DSM-III, as now proposed, would 
allow the use of two categories to meet this contin- 
gency—atypical psychosis or unspecified mental dis- 
order (not psychotic) (9). 

Although not documented, it was our impression 
that the clinician may at times use this diagnosis to 
avoid stigmatizing the patient when a more serious dis- 
order exists. With regard to this circumstance, it 
seems unlikely that it would be in the patient's interest 
to knowingly and inaccurately substitute a more be- 
nign diagnosis for a more serious one. As other au- 
thors (16, 19-22) have noted, doing so reduces the 
probability of receiving appropriate treatment. 

At present, although the recording of multiple diag- 
noses is generally encouraged in DSM-II to provide 
maximum information about the patient’s condition, 
this practice is precluded by the current definition of 
transient situational disturbance. There should be a 
way to give recognition to concurrent mental disorders 
and to differentiate between the exacerbation of an un- 
derlying disorder and the existence of situational dis- 
turbance as a separate entity. In the future revision of 
this diagnostic category, it should be possible to pro- 
vide operational criteria that define a change in psy- 
chological functioning that is not an exacerbation of 
but may be concurrent with another mental disorder, 
is a reaction to identifiable life stress, is of sucha na- 
ture as to indicate that the individual's adaptive mech- 


anisms are not working properly, and remits when the’ 
Pe. 


stress conditions cease. 
There has been a national trend in recent years to 


give more attention to crisis-related psychological dise ` 
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" ). iufrbances and to provide short-term treatment for less 

"serious disorders. In view of this trend, a diagnostic 

€ ` category recognizing situational determinants and 
transient disturbances seems essential. However, the 

Ngeri study suggests that clearer criteria are needed 
toWefine operationally such conditions and to identify 
patients With underlying personality disorders or other 
concurrent: psychiatric syndromes who may require 
more extensive treatment. 
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The essential aspect in the experience of the 
hypnotized person is the altered or distorted 
perception that is suggested to him. Not all people are 
capable of the experience, but it is possible that 
spontaneous distortions occur in those with high 
hypnotizabilitv. These distortions are frequently 
experienced as frightening symptoms. The author 
draws attention to the similarity between hysterical 
symptoms and events in hypnosis and to the high 
hypnotic responsivity in hysterical subjects reported in 
the clinical literature of the nineteenth century. Phobic 
patients have relatively high hypnotic responsivity. 
The author believes that it is sometimes possible to 
predict hypnotizability from clinica! behavior, and that 
hypnotic responsivity can be utilized in 
psychodynamically sensitive therapy to teach such 
patients that they can learn to gain control of their 
symptoms. 


MEDICAL SCIENCE has known about hypnosis for two 
centuries. The procedure, described initially as ‘‘ani- 
mal magnetism” (1) and later as hypnosis (2), has en- 
joyed several periods of limited popularity, has been 
used and abused, and has known both fame and failure. 
However, something about this remarkable piece of 
human behavior has withstood the vicissitudes of for- 
tune and seems constantly to beckon those who are 
captivated by it to explore it further. 

Terms like ‘‘hypnosis’’ and *'hypnotizability'" have 
been used very loosely over the years, so much so thai 
various authors have implied widely different mean- 
ings for them. Hypnosis has been variously interpreted 
in the past and recently as the control of one person by 
another, transcendence of normal physical and mental 
abilities, a special form of relaxation, heightened con- 
centration, a placebo, direct access to the uncon- 
scious, and a special type of relationship between two 
persons, the hypnotist and the subject. This list is not 
exhaustive, but it provides a sense of the wide variety 
of meanings attached to the term. They stem from sev- 
eral sources: anecdotal reports of clinical events, stage 
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performances, drama and literature, and clinical af- 
tempts to use hypnosis in the uncovering of repressed 
events. Some of the statements contain a shade of the 
truth, a few have been proven inaccurate, and none is 
an adequate explanation. 

Fortunately, careful efforts have been made in re- 
cent years, primarily by experimental psychologists, 
to study the complex event of hypnosis, and there is 
now a fascinating and slowly evolving basic science of 
hypnosis. By refining the scales measuring the re- 
sponses to hypnotic induction procedures and then in- 
vestigating the responses of large numbers of individ- 
uals, Hilgard and associates (3) have thrown consid- 
erable light on the manifestations and correlates of 


hypnosis. Orne and coworkers, by finely honing thee 


methodology of research in hypnosis, have clarified 


considerably what belongs to hypnosis and what does * 


not (4, 5). There are, of course, many other contrib- 
utors, too numerous to mention here, who have added 
to the theoretical understanding of hypnosis and who 
have helped to amplify the concept. 

The truth is that, to date, no observable or measur- 
able physiological changes uniquely associated with 
hypnosis have been convincingly demonstrated; it is 
only when we question and talk with subjects who 
have experienced hypnosis that we gain some under- 
standing of the event. It seems to be an essentially sub- 
jective happening. In the main, individuals describe an 
altered perception of themselves, their bodies, or the 


world around them. From our experience with clinical ' 
events and the clinical literature, we also know that 


altered physical perceptions in hypnosis seem some- 
times to lead to observable physical changes, e.g., 
imagining that one's skin is being warmed by the sun 
might actually lead to a rise in skin temperature. There 
have been too many psychosomatic effects initiated in 
the clinical context by the introduction of hypnosis for 
us to ignore this area. Unfortunately, the mechanisms 
responsible for these changes are still in need of veri- 
fiable explanations. Hypnosis per se might or might 
not be the factor of primary importance in these 
changes. 


DESCRIBING AND DEFINING HYPNOSIS 


6 . 
In the light of our current knowledge, the following 
description of hypnosis provides a reasonable“ ap- 


proach to an understanding of the event. Ten years « 


from now, we may have altered our position, but hp 
x = 


x. 
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this point in time hypnosis is understood by many as 
the experience of altered or distorted perceptions 
ught about as a result of ideas that are offered in the 
contéXt-of/a trusting relationship, when the subject is 
tivated and willing to experience them. It seems, 
toowhat, in hypnosis subjects may experience in- 
creased or.decreased ability to remember, and they 
have a remarkable capacity for tolerating logical in- 
consistencies. 
_ Itis to Shor (6) that we owe the clear differentiation 
of the three separate dimensions of the experience | 
have described. Combining the most persuasive of the 
prevailing theories about hypnosis, Shor drew our at- 
tention to the fact that the success of the hypnotic en- 
counter depended not only on the subject’s capacity to 
experience the trance or altered perception of reality 
in general but also on his willingness to participate in 
hypnotic behavior and on the kind of trusting relation- 
ship that allowed him to respond favorably to the oper- 
ator. When these three dimensions are all strongly 
present, a full and rich hypnotic experience can occur. 
When thev are present in varying degrees they lead to 
less intense and somewhat different kinds of experi- 
ences. 
In this presentation my special concern is the dimen- 
sion of trance capacity, i.e., the capacity to experience 


' altered perceptions when the relationship and the mo- 


bt 


tivation are appropriate. The capacity to experience 
the trance is not distributed equally. Some persons 
have considerable ability to experience it, others can 
do so only minimally if at all, and the remainder, the 
majority of the populace, seems to be distributed.in a 
bell-shaped curve. Given reasonable motivation and a 
reasonably good relationship between the subject and 
the hypnotist, 5%-10% of individuals appear to be 
markedly responsive to hypnotic induction proce- 
dures, 20%-30% appear to be minimally responsive, 
and 60%-75% fall between the two extremes. Surveys 
in the last century reveal how remarkably consistent 


. this distribution seems to be in any unselected popu- 


lation (3). 

One cannot fail to be impressed in the clinical situa- 
tion by the ease and speed with which some patients 
enter the trance in response to an induction proce- 
dure—occasionally after an acquaintanceship of only a 
few minutes. Is it possible that such people cannot 
avoid entering the trance at times without the help of 
an induction procedure? It is hard to believe that the 
trance never occurs for these individuals unless anoth- 
er person provides a ritual of suggestions and coaxing 
sounds. The question of spontaneous occurrence of 
trance and the manner of its manifestation has fre- 
quently been raised in the past. It seems to have been 
noticed first by the Marquis de Puységur (7), who re- 
ferred to the similarity between the intense experience 
of hypmosis (or magnetism) and spontaneous somnam- 
bulism. He considered an induced hypnotic experi- 
ence to be the equivalent of sleepwalking, an aspect of 
behavior that had captured the attention of the public 
at that time. 
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Hypnotizability* 


Ellenberger (8) described a group of clinical condi- 
tions considered during the latter half of the nineteenth . 
century as '*magnetic diseases’ '— diseases associated 
in some way with animal magnetism. These included 
the clinical pictures of lethargy, cataiepsy,- muitiple 
personality, and, of course, spontaneous sommambul- 
ism or sleepwalking. Later, attention was focused on 
hysteria and the hysterical fugue. The association of 
animal magnetism or hypnosis with these clinical ¢on- 
ditions seemed to be affirmed by the following find- 
ings: 1) individuals who were subject to these condi- 
tions were usually easily hvpnotized, 2) it was fairly 
easy to establish rapport with them and to have them 
shift from their clinical condition into one of hypnosis, 
and 3) persons who remembered nothing of the events 
during a fugue or an episode of spontaneous somnam- 
bulism could often recall them when hypnotized. 

The essential difference was clear; hypnosis was in- 
duced, whereas the clinical conditions occurred spon- 
taneously. Most of these conditions were sub- 
sequently included under the heading of hysteria. 
Charcot (9) and, later, his pupil Pierre Janet, were 
strong proponents of the view that hypnosis and hys- 
teria were identical, apart from their mode of onset. 
Janet (10) declared that when the patient was cured of 
her hysteria, she would no longer be hypnotizable. 

Gradually, during this century, the assumption of a 
close association between hysteria and hypnosis began 
to be challenged. The doubts probably arose initially in 
the clinical setting and were later strengthened by 
careful laboratory studies. Mistrust of hypnosis on the 
part of clinicians rapidly followed its excessive and of- 
ten inappropriate use—particularly in attempts to re- 
move hysterical symptoms by means of suggestions 
given when the patient was hypnotized. Once it had 
been ''oversold," the use of hypnosis readily led to 
disappointment. The magical expectations that had be- 
come associated with it were only rarely met, and 
there were few reliable predictors that could be de- 
pended upon. The marked hypnotizakility of a patient 
was itself no guarantee that that individual would re- 
spond to therapeutic suggestions, or that the effect of 
such suggestions would endure. It is but a small step 
from that realization to the inference that hypno- 
tizability has little clinical relevance. It should be add- 
ed that it is now more clearly understood that the total 
hypnotic situation is of major.importance, rather than 
the mere capacity to experience the trance. The way 
the patient feels about the hypnotist and the extent of 
his or her motivation to undergo hypnosis to resolve 
problems and relinquish symptoms are as relevant to 
the outcome of the treatment as the ability to experi- 
ence the trance. 

In addition to SISSppornumont with the clinical eut- 
come of hypnosis, laborato?y studies, mainly with, 
healthy undergraduate stude tshs subjects, failed tọ '- 
demonstrate a correlation between personality styles 
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and hypnotizability (3). The Minnesota Multiphasic 
ersonality Inventory and the Rorschach Test were 
used to determine whether a personality style such as 
that described as hysterical is more likely than other 
personality patterns to be associated with marked hyp- 
 notizability. Of several reputable studies, none con- 
firmed that notion. In fact, the results generally sup- 
ported the idea that healthy, well-adjusted, and out- 
going individuals were likely to be more hypnotizable 
than those who were neurotic or psychotic (3, 11). Au- 
thors who reported on clinical studies (12) reaffirmed 
that generally held view, although they noted that 
among their neurotic patients, the hysterical individ- 
uals were more hypnotizable than those not consid- 
ered hysterical. 

In recent years the pendulum has begun to swing 
back somewhat. Based primarily on clinical observa- 
tions, Spiegel (13) suggested the association of a dis- 
tinct personality pattern and marked hypnotizability. 
In what he described as the “‘grade 5 syndrome," 
Spiegel outlined a clinically identifiable configuration 
of personality traits. These include marked hypno- 
tizability, readiness to trust, relative suspension of 
critical judgment, ease of affiliation with new experi- 
ences, telescoped time sense, easy acceptance of logi- 
cal incongruities, excellent memorv, capacity for in- 
tense concentration, overall tractability, and, para- 
doxically, a rigid core of private beliefs. Under duress, 
the grade 5 or somnambule becomes the so-called hys- 
terical patient. 

Spiegel's description is in some ways reminiscent of 
Janet's comments: 





a great number of... traits of character . . . have often 
been pointed cut in hystericals. Their transitory enthusi- 
asms, their exaggerated and quickly appeared despairs, 
their irrational convictions, their impulses, their capric- 
es—in a word, this excessive and unstable disposition 
seems to us to depend upon this fundamental fact that 
they always give themselves entirely up to the present 
idea, without any of that reserve, that mental restriction, 
which give to the thought its moderation, its equilibrium, 
and its transitions. (14, p. 502) 


From a close examination of the clinical scene, it 
seems that there 1s not only an apparent association 
between personality style and marked hypnotizability 
but also a possible association between aspects of clin- 
ical behavior and marked hypnotizability. The clinical 
appearance of episodes of perceptual distortion associ- 
ated with marked anxiety strongly resembles the ef- 
fects of suggestions in hypnosis. When these episodes 
are especially apparent in patients who are highly re- 
sponsive to hypnosis, the resemblance is probably sig- 
nificant. 


CASE ABSTRACTS 

-» Case 1. Ms. A, sworn in her mid-20s, complained of an 
' overwhelming fear offi . Her mother was extremely 
afraid of air travel,,so Ms? A had never been allowed to fly. 
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Her fiancé persuaded her that they should fly home fróm ^ 
their honeymoon. She was convinced that she would "bes 
terrified, and the experience was a dismal failure. A yea) 

later she and her husband took a second flight ta pro af 
she could overcome her problem. From the moment that sh 
boarded the plane, her mounting anxiety engulfed herfin 
terror that persisted throughout the trip. She clung teaefully , 
to her husband’s side and was captured by a pervasive sense 

of imminent catastrophe. She was convinced her world was 
about to end and was oblivious to everything but her panic. 
She observed but was uninfluenced by the relaxed and 
casual activities of the other passengers and crew. When the 
plane landed, she recovered. 

Her request for treatment was prompted by her wish to 
take a trip to Europe, which would be possible only if she 
and her husband flew there and back. Her rating on the Hyp- 
notic Induction Profile (15) was very high, indicating that she 
was highly responsive to hypnosis. She responded rapidly 
to a modified and accelerated program of imaginal desensi- 
tization (16), during which considerable use was made of her , 
marked suggestibility in hypnosis. 







Case 2. Mr. B, an academician in his mid-thirties, had 
persistent pain in the neck and left scapular region that re- 
mained unexplained for almost 7 years after he was involved 
in a minor motor collision. Despite surgical intervention, 
including spinal fusion, the symptoms continued unabated 
until about 18 months after his surgery. Six months later, a° e 
slap on the back by a colleague led immediately to a recur- , 
rence of the excruciating symptoms. Extensive studies re- 
vealed no organic pathology, and psychiatric consultation 
ensued. He was almost totally preoccupied with the pain in 
his shoulder and upper arm and described it vividly and in 4 
great detail. He had been unable to work, and insurance 
claims accumulated. 

His rating on the Hypnotic Induction Profile (15) was 
extremely high. He was also able to respond to the idea that 
the hour hand on the clock face would disappear when he 
looked at it. He was immediately and remarkably capable of 
creating a numb and tingling feeling in the affected areas 
when this was suggested to him and rapidly learned to do so 
in self-hypnosis exercises. This brought his primary symp- 
toms under control. 


Case 3. Mr. C, a man in his mid-20s, sought hypnosis be- ' 
cause of his fear of dentistry. This fear had so crippled him 
that he had avoided seeing a dentist for over 10 years apart 
from one occasion when an infected impacted wisdom tooth 
drove him to seek help. He was remarkably responsive to 
hypnosis and has a very high rating on the Hypnotic Induc- 
tion Profile (15). On emerging from the experience of the 
induced trance, he volunteered the comment that it had felt 
not unlike what he remembered of his childhood experiences 
in the dentist's chair. He referred to feelings of dissociation 
in parts of his body and to his total preoccupation with 
particular parts of his body; all other stimuli were com- 
pletely excluded. He was also able to make rapid use of 
strong hypnotic suggestions that he would be totally relaxed 
in the dentist's office and would experience only tingling 
and numb sensations in his jaw. 


DISCUSSION H 


Clearly, the psychopathology of these individuals is * 
not fully explained by their marked hypnotizability, 
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and it is not my intent to account for their clinical his- 
tories in terms limited to their hypnotizability. Similar- 
, there is no intent here to describe a series of rapid 
"the ic successes. My purpose is to draw atten- 
ion to the possible relatedness of the marked hypno- 
bility and the nature of the clinical symptoms. 
There can, be little doubt that the three people I have 
described have a well developed ability to alter per- 
ceptions "when subjected to persuasive comments to 
. do soin hypnosis. In that state, they are also able to fix 
their attention on the altered perception to the almost 
total exclusion of all other sensory stimuli and are able 
to continue in that experience despite logical inconsis- 
tencies. It is difficult to ignore the strong likelihood 
that the mental mechanism underlying this ability is 
involved in the development and maintenance of their 
symptoms, which comprised essentially altered or dis- 

. torted perceptions of bodily sensations or of the envi- 

b ronment, a fixed preoccupation from time to time with 
those perceptions, and inability to register or disregard 
any contradicting logic. 

The strong impression that some clinical behavior 
correlates with marked hypnotizability was generally 
supported by my routine measurements of clinical 

e problems broadly classifiable as hysterical in nature. 
These included cases of hysterical fugue, multiple per- 
sonality, and phobic behavior. None of the patients 
scored in the low range of hypnotizability, and most 
scored high or very high. One of the groups, the phob- 
ic patients, was selected for closer study. This group 
was chosen primarily because the number of phobic 
patients is greater than that in the other categories. 

The hypnotizability of phobic patients applying for 
private treatment or for therapy in the Psychiatric 
Clinic of Beth Israel Hospital was systematically mea- 
sured and reported in a previously published 
study (17). Their scores were compared with the hyp- 
notizability of an equal number of patients applying to 
the clinic for therapeutic hypnosis for help in quitting 
smoking (the control group). The mean score of the 
phobic patients was consistently higher than the con- 
trols'. Among the smokers, 3096 were essentially non- 
responsive, with scores of 0-4 on the 12-point Stanford 
Hypnotic Susceptibility Scale (18) or its group modifi- 
cation, the Harvard Group Scale (19). There were no 
nonresponsive individuals in the group of 24 phobic 
patients. Furthermore, patients reporting more than 
one phobia had significantly higher mean scores than 
those reporting only a single phobia. 

These findings can be of considerable diagnostic and 
therapeutic relevance. They suggest that we can pre- 
dict hypnotizability to some extent from the clinical 
picture, which many workers in recent years have 
tended to doubt. It should be borne in mind that these 

e findings and those of the many very reputable studies 
. of'unglergraduate student populations are not neces- 
sgrily contradictory. The populations under investiga- 
tión are vastly different. The findings I have cited are 
* based on patients who were sufficiently troubled by 
‘their symptoms to seek treatment. The laboratory 
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studies that found no correlation between personalitgz 
style and hypnbtizability were carried out on apparent- . 
ly healthy groups of students. 

Although we might acknowledge that the mental 
mechanism in hypnosis and the mechanism involved in. 
the manifestation of the symptoms briefly described: in 
the three case vignettes are in all probability the same, . 
the precise nature of that mechanism remains opén t 
conjecture. It appears to be initiated in hyphosis by 
procedures of induction, and in the clinical context 
seems to be associated with the spontaneous onset of a 
trance or trance-like experience. We know that under 
stress, dissociation can occur as a mechanism of de- 
fense. It is suggested that under circumstances of in- 
tense fear, rage, or sadness, individuals predisposed 
to dissociate may do so and then experience the world 
and their bodies in a perceptually distorted manner. 
This distorted perception can be more frightening than 
the original distress against which it was intended to 
defend and could mark the onset of a series of learned, 
repeated, or imagined happenings of a similar nature, 
each of which ts associated with considerable anxiety 
(20). In 1907, Janet considered dissociation to be the 
mental mechanism underlying events in hypnosis (10), 
and in recent vears, Hilgard (21), in his essay on neo- 
dissociation, has again drawn attention to the rele- 
vance of the concept of dissociation to account for the 
phenomena in hypnosis and the clinical symptoms 
described above. 

From the therapeutic standpoint, I would suggest 
that the patient’s marked trance capacity can be fash- 
ioned into a coping mechanism (22). By demonstrating 
to highly hypnotizable patients, in the reassuring envi- 
ronm-nt of the therapist’s office, that they can, under 
hypri. is, alter their perceptions and either create or 
increase the discomfort of their symptoms, or relax 
and thereby alleviate them, the therapist provides an 
outstanding learning experience. He or she not only 
makes the fearsome experiences familiar and therefore 
less frightening but also demonstrates to the patient 
that the patient does, in fact, have ccntrol over the 
mechanism which creates the distortions in the first 
place. The careful integration of self-hypnosis into the 
Strategy braces and reinforces patients’ conviction 
that they can exert effective control. The overall treat- 
ment plan 1s complex and does not aim at the removal 
of symptoms by direct suggestion. It recognizes the 
importance of motivation and secondary gain and de- 
pends for its efficacy on an adequate initial psychiatric 
evaluation. Shaping an individual's trance capacity in- 
to a coping mechanism can readily be made part of a 
psychodynamically sensitive treatment plan, but this 
can be accomplished only if the therapist 1s aware of 
the existence of marked hypnotizability and alert to | 
the types of clinical behavior associated with it. 
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Of 88 patients with idiopathic Parkinson’s disease, 
without prior psychotic symptoms, and without 
significant dementia, nearly half had experienced vivid 
dreams, hallucinations, illusions, and nonconfusional 
as well as confusional psychoses as side effects of 
chronic levodopa therapy within the previous year of 
treatment. It was found that 61.3% of all 
hallucinations were associated with preexistent or 
concurrent vivid dream phenomena, that all psychotic 
states were associated with preexistent or concurrent 
vivid dreams and/or hallucinations, and that 
nonconfusional psychotic states tended to become 
confusional. These findings raise the possibility that 
chronic levodopa therapy may result in dopaminergic 


, kindling and support the hypothesis that chronic 


dopaminergic agonism may, via such a kindling 


» mechanism, play a role in the development of some 


types of psychoses. 


THIS STUDY Was designed to examine the prevalence, 
both cross-sectionally and retrospectively, of three 
types of psychiatric side effects of antiparkinsonian 
drug therapy: vivid dreams, hallucinatory/illusionary 
experiences, and psychotic thought disorders. In con- 
trast to manv previous such studies, including that of 
Goodwin (1), this study was designed to system- 
atically control for such factors as individual pre- 


. disposition to psychiatric pathology as evidenced by a 


history of psychosis, significant dementia, and the 
etiology of the parkinsonian state. Furthermore, this 
study attempted to link the occurrence of these side 
effects with the pharmacological backgrounds by 
which they are initiated, propagated, exacerbated, and 
ameliorated. It is our purpose to relate our findings to 
current theories regarding the biochemical and recep- 
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tor-site phenomena underlying the various hallucina- 
tory experiences and psychotic disorders. We will ex- 
plore the implications of our results in relationship to 
the concept of chronic agonist-induced hyper- 
sensitivity, the two-receptor theory of striatal and lim- 
bic system function, and the pharmacological kindling 
model as a mechanism for development of psychotic 
behavior. 


METHOD 


Eight-eight patients (49 men and 39 women) be- 
tween the ages of 32 and 84, with a diagnosis of idio- 
pathic Parkinson's disease of six months' to 20 years' 
duration, were selected at random from our clinic pop- 
ulation for study. Wide ranges in severity and major 
types of disability were represented. Individuals with 
evidence of severe dementia and those with a history 
of functional psychosis were systematically excluded 
from our sample. Those patients with mild to moderate 
dementia were included in the study. Patients with a 
history of nonpsychotic psychiatric disorders or a fam- 
ily history of psychosis were also included. 

Past medical records were reviewed and patient and 
family interviews conducted to determine the preva- 
lence and qualitative nature of adverse psychiatric side 
effects and their relationship to antiparkinsonian thera- 


py. 


RESULTS AND DISCUSSION 
Psychiatric Side Effects 


In this patient population the prevalence of particu- 
lar differentiable psychiatric side effects related to 
antiparkinsonian drug therapy including vivid dreams, 
hallucinations, illusions, nonconfusional paranoid psy- 
choses, and toxic confusional psychoses was much 
higher than that reported in most previous studies (1— 
5), but it was comparable to the findings of Celesia and 
Barr (6) and Sweet and associates (7). However, in 
contrast to the other two studies, our study system- 
atically excluded patients determined to be posten- 
cephalitic (6, 8-11) or severely demented (3, 9, 12, 
13) and patients with a past history of psychosis (5, 12, 


14-16)—all factors predisposing to psychiatric side 


effects. P ; 

In light of this study design, these findings suggest, 
that antiparkinsonian therapy Wespecially levodopa) 
can generate as well as reactivate hallucinations and 
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sychoses. A total of 48.8% of the patients (N27) ex- 
iDited one or more of the side effects within the pre- 
vious year of antiparkinsonian therapy as defined from 
the time of interview. Of these, 30.796 experienced 
29.5% hallucinations, 5.7% illusions, 9.1% 
nonconfusional psychoses, and 3.4% confusional psy- 
choses. It should be recalled that all of the patients in 


oo this study were diagnosed as having idiopathic parkin- 


sonisnr and that no patients with postencephalitic 
parkinsonism, a state that may be associated with or at 
least predispose to psychiatric disorders, were includ- 
ed.* 

The medication-related dreams, which to our knowl- 
edge have not been previously described in the litera- 
ture, were qualitatively vivid, seemingly real, tempo- 
rally condensed, internally organized and coherent, 
and often affectively neutral, with a common theme of 
persons and events from the dreamer's remote past. A 
smaller number of threatening paranoid dreams were 
reported as well. Patients described both types of 
dreams as qualitatively different from their normal 
dreams. 

The hallucinatory phenomena reported tended to be 
primarily nocturnal, nonthreatening. recurrent nightly, 
and stereotyped in each patient, as predicted by Kla- 
wans (17) and Sweet and associates (7). The phenome- 
na were predominantly visual (at times with a second- 
ary auditory component), superimposed on a clear 
sensorium, conforming to boundaries imposed by ac- 
tual concurrent sensory input, characterized by im- 
ages of significant individuals and experiences from 
the patient's past, and sometimes blending in- 
distinguishably with dream phenomena containing 
comparable themes (see table 1). 

The illusions, a relatively rare phenomenon not pre- 
viously distinguished from hallucinations as a separate 
side effect of antiparkinsonian therapy, and the hallu- 
cinations themselves tended to be threatening when 
first experienced, but later patients became accus- 
tomed to their presence, recognizing them as the per- 
ceptual creations and distortions they were. 

The psychotic phenomena reported by 11 patients 
were all paranoid in nature. In 8 of the patients (72.7%) 
the phenomena were characterizable as pure paranoid 
delusional systems, superimposed on a clear senso- 
rium with no other qualities of a thought disorder pres- 
ent. Since all patients with a history of psychosis were 
excluded from this study all of these psychotic epi- 
sodes represent the first development of this behavior- 
al abnormality. The psychotic phenomena reported by 
the remaining 3 patients (27.396) presented as con- 
fusional in quality. The isolation and reporung of a 
nonconfusional paranoid delusional system as a major 
side effect of antiparkinsonian therapy is significant in 
relation to previous literature, which has failed to dis- 
tinguish between nonconfusional and confusional psy- 


` chetic states or has tended to overemphasize the lat- 
ter. Since: patients with severe dementia were ex- 
- cluded fróm this studfy, the confusion in these patients 


could not be áttrjbuted Solely to dementia. 
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Types of Hallucinatory Phenomena Reported E. : 
Type‘or Patients (N=31) @ 
Phenomena Number ° Perce 
Pure auditory 3 ‘ 
Pure tactile ]* " 3.2 
Pure visual 19 k 61.3 
Pure formed—people 10 32.3 
Pure formed—animals and 
inanimate objects** 3 9.7 
Pure unformed*** 3 oT 
Unformed plus formed 3 9.7' 
Primary visual plus auditory 8 25.8 


*Sample size=21. 
**Animals included bugs, snakes, rats, cats, and dogs; inanimate s adn 
trees and rocks. 
***Pure unformed visual phenomena included lights, shadows, stripes, iron 
forms, and patterns. 


TABLE 2 
Character of Hallucinations and Hiusions Related to Antiparkinsonian 
Therapy 


Patients (N=33) 


Character B . Number Percent 

Threatening 9 27.3 
Recent onset 4 "X21 
Nonrecent onset 5 15.1 

Nonthreatening 24 12:7 


The following findings are particularly noteworthy: 
61.396 of all hallucinations were associated with pre- 
existent or concurrent vivid dream phenomena, ali 
psychotic states were associated with preexistent or 
concurrent vivid dreams and/or hallucinations (see 
table 2), and nonconfusional psvchotic states can be- 
come confusional. These findings suggest a progres- 
sion of medication-induced psychiatric symptoms 


from striking dreams to dreams plus hallucinatory ex- 


periences to a pure paranoid delusional system in addi- 


tion to the prior manifestations, and finally to a con- ` 


fusional state superimposed on the existing picture. 
Pharmacological Considerations 


In attempting to link the onset of psychiatric side 
effects to the pharmacological background on which it 
occurred in various individuals, we found that 83.7% 
of the patients exhibiting psychiatric symptoms were 
receiving levodopa or levodopa-decarboxylase inhib- 
itor combination therapy at the time the symptoms 
first appeared (see table 3). A total of 60.5% of all pa- 
tients exhibiting psychiatric side effects had been 
symptom free on a regimen of anticholinergics and/or 
amantadine alone but subsequently developed psychi- 
atric symptoms when levodopa (or combination thera- 
py) was either substituted or added. In a small sub 
group of patients both levodopa and antichglinérgic 
and/or amantadine therapy were required to elicit yiv- 
id dreams, hallucinations, illusions, or psychoses; nei- 


ther therapeutic regimen alone was able to elicit psy- * 


chiatric symptoms. Another small group of patients (6 


* +. 
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Therapeutic Regimen at Onset 


Fatients (N=43) 


"m Previous Regimen Number Percent 
Asycholinergics and/or amantadine alone No history of previous antiparkinsonian therapy. 6 14,0, 
: : 
Dopa* alone + Symptom free on previous amantadine and/or anti- 5 11.6 
cholinergics alone. . my 
+ 
Dopa alone No history of previous antiparkinsonian therapy. 5 11.6 
Dopa plus amantadine, or dopa plus anticholinergics, or Symptom free on previous amantadine and/or anti- 15 34.9 
dopa plus amantadine plus anticholinergics cholinergics alone. 
Dopa plus amantadine, or dope plus anticholinergics, or Symptom free on previous amantadine and/or anti- 5 14.0 
dopa plus amantadine plus anticholinergics cholinergics alone; symptom free on dopa alone. 
Dopa plus amantadine, or dopa plus anticholinergics, or Previous history indeterminate. 6 14.0 


dopa plus amantadine plus anticholinergics 


*Refers to either levodopa or a levodopa-decarboxylase combination. 


of 43) exhibited psychiatric side effects while on anti- 
cholinergics and/or amantadine alone. These symp- 
toms were not qualitatively different from those seen 
in patients on levodopa or combination therapy. 

The actual onset of psychiatric symptoms varied 
from insidious to acute and either were triggered by a 
clear-cut pharmacological alteration or occurred with- 
out a definable precipitant. The common denominator 
in the vast majority of cases seemed to be a pharma- 
cological background of levodopa therapy, with dura- 
tion of therapy a highly important factor. After a sec- 
ondary peak of the occurrence of first onset of psychi- 
atric side effects within the first year of levodopa 
therapy, there was a virtual absence of any appearance 
of symptoms about the first-year mark. There was then 
a gradual rise, a major peak of occurrence at three 
years, and a gradual leveling off and finally plateauing 
of the first onset of psychiatric side effects thereafter 


. (see figure 1). 


Since these psychiatric symptoms rarely occur in in- 
dividuals maintained on amantadine and/or anti- 
cholinergic medications alone (even for long periods of 
time) but frequently occur in these same individuals 
some time after levodopa therapy is added, there is 
support for a prerequisite pharmacological back- 
ground of prolonged levodopa therapy necessary, in 
most patients, for the appearance of these symptoms. 

The hypothesis that the psychiatric side effects un- 
der consideration present themselves on a foundation 
of pharmacological alteration related to long-term 
levodopa therapy is certainly consistent with the pre- 
viously presented concept that prolonged levodopa 
therapy may itself alter the subsequent response of the 


l brain and its dopamine receptors to dopamine (17). 


.Mote specifically, the theory states that chronic stimu- 


lation of receptor sites by dopamine or dopamine 
agonists can induce dopamine receptor site hyper- 


_ sensitivity (18), which can play a role in the develop- 
ment of side effects associated with long-term use of | 


" 


these agents. This hypothesis was based on animal 
studies that demonstrated the role of chronic d-am- 
phetamine (a dopamine agonist) administration in the 
production of long-lasting, dose-related hyper- 
sensitivity to subsequent dopaminergic stimulation by 
amphetamine or apomorphine (18-20). Similar hyper- 
sensitivity can be induced by a number of dopamine 
agonists, including bromocriptine (21), cocaine (22), 
and levodopa (23). 

These findings have been compared with the clini- 
cally observable phenomena of dyskinesias, complex 
stereotypies, chorea, and psychosis associated with 
chronic amphetamine addiction (17, 20, 24). The am- 
phetamine psychosis is usually characterized by fre- 
quently bizarre hallucinations (visual predominating 
over auditory) and a primarily paranoid celusional sys- 
tem that occurs in a setting of clear consciousness and 
correct associations and without the thcught disorder 
of schizophrenia (25, 26). It is interesting to note that 
the characteristics of amphetamine psychosis de- 
scribed previously (25, 26) to some extent resemble 
those of the hallucinatory/psychotic syndrome ob- 
served in our own study, although there are dif- 
ferences. We believe that the pathogenesis of these 
side effects of prolonged amphetamine abuse is related 
to chronic agonist-induced hypersensitvity. 

The same principles have been applied to the analy- 
sis of a prominent nonpsychiatric side effect of chronic 
levodopa therapy, i.e., levodgpa-inducec dyskinesias. 
This particular side effect shares an important epide- 
miological characteristic with the levodopa-induced 
psychiatric side effects, i.e., the prevalence and sever- 
ity of dyskinetic movements are related to the chronic- 
ity of levodopa therapy as a predisposing pharmaco- 
logical background phenomenon. Again, altered hy- 


persensitive receptor response secondary to continued: 


dopaminergic stimulation has been: ‘implicated as the 


4 


~™ 
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major factor in the pathophySlelogy of levodopa-in- > 


duced dyskinesias (14, 18). 
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It is only logical to extend these theoretical consid- 
. erations to explain the occurrence of vivid dreams, 
hallucinatory experiences, and paranoid psychoses re- 
lated to prolonged levodopa therapy. It is possible that 
. chronic exposure to levodopa could render dopamine 
receptors hypersensitive to further stimulation, result- 
. ing in the appearance of the psychiatric symptoms. 
sometimes there is the added stimulus of an acute 
. pharmacological trigger, but frequently such an event 
is not necessary, the agonist-induced hypersensitivity 
itself being a sufficient precipitant. 

The idea of hallucinatory or psychotic behavior as a 
manifestation of functionally hypersensitive dopamine 
receptors is not limited exclusively to the chronic 
use of amphetamine and levodopa. Huntington’s 
chorea, a disease whose pathophysiology is felt to in- 
volve an increased response of striatal neurons to 
dopamine (27), is frequently associated with a delu- 
sionary-hallucinatory disturbance (28) that is often de- 
scribed as resembling schizophrenia (29-31). It is 

. tempting to suggest that the pathophysiology of the as- 
sociated psychiatric disturbance is related to the pri- 
mary pathophysiology of the choreatic signs and 
symptoms and is therefore due to the exaggerated or 





altered facilitatory effect of normal amounts of do- . 


pamine acting on altered dopaminergic receptors 
(24, 32). 

Experimental work with the functional psychoses 
has suggested that these, too, may be conceptualized 
in an analogous manner. For example, when levodopa 
was given to a group of schizophrenic patients exhib- 


iting drug-induced parkinsonism, there was a consis- - 


tent exacerbation of the original psychosis (24). In a 
number of cases hallucinations were superimposed on 
a thought disorder, when there had been no hallucina- 
- tions before levodopa therapy. That these data may be 
evaluated pathophysiologically in terms of dopamine 
receptor site hypersensitivity has already been demon- 
strated (24). Two major dopaminergic pathways from 
the brain stem to the cerebrum have been described— 
the nigrostriatal tract and tae less well-known meso- 
limbic system (33-36). The theorized hypersensitivity 
of dopamine receptors in schizophrenia could well oc- 
cur preferentially in the striatum, as proposed by Kla- 
wans and associates (37), although anatomical, neu- 
rophysiological, and histochemical evidence for the lo- 
calization of dopaminergic alteration in this disease 
process to the mesolimbic system has been present- 
ed (38). These concepts concerning the nature and lo- 
calization of the basic pathophysiclogy of schizophre- 
nia have direct bearing on the understanding of the 
psychiatric manifestations of chronic levodopa thera- 
py observed in our study, as will be further elaborated 
below. 
The dream, hallucinatory/illusionary, and psychotic 


side effects that occur in the treatment of Parkinson's 


disease with chronic background levodopa therapy 
,can be understood more specifically in terms of a di- 
-: chotomization of-striafal neurons into dopamine-facili- 
tated and dopamine-inhibited subgroups (39). That 


Am J Psychiatry 135 NC June 18. Ue 


these two differentiallv responsive categories of strif- .( 
tal neurons exist has been previously démon- 
strated (40-42). Furthermore, it is accepted that a 
disease process which affects a neuronal [ lon 
like that of the striatum may have opposite effects o 
facilitatory and inhibitory neurons. Facilitatory péu- 
rons wil! become hypopolarized and thus bypersensi- 
tive, and inhibitory neurons will become hyper- 
polarized (relative to their threshold for inhibition) and 
thus hyposensitive (24). ; 

This model of separate striatal nerve cell popu; . 
lations involved in differential aspects of a single dis- — ^. 
ease process may be applied to further our understand- 
ing of the psychiatric side effects we have observed in 
a significant percentage of parkinsonian patients re- 
ceiving chronic levodopa therapy. The patho- 
physiology of Parkinson's disease involves a chronic 
insufficiency of dopamine at dopamine receptor sites 
of histologically normal striatal neurons (39, 43). 
There is evidence to suggest that this effective dener- 
vation responsible for the major symptoms in Parkin- 
son’s disease primarily involves the dopamine-inhib- 
ited striatal neurons (24, 39. 40). However, at the 
same time the dopamine-facilitated neurons of the 
striatum are being effectively denervated by the chron- e 
ic dopamine insufficiency as well (24). As a result of 
such chronic denervation, these neurons can demon- 
strate a hypersensitivity to dopamine and exogenously 
administered levodopa. 

It is theorized that this denervation hypersensitivity e 
is operational in the initial phases of exposure to exog- 
enous levodopa. After an extended period of levodopa 
therapy, the previously described phenomenon of 
chronic agonist-induced hypersensitivity could come 
into play (18). As a result, the dopamine-facilitated 
neurons of the striatum will fire more easily and also 









 abnormally in the face of dopaminergic stimulation. 


This will result in the production of levodopa-induced 
dyskinesias (as it 1s theorized to result in the choreatic 
movements of Huntington's disease) and may also 
play a role in the production of vivid dreams, illusions, 
hallucinations, and paranoid psychoses. 

Consistent with this line of thinking is the bimodal 
distribution of the appearance of psychiatric side ef- 
fects in relation to the duration of levodopa therapy 
(figure 1). There is a clear-cut peak for appearance of 
symptoms within the first year (and usually within the 
first six months? of therapy, and another more signifi- 
cant peak at three years of treatment. It is interesting 
to speculate that the first peak may be related to the 
initially important phenomenon of denervation hyper- 
sensitivity, while the second (and more significant) 
peak could be a result of the later relevant phenome- 
non of chronic agonist-induced hypersensitivity. 

M 


CONCLUSIONS - 


The implications of the reported psychiatric side ef- L 
fect of chronic levodopa therapy, when considered in 
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However, if further investigation supports the pre- 
liminary findings, which are consistent with the fy- 
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© FIGURE 1 
j. Initial Onset of Psychiatric Side Effects in Relation to Duration of 





ee TUSCE pothesis that clozapine acts by preferential blockage of 
E - dopamine-facilitated neurons, clozapine could prove 
^ 1 itself of major usefulness in the treatment of schizo- | 
è ~i. (9 of 43) phrenia and hallucinatory/psychotic reactions result- 
. ^ 20 an ing from antiparkinsonian therapy. . 
z A highly important implication derived .from gus, 
E * (12 of 74 patients) findings is that chronic levodopa-induced psychiatric 
215 side effects follow a progression from initially sleep- 
"5 eee) (3 of 22) related phenomena alone to dreams plus waking dis- 
lw (3 of 28) tortions of perception (i.e., illusions and hallueina- 
= 10 tions) to a limited alteration in cognitive function (as 
m m manifested by paranoid delusions) in addition to the 
c prior manifestations. Finally, there is a more complete 
E: level of disorganization as a confusional state becomes 
superimposed on the entire picture. This progression 
: (0 of 59) of symptoms is reminiscent of the progression of be- 
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*Of patients exhibiting initial onset within the first year, most exhibited symp- 
toms within the first six months. 


terms of a hypersensitivity of dopamine-facilitated 
striatal neurons, are crucial ones. It has been speculat- 
ed that a drug could be developed which could act 
preferentially on a single subgroup of dopamine recep- 
tors. Such an agent could hypothetically possess anti- 
psychotic properties without inducing parkinsonian 
side effects; it could be used for the treatment of levo- 
dopa-induced hallucinations and psychoses without 
worsening the rigidity and akinesia of the primary dis- 
ease process. There is some evidence that clozapine 
could be such a drug (24). Clozapine has a demon- 
strated effect on dopamine turnover (44) and has been 
reported to decrease the symptoms of schizophrenia 
without producing concomitant extrapyramidal side 
effects (45, 46) or the inhibition of amphetamine- or 
apomorphine-induced stereotypy in laboratory ani- 
mals (47). 

An interesting additional finding is that clozapine 
seems to have a greater effect on dopamine turnover in 
the limbic system than in the striatum (44). Ste- 
vens (38) has independently anticipated the action of 
pharmacological agents such as this one for the treat- 
ment of schizophrenia that could act more specifically 
on the mesolimbic system (i.e., the paleostriatum, 
which she hypothesized as a likely site of schizophren- 
ic pathology) and thus alleviate psychosis, while at'the 
same time reducing the incidence of parkinsonian side 
effects by a lesser simultaneous effect on nigrostriatal 
structures. This differential action may be conceptual- 
ized in the following manner: as the striatum is thought 
to,be populated by predominantly dopamine-inhibited 
peurons (40, 48), so the limbic system could be popu- 
lated Dy predominantly dopamine-facilitated neurons. 
Clozapine may act to preferentially block such dopa- 
mine-facilitated neurons, thereby selecting the limbic 
system’ over the striatum as its primary site of ac- 


' ton (24). 


havioral and convulsive effects produced by chronic 
cocaine treatment in rhesus monkeys (49). 

Post and associates (22) have found that while toler- 
ance to cocaine's excitatory and stereotypical effects 
developed with chronic treatment, an inhibitory syn- 
drome consisting of body inhibition, catalepsy, bizarre 
visual tracking (of nonexistent objects), and staring be- 
havior followed a progressive course of development 
during cocaine treatment, and the animals became in- 
creasingly more susceptible to cocaine-induced con- 
vulsions and dyskinesias. The increasing sensitivity to 
some aspects of cocaine's effects that occurred with 
chronicity of treatment has been explained in terms of 
a pharmacological kindling mechanism. 

The concept of kindling originates from the litera- - 
ture on seizures and refers to the induction of con- 
vulsions by initially subthreshold, repetitive electrical 
stimulation of the amygdala, with progressive increas- 
es in duration of seizure, afterdischarge activity, and 
anatomical spread of activity (50). Repetitive initially 
subthreshold cocaine stimulation has been shown to 
produce seizure activity (22) that is initially localized 
to limbic system structures but may then spread out- 
side the limbic system (51) and also become more fre- 
quent in response to subsequent stimulations. Analo- 
gously, Post and associates (22) hypothesized that 
such progressive disruption of limbic system mecha- 
nisms was associated with the increasing behavioral 
pathology they observed as well (22). 

-This model of pharmacological kindling of progres- 
sively abnormal behavioral alterations may be applied 
to an understanding of levodopa-induced dyskinesias. 
These movements have been shown to spread over 
time to additional parts of the body and increase in 
severity with continuation of the same or lower doses 
of levodopa and to occur in a progressively decreasing 
time interval after levodopa ingestion (18). It seems .' 
appropriate to apply this model to the findings present- 
ed here of the progressive disruption of mental func- 
tioning with. chronic levodopa therapy. It is possible 
that a kindling phenomenon is OWcurring, with progres- - 
sive psychiatric pathology b®ing din response to 
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a constant chronic levodopa stimulus. Moreover, it 
may well be that chronic levodopa input may result in 
tolerance (or, at least, a lack of hvpersensitivity) to 
some dopaminergic effects (1.e., antiparkinsonian ther- 


, apeutic effects) and reverse tolerance (via kindling) to 


other dopaminergic effects (i.e., psychiatric side ef- 
fects) as a result of differential effects on different do- 


^r«minergic systems. If these speculations are true, it 


would add further verification to hypotheses that sug- 
gest the pharmacological kindling mechanism as a con- 
ceptual model for the development of psychotic be- 
havfor. 

Despite the analogies suggested throughout this dis- 
cussion, we do not equate the psychosis kindled by 
chronic levodopa administration with either ampheta- 
mine psychosis or any naturally occurring schizo- 
phrenic psychosis. Levodopa-induced psychosis is 
clearly a very specific, phenomenologically differ- 
entiable form of psychosis the significance of which 
may well lie in its specificity. The psychosis related to 
chronic levodopa administration may be related to 
those dopaminergic systems where aromatic amino 
acid decarboxylase is available. The amphetamine 
psychosis must, by necessity, involve a more restrict- 
ed distribution of systems where there is stored dopa- 
mine. The various forms of schizophrenic psychosis 
may well be correlatable with pathological alterations 
in even more selected dopaminergic systems. Accord- 
ingly, the pharmacological kindling of psychotic be- 
havior may be seen as a widely applicable phenome- 
non with differential expression depending on the par- 
ticular neuronal system in which it occurs. 

Furthermore, this concept may be linked to the two 
receptor-site theory of striatal and lim5ic system func- 
tion in elucidating the reasons for individual dif- 
ferences in predisposition to the development of any 
particular psychosis. That ts, individuals may possess 
different neuronal populations (e.g., a larger or smaller 
percent of dopamine-facilitated limbic system neu- 
rons) that make them more or less susceptible to phar- 
macological kindling within that neurenal system. 
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The,authors studied a group of 193 psychiatric 
outpatients with varying diagnoses and a comparison 
group of 136 nonpatients across nine measures: sense 
of self; feelings about marriage, sex, career, and 


. leisure time; relationship to parents, friends, and 


children; and sense of time passing. They found 
significant differences between the groups at specific 
ages in the areas of sense of self, feelings about career 
and sex, and relationship to parents, children, and 
friends. They discuss these results with a view toward 
identifying and elucidating normal and pathological 
factors in the adult life cycle. 


A BROAD CONCEPTUALIZATION of adult development 
identifies a number of factors that interact, creating a 
constantly evolving equilibrium, including biological, 
familial, sociocultural, and individual psychodynamic 
processes. Sense of self, relationships to parents, chil- 
dren, and spouse, career development, sexual adjust- 
ment, and the use of leisure time are among the impor- 
tant areas in which changes may take place that chal- 
lenge the adaptive capacities thrcughout the adult 
years. 

Although the conceptualization of adulthood as a 
period of continuing development has received consid- 
erable attention, the relationship of the adult life cycle 
to psychopathological states has not been system- 


atically studied. Characterizations of psychopathology 


remain largely static and symptom oriented; limited at- 
tention has been given to the relationship between psy- 
chological disturbance and the patient’s capacity to 
surmount the developmental tasks of adulthood. 
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Erikson (1, 2) and others (3-5) have focused most of | 


their attention in their concepts of a normal life cycle 
on the early and late years, with brief mention of the 


time between adolescence and senescence. Erikson . 


described éarly adulthood as a critical period in which 
the development of intimacy versus ego isolation or 
self-absorption represents a crisis for the expanding 
ego. Middle adulthood is characterized by the devel- 
opment of generativity versus ego stagnation, and late 
adulthood is characterized by the development of ego 
integrity versus despair. Erikson pointed out that the 
resolution of ego crises at each stage determines the 
future development of the individual personality, but 
he did not consider the issues related to psycho- 
pathological states in adulthood. 

Using a questionnaire method in a nonpatient popu- 
lation, Gould (6) attempted to specify a number of is- 
sues and concerns for normal adults in order to identi- 
fy developmental landmarks and trends. Gould’s find- 
ings regarding critical age-related issues in the adult 
years include the following: getting away from parents 
(ages 18-21), becoming autonomous (ages 22-28), 
questioning what life is all about (ages 29-36), exis- 
tential questioning of one’s self and values, an un- 
stable period (ages 37-43), a growing satisfaction with 
marriage and friends (ages 44-50), and mellowing 
while reviewing one's contribution in life (ages 51-60). 
These generalized descriptions of phases of adult life 
direct little attention to specific psychological conflicts 
concerning such areas as parenthood, self-concept, 


children's growth, career development, and senes- ' 


cence. 

In a psychosocial study of adult male development, 
Levinson and associates (4) proposed a model based 
on periods of relative stability and transition that iden- 
tified chronological periods corresponding to early, 
middle, and late adulthood. Levinson and associates 
focused on the adult male self-view, using such de- 
scriptive categories as getting into the adult world, set- 
tling down, becoming one's own man, and restabiliza- 
tion, with overlapping periods of transition at about 
age 30 and in the early 40s. Figure 1 presents an outline 
of the formulations of Erikson, Gould, and Levinson 
and associates. 

In studies concentrating on middle life, Neugak 
ten (7) demonstrated the importance of thg iitter- 
nalization of age norms and age-group identificatigns. 
She also conceptualized a built-in time clock that mea- 
sures time since birth in the early years and changes in 
mid-adulthood to measure time left to live. ‘ 


* * 
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` FIGURE 1 
EN N? Psfchosbcial Models of Adult Development 
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Summarizing life history research as it relates to is- 
sues of psychopathology, Ricks (8) pointed out, 


The most valuable contributions of life history investi- 
gations are dynamic descriptions of sequential develop- 
mental patterns leading into the different psychopath- 
ological syndromes. Such trajectory typologies will 
graduallv replace the overly static descriptions of psycho- 
pathologies that still dominate the textbooks. (p. 351) 


This preliminary study examines ratings of major 
life events from a developmental perspective, com- 
paring cross-sectional samples of patients and non- 
patients. Our goal in presenting and discussing these 
data is to elucidate the relationship between psychiat- 
ric disturbance and the adult life cycle from late ado- 
lescence through mid-adulthood. We will discuss our 
findings in relation to the formulations of Erikson, 
Gould, ard Levinson and associates. 


METHOD 
e 


e 
Jhe study was conducted at the Psychiatric Out- 
patientClinic of the Bronx Municipal Hospital Center- 
Einstein College of Medicine. A random sample 
of new patients at the clinic were asked to complete a 


e 
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questionnaire before they were seen for evaluation by 
an intake therapist. The questionnaire was self-adnfin- 
Istered during the routine registration procedure; the 
intake therapist did not administer the questionnaire. 


k. 
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The completed questionnaires were returned to the re- 


ceptionist before the initial interview. Questionnaires 
were also distributed to a random sample of medical 
school employees and their friends and relatives; thea 
comprised our nonpatient comparison group. ° 

One hundred ninety-three questionnaires were col- 
lected from the patient group, and 136 were collected 
from the nonpatient group. Each group was dividetl by 
age as follows: 18-21 years, 22-28 years, 29-36 years, 
37-43 years, 44-50 years, and 51-60 years. In the pa- 
tient group there were approximately 33 respondents 
In each age group; in the nonpatient group there were 
about 23 in each group. The patient group was further 
subdivided on the basis of clinical diagnosis using 
DSM-II criteria (9) as having schizophrenic disorders, 
affective disorders, or neurotic and/or »ersonality dis- 
orders. 

Although a number of the patients were at crisis 
points in their lives, most of them were not grossly 
disorganized. Acutely disturbed patien:s are treated at 
a separate crisis intervention service at the center. Ap- 
proximately 325 of the tctal patient sample were un- 
able to or refused to complete the questionnaire; these 
patients were excluded. Assistance in completing the 
questionnaire was available but rarely required. 

The nonpatient comparison group of medical school 
employees and their families and friends was com- 
posed of individuals from a broad range of levels of 
employment, iacluding clerical, secretarial, and tech- 
nical staff. This group provided data from a broad 
spectrum of lower-middle- and middle-class individ- 
uals fairly similar to the population seen in the clinic. 
The female to male sex ratio of the patent sample was 
similar to that of the clinic patient population at large 
(3:2). The nonpatient sample, which included many 
clerical and secretarial employees, cor.tained a similar 
distribution. Subgroupings according to sex of re- 
spondent are not presented because of insufficient 
sample size. Marital status was similar in both groups, 
with the exception of the 37-43-year-old age group. 
Fewer patients than nonpatients in this age group were 
separated and divorced, but this difference was not 
statistically significant. 

The questionnaire included two sections. The first 
consisted of a summary ranking of the following cate- 
gories: 1) sense of self; relationship to 2) parents, 3) 
friends, and 4) children; and feelings zbout 5) passage 
of time, 6) marriage, 7) sex, 8) career, and 9) leisure 
time. The second section contained 9 units represent- 
ing each of the above categories; each unit consisted of 
6 items related to that category, comprising: a total of 
54 items. N 

The first part of the questionnaire asked thes re- 


spondent to rank-order the nine categories-from great: . , 


est to least concern in order of -impertance ‘‘as they 
apply to your life now.” The subjeqt assigned each 
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. category a rank from 1 (greatest concern) to 9 (least 
coficern). This forced-choice ranking provided the ma- 
jer portion of the data for this paper. 

In the second part of the questionnaire the respond- 
_ ent was asked to rank the 6 items in each category in 
order of importance from greatest to least concern ‘‘as 

they apply to your life now."' For example, the state- 
waents used in the category of relationship to parents 
were as follows: 1) My parents let me live my own life, 
: 2) My parents are the cause of many of my problems, 
3) I don't condemn my parents because they zre the 
product of a different time, 4) I feel responsible for my 
parents’ welfare, 5) My parents don't give me enough 
freedom, and 6) My parents' approval is important to 
me. 

The items in the second section of the questionnaire 
were designed to explore the respondent's view of 
each major category in greater depth. As a measure of 
reliability, the questionnaire contained selected items 
reflecting opposing views of the same dimension. In 
the example cited above, question 1 and question 5 
should differ widely in respondents' ranking; a com- 
bined test for the difference between means of the op- 
posing items in the patient and nonpstient groups dem- 
onstrated statistical significance (p«.01, two-tailed t 
test). 


RESULTS 


The vicissitudes of the middle years are consid- 
. erable. Development of an identity as separate from 
one's family of origin, searching out and entering the 
world of work, and development of new object ties 
challenge the individual's adaptive capacities. Crises 
may also occur around illness, the loss of parents, and 
. the relinquishing of ties to one's children. As noted 
below, the age-specific concerns cf the nonpatient 
comparison group approximate those identified by 
Erikson, Gould, and Levinson and associates, but spe- 
cific deviations from these models are evident in the 
patient group. The results of the averaged rankings of 
the nine categories are presented in figure 2. 

These results suggest that throughout the adult 
years nonpatients experienced a consistently high 
sense of self, defined in the questionnaire as the impor- 
tance of “your development as a person." Thus, 
among the nonpatients, consolidation of a sense of 
adult identity did not appear to be substantially eroded 
by advancing age. Thjs finding is consistent with 
Gould's finding of a ‘‘more self-accepting attitude. . . 
from a. position of general stability" among his older 
nonpatient respondents (6). 

]n contrast, patients with psychiatric illness, partic- 
ularly those diagnosed as schizophrenic or depressed 
(see figure 3), did not demonstrate a consistently high 
„sense of self in later years. The item from the second 
_..part of the questionnaire ''I feel as capable as ever" 

. was ranked significantly lower by older patients than 
by older nonpatients (p. 05, Mann-Whitney U test). 
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Since patients and nonpatients were almost identical in 


` their high ranking of sense of self in earlier yeafs, the ° 


lower ranking in the late middle years among patients, ~ 
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may reflect a global disturbance that appears under the . 


impact of psychiatric illness. Thus, whether a patient 
Is depressed, schizophrenic, or neurotic, he or shejs at 
risk for a feeling of loss of the importance,of sense of 


self at 44-60 years of age. This loss is consistent with ` 


difficulty in surmounting the crises of the mid-life tran- 


sition, which occurs at about age 40 according to Lev- . 


inson and associates (4). Patients who do not master 
the challenges of this period may experience an in- 
creasing sense of failure and loss of self-esteem in later 
years. 

The results substantiate the generally accepted idea 
of the major importance of relationships with children, 
spouse, and parents. When these ties are broken or 
changed, a challenge to the adaptive capacity may 
arise. It is not surprising that concern about children is 
ranked high by almost all young adult parent respond- 
ents. In later years, however, a lower ranking of con- 
cern about children among the nonpatient respondents 
suggests a loosening of ties to children. Implicit in 
Erikson's idea of generativity 1s the ability of the adult 
to allow separation and individuation of his or her chil- 
dren. Our patient group did not experience this trend 
in their Jater years, which suggests that the ability of 
these patients to allow their children to separate was 
Impaired. 

The relatively high ranking of concern for parents by 
the patient and nonpatient groups 18-21 years old was 
followed by a decline in this ranking for those 22-28 
years old, particularly among nonpatients. These find- 
ings are consistent with the conceptual models of 
Gould and Levinson and associates, who described 
the major concerns of 18-21-year-olds as ''leaving 
family of origin" and ‘“‘getting away from parents.” 
The 22-28-year-old is seen as "getting into the adult 
world" and ‘‘working on the business of living.” 


Thus, one would expect a decline in the importance of ` 


parental ties in the 22-28-year-olds, especially among 
nonpatients. 

The greater concern for parents among 51-60-year- 
olds (more striking in the nonpatient group) is consis- 
tent with the presumed declining health of surviving 
parents who may require special care and attention. 
Individuals at this age are, in a sense, catching up with 
their parents; therefore, they may experience in- 
creased identification with them and a greater aware- 
ness of their own approaching senescence. Answers to 
items in the second section of the questionnaire relat- 
ing to parents support these conceptualizations. 
Among 51-60-year-olds, the item ‘‘My parents are the 
cause of my problems’? was ranked low by patient and 
nonpatient groups, but the item ‘‘I feel responsible for. 
my parents’ welfare'' was ranked high. In genegal,*the, 
ranking of parents fluctuated widely throughout the 
adult years among nonpatients in comparison with þa- 


tients. We suggest that the patient's relationship with | 


parents may not be as responsive as the nonpatient’s 
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*There was a significant difference between patient and nenpatient groups (p«.05, Mann-Whitney U test). 


to the developmental shifts that occur during the peri- 
ods of adolescent turmoil, separation from parents, 
and, later, mid-life reinvestment in parents. 

In contrast to the ratings of self and children, there 
Was no significant difference between patients and 
nonpatients in their ratings of marriage over the life 
span. Marriage was highly ranked throughout the adult 
years, just below self and children. These data are 
again consistent with those of Gould, who reported a 
high investment in marriage among married respond- 


"ents throughout the adult years. More detailed under- 
. standing of factors underlying the relative stability of 


the rankings of marriage. across all ages requires fur- 
ther study. We speculate that for patients who marry, 
Mige may serve as a support system when the 
sense of self-worth may be failing, particularly in the 


¢ 


late mid-years. Patients rated the item ‘‘For me mar- 
riage has been a good thing'' in the second section sig- 
nificantly higher in later years (p<.05, Mann-Whitney 
U test). It should be reemphasized that these data re- 
flect views only among respondents who were married 
at the time of the study and do not address the issues 


.of separation, divorce, and widowhood. 


Patients ranked career higher than did nonpatients 
at ages 18-28. In contrast, career was ranked of great- 
er importance for the nonpatient group in the more | 
productive middle years. Younger nonpatients (ages 
18-28) considered themselves more mobile in relation 
to career development, as illustrated by their signifi: 
cantly higher ranking of the item “If I wanted to,.I. . 
os still change my career” (p<.0§; Mann- -Whitney : 

U test). The schizophrenic patens] high ranking of 
W 
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the item ‘‘It’s too late to make changes in my career” 
throughout their adult years may reflect hopelessness 
in the work-career area, which is particularly sensitive 
to the disruption in ego functioning typical of schizo- 
phrenic illness. 

Ranking of sex among nonpatients decreased from a 
high at ages 18-21 to a low at ages 51-60. In contrast, 
the patient group ranked sex low at ages 18-28, with an 
increase, primarily among the neurotic group, at ages 
29-36 and also at ages 51-60. During the adolescent 
and late adolescent years, sexual activity itself as- 
sumed great importance for nonpatients. In addition to 
the lessening of the component of biological drive in 
mid- and late adulthood, we hypothesize that in the 
context of growing intimacy, with :ncreasingly stable 
relationships, the importance of sex as an isolated ac- 
tivity diminishes. This is reflected in the nonpatients’ 

. „lower rankings of. importance of sex at higher ages. In 

- contrast, the pagents' fluctuating pattern of rankings 

of sex through te adu years may reflect an inabil- 
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ity to integrate sexual activity into the context of com- 
plex, intimate, mature, stable relationships. This re- 
mains an area for further investigation. 

Concern about time going by was greater for pa- 
tients that nonpatients throughout the adult years. Pa- 
tients who experience difficulty in investing them- 
selves in work and in relationships with others may 
perceive time as weighing more heavily. In general, 
concern about the passage of time decreased in the pe- 
riod from 51-60 years for both patient and nonpatient 
groups. This finding is consistent with Gould’s obser- 
vations regarding the sixth decade, characterized as 
"mellowing while reviewing one's contribution in 
life," and Levinson and associates’ description of this 
period as one of stabilization following the mid-life. 
transition. . 7 

The reversal in ranking of time that occurs at ages 
37-43, when patients and nonpatients showed "in- 
creased concern, is consistent with Nene con-, 
ceptualization of the shifting in mid-life from a clock 
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` Measuring time since birth to one measuring time left understanding of patients. Additional information re- , 
\ : tó live. garding the late middle years may encourage the devel- 


e-- e Leisure time was ranked among the lowest of all cat- opment of treatment approaches that specifically ad- 
egories, especially in middle years. This is an unex- dress the problems of adaptation to the developmental 
pected finding and might be accounted for by the over- challenges of the adult years. 


E riding.investment in categories measuring object rela- 
i tions. Agajn, we view this area as requiring further REFERENCES 
investigatiór, especially in late mid-adult years, when 1. Erikson EH: Growth and crises of the healthy personality. PSy- 
: retirement a»proaches. chol Issues 1:50-171, 1959 i 
2. Erikson EH: Childhood and Society. New York, WW Norton & 
i Co, 1963 
] : 3. Benedek T: Parenthood as a developmental phase. J Psychoanal 
COMMENE Assoc 7:389-417, 1959 
] peres 4. Levinson DJ, Darrow CM, Klein EB, et al: The psychosocial 
The results of this study, although preliminary, com- development of men in early adulthood and the mid-life transi- 
plement the findings of Erikson, Gould, and Levinson tion, in Life History Research in Psychopa:hology, vol 3. Edit- 
Inest! : ed by Ricks DF, Thomas A, Roff M. Minneapolis, University o 
and associales by delineating the role of psycho ex s d Bs A, Roff M. Mi lis, University of 
EE » . , innesota Prass, 
pathology as an additional parameter in studying adult 5. Slotkin JS: Life course in middle age. Social Forces 33:171-177, 
development. Further study of the specific phases 1952 
highlighted :n this preliminary communication should 6. Gould RL: The phases of adult life: a study of developmental 
allow for mcre complete understanding of the develop- : Poe Missa ro pe Eis — 
e : : : : " . Neugarten B: ult personality: toward a psychology of the ire 
Dé of adult life and their relationship to PSY — cycle, in Middle Age and Aging. Edited bv Neugarten B. Chi- 
c opa i oloEy. ] f cago, University of Chicago Press, 1968 
Clinical evaluation and treatment planning for adult 8. Ricks DF: Life history research: retrospect and prospect, in 
patients orcinarily centers on traditional psychiatric Life History Research in Psychopathology, vol 3. Edited by 
e symptom clusters and characterological assessments. a eu d A, Rof M. Minneapolis, University of Min- 
| , nesota Press, 
; Although these are of greal imporante, they do nor 9. American Psychiatric Association: Diagnostic and Statistical 
address the Issue of continuing development, which Manual of Mental Disorders. 2nd ed. Washington, DC, APA, 
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The authors compared the drug use of 23 patients with 
5 or more major surgeries (mean number of 

surgeries —9.8) with that of a matched control group 
(mean number of surgeries —1). Total drug use of the 
polysurgical patients was 3.7 times greater than that 
of the controls and involved narcotics. analgesics, 
barbiturates, and minor tranquilizers. The authors 
describe the characteristics of polysurgical patients, 
one of which is chronic pain, and propose a treatment 
plan that involves psychological intervention for the 
patient and his or her family. 


Doctors . . . prescribe medicine of which they know little 
to cure diseases of which they know less in human beings 
of which they know nothing. 

— Voltaire 


THE INAPPROPRIATE use of prescription medication 
constitutes a problem central to issues of physician re- 
sponsibility. While medically sanctioned drug misuse 
occurs in a complex matrix of cultural, social, eco- 
nomic, and psychological factors (1-6), the doctor-pa- 
tient relationship is the common denominator of the 
prescription equation (4, 7-9). A survey of the medical 
literature relevant to doctor-patient factors in drug 
misuse yielded the following generalities. Prescribed 
agents reported to be of particular risk are narcotics, 
nonnarcotic analgesics, sedatives, and antianxiety 
agents (4, 5, 9-11). Patient factors most often men- 
tioned were emotional instability and immaturity, 
drug-seeking behavior, and a history of previous 
abuse (5, 10-13). Physician factors reported included 
an ignorance of drug pharmacology (10, 14), time con- 
straints in evaluating patients (6, 10, 15), and lack of 
willingness to confront and explore the emotional ele- 
ments that determine a patient's presenting complaint 
or request for medication (11, 14-16). 

A controlled retrospective case study of patients 
with multiple surgeries indicated that this group of pa- 
tients was at risk for narcotic dependence and poly- 
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pharmacy. This report examines characteristics of 


those patients and of the doctor-patient relationship 
relevant to proneness for sanctioned abuse. 


METHOD 


Four hundred consecutive psychiatric liaison serv- 
ice consultations at a university teaching hospital were 
reviewed for cases of polysurgery. A careful review of 
the literature revealed no accepted criteria for defining 
polysurgery. To ensure that only true cases were in- 
cluded, polysurgery was defined as five or more major 
surgeries documented in the hospital record by the pa- 
tient's primary physician. In addition, minor surgeries 
(tonsillectomy and adenoidectomy, dilation and cu- 
rettage, urethral dilatation), diagnostic procedures 
(cervical biopsy, breast biopsy, cvstoscopy), and ter- 
mination of pregnancies (cesarean section, abortion) 
were excluded. 

A two-stage screening procedure was used. Consul- 
tation reports with five or more major surgeries were 
selected (N=43); then the patient’s hospital record 
was reviewed for the primary physician’s documenta- 
tion of major surgery. Twenty-five index cases met 
these criteria. Of these cases, 23 involved white wom- 
en, | a black woman, and 1 a white man. The latter 2 
patients were included in the study but were excluded 
from the matching process. Twenty-three control sub- 
jects selected from the remaining consultations were 
matched for age, sex, education, marital status, and 
type of insurance. There were limited data on educa- 
tion and no consistent data on income or occupation. 
In lieu of these traditional variables, type of insurance 
was used as a crude indication of the patient’s so- 
cloeconomic status (table 1). 

Patient records and psychiatric evaluation data were 
used to establish the clinical characteristics of these 
patients, examine the doctor-patient relationship and 
prescribing patterns, and verifv patients’ reports of 
their drug use. 

Two diagnoses not included in the DSM-III nomen- 
clature (17) were used to categorize these patients: 
hysteria and pain-prone personality. Hysteria was de- 
fined using diagnostic criteria for psychiatric re- 
search (18) based on medical history, which inglude 

1. The patient has a recurrent or chronic illness that 
began before age 30 and is vague, complicated „or dfa- 
matic in character. x 


2. The patient reports 25 medically unexplained 


* 


* * 


' 682 / 0002-953.X/78/0006-0682$0.45 © 1978 American Psychiatric Association ` 


"E 


* 
a 


` Amd Psyeifltry 135:6, June 1978 


TABLE 1 
Demographic Characteristics of the Polysurgery Group (N=23) and 
Control Group (N=23) 





i Polysurgery* Control** 

Item N 06 OM 26 
Race M 

White . 23 100 23 100 
Marital Status 

Married * 16 69.6 16 69.6 

Divorced 3 13.0 2 8.7 
'* Single | 4.4 ] 4.4 

Widowed 3 13.0 4 17.4 
Insurance 

Private 16 69.6 15 65.2 

Other 7 30.4 8 34.8 
Education 

High school or less 9 39.1 9 39.1 

College or advanced l 4.4 l 4.4 

Unknown 13 56.5 13 56.5 


*This group ranged in age from 25 to 59 years (mean-41). 
**This group ranged in age from 25 to 56 years (mean-41). 


symptoms in 9 of 10 groupings in the medical re- 
view systems. 

The diagnosis of pain-prone personality was based 
on the clinical description by Engel (19), which in- 
cludes a characteristic family history of gross depriva- 
tion or physical abuse, a life-long history of pain and 
suffering, an intolerance of success, and a masochistic 
mode of relating to important others. 

These clinical data were evaluated statistically using 
standard contingency table analysis and the Fisher ex- 
act probability test. 


RESULTS 
The polysurgical patients had undergone a total of 


226 major surgeries (mean 9.8), compared with 24 for 
the control group (mean 1). The majority of the sur- 


j geries in the polysurgical group were pelvic and ab- 


_ by p 


dominal (72%) or orthopedic (20%). The range of sur- 
geries in this group was 5-20, with 5 patients having 
had 15 or more major surgeries. 

The index and control patients were compared for 
types of psychotropic and analgesic medication taken 
at the time of psychiatric consultation. The total drug 
use of the polysurgical patients was 3.7 times greater 
than that of the controls. The polysurgical patients 
were taking more narcotics (3.3:1), analgesics (20:1), 
barbiturates (8:1), and minor tranquilizers (2.8:1). 
However, there was no intergroup difference in the 
use of antipsychotic or antidepressant medication. A 
statistical analysis of drug types was run using a 4x2 
contingency table. Because of the small number, tri- 


.Cyclic and antipsychotic drugs were combined and the 
.miflor,tranquilizers and barbiturates were combined. 


A statistically significant difference (p<.005) was ob- 
sefved 5n the expected proportion of drug types taken 
surgical patients as opposed to controls. The 
polysurgical patients were also more apt to be taking 
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TABLE 2 . á 
Number of Subjests in the Polysurgical Group (N=23) and Contro! 
Group (N=23) Using More Than One Medication per Drug Type g 
Drug Type Polysurgery Control 
Narcotics 9t E x 
Analgesics parr ‘0, 
Minor tranquilizers 3 l 
Antipsychotics I 0. 
Tricyclics 0 0 
Barbiturates 0 0 

Total patients*** iv? 2 


*p«.005, Fisher exact probability test. 
**p«.001, Fisher exact probability tesi. 
***Some patients used more than one drug type. 


more than one medication per drug type (p<.001), es- 
pecially narcotics (p«.005) and analgesics (p<.00}} 
(table 2). 

Using research criteria outlined earlier, 17 of the 
polysurgical patients and 6 of the controls were given 
the diagnosis of hysteria. The other 6 polysurgical pa- 
tients received psychiatric diagnoses of depressive 
neurosis (N=3), organic brain syndreme (N=1), per- 
sonality disorders, inadequate type (N= 1), and schizo- 
phrenia (N=1). Eighteen of the polysurgical patients 
and 1 control subject met the criteria for the diagnosis 
of pain-prone personality. These diagnostic dif 
ferences are significant statistically (p.001) by the 
Fisher exact probability test. 

A detailed drug history revealed common features 
among the polysurgical patients. They had received 
multiple analgesics and psvchoiropic drugs in the past 
from physicians of various specialties, but not one had 
been treated by a psychiatrist. À striking feature was 
the consistent report that even narcctics offered only 
insignificant relief of pain. Most of the patients ex- 
pressed a concern that they were taking too many 
medications, and some admitted to withdrawal symp- 
toms when they tried to decrease drug use on their 
own. Their response to the obvious question con- 
cerning the continued use of medications reported to 
be ineffective led to replies such as, ‘‘My doctor told 
me to take it’’ or “I have to have something for my 
pain." In each case, prescribed medication was judged 
excessive, and the recommendation was made at the 
time of consultation to discontinue all narcotic and 
psychotropic medications, with the exception of anti- 
depressants. 

The histories of the polysurgical patients revealed a 
profile of childhood deprivation and abuse, large fam- 
ily constellations, a family history of chronic illness 
and multiple surgeries, a long and complicated medical 
history of painful illnesses unresponsive to acute medi- 
cal treatments, and multiple physician contacts and 
polydrug use. 

At the time of psychiatric consultation a consistent 
clinical pattern emerged. The patient's urgent requests 
for treatment of acute pain often led to an emergency 


room evaluation on the inpatient record.. The nurses, , 
reported that these patients were eAtremely demand- . 


ing and frequently received extra medication from the 
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on-call physician. The primary physician noted non- 
response or worsening of the complaints of pain fol- 
lowing attempts at reassurance or further drug treat- 
ment. Treatment attempts escalated with this non- 
response, leading to multiple consultations and 
polypharmacy. Frequently the patient's family pres- 
sured the treating physician to do something to relieve 
the suffering. At the time of the psychiatric consulta- 
tions all of the primary physicians expressed frustra- 
tion with these patients and the need to take definitive 
action. Frequently thev requested the transfer of the 
patient to the psychiatric unit. 

During the psychiatric interview these patients 
stated their reluctance to see a psychiatrist and insist- 
ed that they had no problems except their pain. With a 
little encouragement they openly discussed in detail 
their multiple physician contacts. They expressed dis- 
appointment with past treatment failures but empha- 
sized both their conviction that the pain was organic 
and their willingness to cooperate with any treatment 
aimed at relief of the pain. They also stated that their 
"caretaker," whether spouse or parent, was very un- 
derstanding of their condition. | 

In contrast, psychiatric evaluation revealed serious 
family and marital problems. The frustration of the 
family members frequently manifested itself in repeat- 
ed and urgent demands that something be done about 
the patient's pain. Psychiatric treatment was recom- 
mended in a similar number of instances for index and 
control patients. However, a review of inpatient and 
outpatient records indicated that polvsurgical patients 
were less likely to accept psychiatric treatment 
(p<.01, Fisher exact probability test). While 5 of the 
14 polysurgical patients recommended for psychiatric 
treatment were transferred to the inpatient unit, none 
of the polysurgical patients accepted outpatient re- 
ferral. (Of the 17 control subjects recommended for 
psychiatric treatment, 14 complied.) Patients who 
transferred did so at the insistence of their primary 
physician, who made psychiatric treatment a condition 
-of their continued care. 


DISCUSSION 


The results of this study are consistent with the re- 
ports of others that: 

1. Narcotics, nonnarcotic analgesics, and anti- 
anxiety medications are prescribed agents at risk for 
misuse (4, 5, 9, 11). : 

2. Patients with emotionally determined medical 
symptoms are at risk for inappropriate prescrip- 
tions (11, 12, 15). 

' 3. Patients with diagnoses of hysteria and pain- 
. prone personality tend to experience pain of psycho- 
logical origin and are at risk for excessive medical 
treàfments (19-23). Our study suggests that the pain- 
prone persqnality.is a more sensitive indication of sur- 
gical risk than isshystefid, based on fewer false posi- 
tives in the control group. Pharmacological ignorance 
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on the part of the treating physician and time con- ` 
straints in evaluating patients did not appear to be fac- * 


tors (6, 10); positive reinforcement for using medica- 
tion was certainly not a factor (9). These patients were 
demanding and manipulative (11, 12) but appeared to 
be seeking relief from their distress and not merely 
medication. m 

The doctor-patient relationship was characterized 
by vigorous attempts on the part of the treating physi- 
cian to relieve acute pain. The critical factor in the ex- 
cessive number of prescriptions appeared to be the 
physician's need to offer definitive treatment despite 
the patient's lack of response to reasonable treatment 
interventions. In short, these patients appeared able to 
manipulate the treating physician to overprescribe for 
emotionally determined pain. 

It is tempting to postulate that this outcome was a 
product of the patient's psychopathology and the phy- 
sician's lack of psychological sophistication. While 
these factors were undoubtedly involved, a different 
formulation, based on medical-social role theory, 
seems more plausible. This theory assumes that there 
are specific but implicit responsibilities and privileges 
associated with the roles of physician and patient (24). 
A patient designated as ill by a physician is expected to 
actively seek professional care, willingly cooperate 
with any reasonable attempt at treatment or diagnosis, 
and to want to get well. This is a temporary designa- 
tion during which the patient is excused from his or her 
usual social responsibilities in order to cooperate with 
the physician, who, in turn, is expected to be per- 
missive, to be concerned about the patient, and to at- 
tempt to treat the ilIness. 

A striking aspect of these patients was their ability 
to accurately mirror the medical institution's ex- 
pectations of an acutely sick patient. They insisted 
that they were acutely sick with pain and that every- 
thing would be all right if the treating physician would 
just do his job and treat them. Within this context the 
patient's behavior becomes understandable if not ex- 
pected. However, these patients did not have an acute 
illness but rather a chronic pain of long standing that 
was emotionally determined. As soon as the treating 
physician accepted the patient's pain as an acute medi- 
cal problem and therefore his responsibility, inter- 
ventions aimed at the relief of organic pain escalated 
and were bound to fail. While one of the physician's 
primary social responsibilities is to legitimize the sick 
role, once this occurs the patient's demands for treat- 
ment are legitimized and socially sanctioned. In addi- 
tion, most physicians define themselves as being inter- 
ested in treating acute problems, and they are particu- 
larly susceptible to this kind of presentation. 

The incongruity between the patient's presenting 
with chronic emotional problems and his manipulating, 
a willing physician to legitimize the problem, as* an, 
acute medical illness explains much of the observed 
clinical data. It is consistent with the patient's history 
of contact with a wide variety of physicians Wo ap- 


parently used excessive acute treatment interventions ` 
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dnd excessive medications in attempts to relieve pain 
: during hospitalization. It also explains the physicians’ 
eanger and frustration at the realization that there was 
no evidence of acute illness and their difficulty in deal- 
ing with the patient’s insistence that he was ill. 

It was felt that only three of the patients were suc- 
cessfully treated for their chronic and emotionally de- 
termined pain. In all three cases, the first step was 
redefinitión by the primary physician of the chronic 
nature of the pain complaint and of the obvious emo- 
tional problems related to it. The physician then insist- 
ed that the patient undergo a treatment program that 
he designed, which included withdrawal from all medi- 
cations and psychiatric treatment on the psychiatric 
inpatient service. The critical factor in this approach 
was the physician’s willingness to continue to follow 
the patient for medical problems. The other two pa- 
tients transferred to the inpatient unit, who were 
simply transferred to the psychiatry unit, left within 
48 hours to return to their family physician who ‘‘felt 
they had real pain.” 


CONCLUSIONS 


There are obvious limitations in drawing global con- 
clusions from a study of this type. However, several 
aspects warrant emphasis. 

l. Patients with histories of multiple surgeries, par- 
ticularly those with repeated surgeries for the same 
complaint, constitute a patient group at risk for medi- 
cally sanctioned drug misuse. 

2. Additional characteristics of high-risk patients in- 
clude profiles of hysteria and pain-proneness; com- 
plaints of chronic and persistent pain, with the pseudo- 
urgency of an acute emergency; and pain that does not 
respond to or worsens after attempts at relief. Pseudo- 
urgency and nonresponse to narcotics are the cap- 
stones of the hospital course. 

3. Escalating inappropriate attempts at the treat- 
ment of emotionally determined pain are the essential 
factors in prescription excess. This is formulated as 
the inapplicability of acute medical treatment to chron- 

ic emotional symptoms. 
| 4. Effective management requires identification of 
patients at risk, a willingness on the part of the primary 
physician to continue to follow the patient, and a re- 
definition of the pain problem as chronic. Psychologi- 
cal intervention for the patient and family under the 
direction of the primary physician is an important part 
of the management plan. 
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The author describes the effects of Erhard Seminars 
Training (est) on 67 patients—419 who took est during 





. the course of psychotherapy with him and 18 who were 


seen for evaluation, consultation, or treatment after 
having taken est. Responsiveness to est was assessed 
in terms of individually predefined psychodynamics 
and treatment goals. Of the 49 patients who took est 
during therapy, 30 were judged to show some positive 
response and 19 were rated unchanged. The author 
believes that est often has a strong influence toward 
psychotherapeutic movement in patients with good 
ego strength who are motivated to change. 


THE PURPOSE of this paper is to discuss the effects of 
Erhard Seminars Training (est) on 67 patients whom I 


saw in psychiatric treatment or consultation. Recent 


articles by Glass and associates (1, 2) reported seven 
instances of psychiatric disturbance following est; the 
authors wrote with ‘ʻa sense of urgency'' based on the 
severity of these disturbances and the rapid ‘‘spread of 
the est ‘movement.’ `` The present paper is a contribu- 
tion of clinical observations relevant to est, based on a 
larger and different sample than that reported by Glass 
and associates. What is clear to date is that est has 
some powerful psychological effects on many of those 
who take the training, and mv goal in this paper is to 
document some of those effects. 

Started in 1971 by Werner Erhard, a man without 
professional training or credentials, est, now an educa- 
tional corporation, consists of numerous components: 
the basic 4-day training, 8 different seminar series, var- 
ious 1- and 2-day workshops, special lecture events, a 
prestigious advisory committee, 13 other working 
committees, and an extensive supportive organization 
run by over 150 paid staff members and augmented by 
several thousand part-time unpaid volunteers. There 
are est offices and training centers in [4 U.S. metropol- 


` itan areas and in London. Over 125,000 people had 


completed est training by late 1977 and more than 
3,000 people are added to that number each month, 
according to Don Cox, President of est. Generally the 
purpose of est may be categorized as consciousness- 
raising, but there is a heavy emphasis on didactic ma- 
terial drawn from psychology and philosophy focusing 
on personal responsibility. est operates from the as- 
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. Observations on 67 Patients Who Took Erhard Seminars Training, p 


sumption that most people are not aware of the extent- 
to which they avoid personal responsibility and of the 
devastating effects of irresponsibility. The training 
aims to correct that lack of awareness. It is brilliantly 
staged for impact and can be viewed, in part, as 
theatre. I will not attempt to describe the training here; 
accounts are readily available elsewhere (3-11). - 

In this paper I will report effects of est that I ob- 
served in 67 people seen in my private psychiatric out- 
patient practice; my concern here is with outcome 
rather than process or theory related to the observed 
changes. Of the 67 patients, 49 took est during the 
course of psychotherapy with me and 18 were seen by 
me for psychiatric evaluation, consultation, or treat- 
ment some time after having taken est. The former 
group provides a unique population on which to make 
observations, and they will be discussed first. My 
training is psychoanalytic, and all 49 patients in this 
study were seen in individual, dynamically oriented 
psychotherapy with treatment sessions 1 to 3 times a 
week for periods ranging from several months to sev- 
eral years. None of these patients was in formal psy- 
choanalysis. These patients ranged in age from 18 to 54 
years; most were between 22 and 34. There were 24 
men and 25 women; 41 were middle class or upper- 
middle class, and most of these had attended if not 
completed college. The treatment sample included 5 
professional people and 8 patients who were on wel- 
fare and attended est training on scholarship. The so- 
cioeconomic and educational status of the welfare pa- 
tients was generally lower than that of the others, and 
these patients generally were the more severely ill. 

My initial exposure to est was in 1972 when a patient 
in treatment took the iraining despite my mild objec- 
tions, based on hearsay and my own ignorance. I ob- 
served unexpected positive effects of the training in 
the subsequent therapy of this patient, and in March 
1973 my curiosity outweighed my skepticism and I 
took the training. On the basis of these two positive 
experiences I began cautiously to refer patients to est 
as an optional adjunct to psychotherapy. After decid- 
ing to refer a patient to est, I would say something like 
this: 


] have an unusual suggestion; on the basis of my ex- 
perience I have reason to believe that our work togetper ' 
might be facilitated by your taking the est traininf. The - 
cost is the equivalent of six sessions, $300, and it will take 
all of two consecutive weekends plus a few mid-week 
evenings. The training is virtually impossible to de&cribe 
but mostly it is a lecture of material drawn from many: 
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Sources—psychoanalysis and Zen among them. In addi- 


* tion you will learn some meditation techniques and have 


ample opportunity to ask questions. The training is rig- 
* orous, not easy, and it is not all pleasant, although most 
people find what goes on during the training fascinating. 
Our work together in no way hinges on whether or not you 
decide te do est and of course I can never be certain in 
advance that it will be worth your while. I recommend 
that you consider it solely because I have had some other 
patients with problems similar to yours for whom it proved 
. valuable. 


Following the referral suggestion great care was exer- 
cised to deal with transference issues in the response 
in order to emphasize the patient's freedom and re- 
sponsibility in the matter. I never suggested est to a 
patient when it might jeopardize the therapeutic al- 
liance, and all but 2 patients to whom the referral was 
made elected to do the training. None of the patients 
who took est, nor the 2 who demurred, quit treatment 
prematurely. 

The criteria for referral of patients to est were not 
systematic. The suggestion was made to some simply 
because they were intellectually curious and open- 
minded, and I believed that they would find est stimu- 


elating and usefully informative in ways that paralleled 


the psychotherapy. Other patients were referred be- 


"cause therapv was proceeding very slowly and I 


thought that est could have the effect of producing 
some new material and movement. Another group of 
patients had difficulty accepting responsibility for their 
own problems and suffered poor powers of self-obser- 
vation; est is particularly useful in affording partici- 
pants a clear overview of the ‘‘normal’’ neurotic proc- 
ess and each individual's responsibility for the effects 
and manifestations of his own unconscious. 

I assessed patients’ responsiveness to est in terms of 
individually predefined psychodynamics and treat- 
ment goals. At the time of the initial evaluation I rate 
every new patient in terms of severity of illness on a 


. four-point global assessment scale, derived from the 


„order, 


Endicott and associates’ Global Assessment Scale (12) 
and from Luborsky’s Health-Sickness Rating 
Scale (13). The scale is an attempt to avoid inferential 
judgments by rating patients on the basis of explicit 
clinical symptoms and current mental functioning. 
Subsequent ratings at the termination of therapy and 
any later contacts with the patients provide a global 
assessment of change, although it is a rather gross 
measure. The initial severity of illness ratings proved 
zo be important in this study, so I will define the four 
categories. 

Category | includes patients who are functioning 
well in all areas, with nothing more serious than occa- 
sional transient worries, problems, or minor symp- 
toms. Patients in this category possess a high capacity 
tor independent action and form good and enduring 
relationships. 

Categpry 2 patients suffer minimal psychiatric dis- 

Pith only slight to moderate impairment in 

some areas of mental functioning. Such patients are 
LI 
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usually viewed by others as having only minor prob- 
lems, but these patients are capable of identifying sig- 
nificant symptoms for which they seek psychotherapy. 
Overall, they function well and enjoy good relation- 
ships and productivity, but they suffer. 

Patients in category 3 suffer moderately severe psy: 
chiatric disorders, with at least one area of chronic im- 
pairment. Patients with chronic mood or impulse dis- 
orders are in this category, as are the chronic neurotic 
character disorders and the healthier of the berderline 
patients. These patients retain areas of healthy func- 
tioning and productivity but are subject to regressions 
and moderately severe symptoms. 

Category 4 includes all patients who suffer severe 
current psychiatric impairments, such as active psy- 
chosis, suicidal preoccupation, alcohol or drug abuse, 
or some other manifestation of severe impulsiveness 
or faulty judgment. 

Based on ratings of the severity of illness made at 
the time of the initial clinical evaluation, the 49 treat- 
ment patients were distributed as follows: category 1, 
N=0; category 2, N=24; category 3, N=17; and cate- 
gory 4, N=8. The patients ranged in age from 18 to 54 
(most were between 22 and 34); there were 24 men and 
25 women. 

I assessed clinical changes in response to est, ac- 
knowledging the research limitations of the clinical-an- 
ecdotal method, in which therapist and investigator 
are one and bias therefore exists in both roles. Once 
again, I attempted to be as noninferential as possible 
by relying on explicit and obvious clinical criteria such 
as changes in symptoms, gross indicators of regression 
or progress, changes in a major relationship, job, or 
other life situation, and the durability of such changes. 
For purposes of this study, est-related improvement 
was rated only when the change occurred shortly after 
the est experience and persisted or when there was 
regular and recurrent articulation of change and work- 
ing through in terms of affects experienced and/or in- 
sights first gained during est. In several cases a dra- 
matic flash of insight was coupled with enthusiasm, 
both of which faded within a few weeks. Swift changes 
sometimes swiftly disappeared. Also, where changes 
took place long after est and were otherwise coinci- 
dent with the expected course of psychotherapy, the 
patient was rated unchanged by est. Using these cri- 
teria, 19 of the 49 patients who took est during therapy 
were rated as unaffected by the training and 30 were 
judged to show some degree of positive response. 
Based on follow-up interviews,not less than 6 months 
after (with an average of more than 18 months), 12 pa- 
tients were rated as slightly improved, 14 as moder- 
ately improved, and 4 as dramatically improved in 
terms of est-related treatment response. At least 10 of 
the 19 patients rated as unchanged in response to est 
made some progress in psychotherapy, but 1 could 


glean no explicit connection between est and improve-: 


ment. Case reports 1 and 2 are from the unchanged; 
group, one with a brief negative and'the other with a 


brief positive response to the training. - Neither re- l 
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sponse endured, though case 1, with the initial regres- 
sive response, went on in psychotherapy to achieve 
substantive improvement whereas case 2 did not. 


CASE REPORTS 


Case 1. Mr. A, a 26-year-old single artist, had been 
intensely rebellious and antisocial during his adoles- 
cence. He had suffered motor cortex damage in an au- 
tomobilé accident, after which he had been hospital- 
ized extensively for manic-depressive illness several 
years prior to his psychotherapy with me. I evaluated 


. him at start of treatment as category 4, even though 


neither psychosis nor antisccial behavior were appar- 
ent. He was severely depressed and had been referred 
to me for psychotherapy because he had proven unre- 
sponsive to antidepressant medication tncluding lith- 
ium. He feared the need for rehospitalization, and af- 
ter 2 months of twice-weekly therapy, I referred him to 
est because rehospitalization seemed imminent and he 
was desperate. He was picked up ty the police 3 days 
after the second weekend of the training in a full-blown 
manic state (delusions of grandeur. pressured speech, 
and flights of ideas). He believed that he was a messen- 
ger of God brought onto the earth to announce the be- 
ginning of the messianic era. He was hospitalized for 
nearly a month and remained somewhat expansive and 
delusional even after he was well enough to leave the 
hospital. Over the next 2 months his delusional con- 


_cerns cleared, but this improvement was reciprocal to 
. the return of a state of depression, although not as se- 


vere as the initial one. He was able to begin some con- 


. structive rehabilitation and training efforts during this 


period. At the time of writing, nearly 2 years have 


- passed and there is no residual evidence of grandiosity 
- nor any return of psychopathic behavior. He is active- 


ly engaged in vocational rehabilitation and psychother- 
apy. He has consciously linked his fantasies of omnip- 
otence to an ambitious perfectionism that serves both 
a special relationship with his mother and unresolved 
rebelliousness against his father. He is attempting for 
the first time to deal realistically with the tremendous 
physical and narcissistic damage he suffered as a result 


of his automobile accident. He is improving and be- 


lieves in retrospect that est was helpful to him even 
though this is in no way obvious to me. 


Case 2. Mr. B was unaffected by either psychothera- 


. py or by est, despite his brief burst of enthusiasm 


about est. He is a brilliant 35-year-old single man who 
was adopted in infancy by a wealthy couple who had 
little time for him. Very early he became the family 


‘black sheep and was always in some kind of trouble. 


His adolescence and early adult years were marked by 
borderline antisocial behavior, but in his middle 20s he 
settled down and went to work for a large corporation. 

. Through steady application and intelligence he quickly 
_ attained a junior.executive position, but he was soon 
dismissed becaube he Became involved in charges of 
' larceny. Subsequently he became a drifter, never hold- 
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ing a job for very long. He returned to college briéfly 


but as before failed to follow through. After his 30th 


birthday and a succession of unsuccessful romances, 
jobs, and business ventures, he began to suffer depres- 
sion. On the heels of one such depressive episode he 
entered psychotherapy. In treatment he was.superfi- 
cial, glib, and manipulating, and I evaluated him as 
being in category 3. Although efforts to Confront and 
interpret were met with denial, his depression im- 


proved soon after he started treatment. As part of my. 


effort to help him to achieve a more reflective attitude, 
I encouraged him to participate in est. Immediately 
following the training he enthusiastically expressed the 
opinion that his life had been changed, but that view 


was not sustained and within a few weeks he stopped : 


attending the est seminars. The therapy dragged on for 
afew more months and ended by mutual consent when 
the patient accepted a promising job in another city. A 


year later he called me and we had a friendly telephone ` 


chat. The job had not worked out, nor had much 
changed, and it did not seem that he was any worse. 
The depressions were somewhat less frequent, but the 
drifting continued, as did his self-defeating neurotic 
character patterns. 


Case 3. An example of a patient rated as slightly im- 


proved in consequence of the training is Ms. C, the 35-" 


year-old wife of an accountant and mother of two 
young children. This bright and attractive woman en- 
tered psychotherapy because of depression related to 
marital problems. Her initial evaluation rating was cat- 
egory 3. Beneath a narcissistic facade of .rational- 
izations buttressed by sophisticated intelligence, it 
was apparent that she suffered an impulse disorder, 


had been unfaithful to her husband sporadically, and ` 


abused alcohol almost daily. Her therapy was marked 
by intense ambivalence and only slowly did she devel- 
op a therapeutic alliance and use the treatment to be- 
come introspective and responsible. She was intensely 
competitive with and jealous of her successful and 
prominent husband, and especially resentful of his 
having allowed her—she viewed it as encourage- 
ment—to interrupt her own education in order to facil- 
itate his. In the marital interaction she was irritable, 
staged dramatic arguments, and had made at least one 
suicide gesture. When she had been in therapy for 
about 8 months, I recommended she take est; follow- 
ing the training the pace of therapy seemed to improve 
significantly. Within a month she acknowledged her 
drinking problem with unusual openness and joined 
Alcoholics Anonymous. During this period she also 
made definitive plans to return to school. Despite the 
fact that she Jettisoned some of her earlier gains after 
her husband took est and became enthusiastic about it, 
her psychotherapy continues on a better level] of re- 
flectiveness and her self-control remains significantly 
improved more than a year and a half after the train- 
ing. She has now returned to school, remains getiv® in 


AA, and the drinking and other impulsive behaWor are. 


significantly diminished. . 
1 
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: ‘Case 4. This patient is one of the 14 rated moder- 
 ately improved in response to est. Mr. D is a 28-year- 
eld single dental student. This bright, pleasant, obses- 
sional young man was referred because of possible 
psychological factors in his 8-year course of ulcerative 
colitis which had recently recurred with severe symp- 
toms. I evaluated him initially as being in category 2. 
He was motivated in psychotherapy primarily because 
his internist thought he might need a colectomy and 
Mr. D wished to avoid surgery at all costs. His third 
year of dental school had been interrupted by a recur- 
rence of bloody diarrhea. His ulcerative colitis had had 


_ a gradual onset in the year following his father's death, 


= 


at which time there was considerable family pressure 
on him to quit college and work in his father’s busi- 
ness. His mother was described as an overbearing, in- 
sensitive, hypochondriacal woman with powerful ten- 
dencies to infantilize all three of her children. The pa- 
tient was spared a good deal of maternal pressure 
regarding his career choice when an older brother 
agreed to go to work in the father's company. At this 
time the patient affirmed his decision to go to dental 
school but continued to live at home and to suffer at- 
tacks of ulcerative colitis periodically while com- 


. *pleting his predental studies at a nearby college. Ex- 


acerbations did not always correlate with events of 


' psychodynamic significance but he had a major relapse 


* 


t 
„est ex 
stantive symptomatic improvement. The patient con- 


when he left home to attend dental school in the San 
Francisco Bay area. A psychotherapeutic experience 
several years before was brief and unrewarding, main- 
ly because the patient did not know what to talk about 
in therapy and was unaware of any emotional prob- 
lems. 

His initial contact with me was characterized by ea- 
ger compliance and a high order of intellectualization. 
A current romance provided the focus for some good 
discussions of his unresolved and ambivalent attach- 
ment to his mother, but a defensive facade of in- 
tellectual isolation covered most of our discussions 
and there was relatively little affective expression. 
Over a six-month period of treatment the ulcerative 
colitis improved only slightly. At a time when I felt 


that therapy had gone about as far as it could (short of 


a formal psychoanalysis, which Mr. D eschewed) I 
recommended est more in desperation than optimism. 
During the training he had a vivid emotional experi- 
ence, recalling a forgotten incident in which he felt 
very close to his father, and understood the jealousy 
his mother felt in consequence of that closeness. In 
therapy he mourned his father’s death more fully than 
ever before, and many of the previous discussions in 
treatment took on new meaning. After a few months 
he was feeling much stronger, the colitis was quies- 
cefit, and he resumed his education. Although he ac- 
knowledged that perhaps many unresolved problems 


remained, he felt in control of himself in a way that he 


hag not before and he feared excessive dependence on 
the'thezapy. We agreed to stop, and I thought that the 
erience had played a significant role in his sub- 


í 
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tinued to take est seminars: When I saw him a year - 


later, he was preparing to graduate from dental school, 
felt well, and his ulcerative colitis was well controlled. 
He was optimistic about his future and especially 
pleased that his mother seemed more accepting of his 
career choice. 


Case 5. Dr. E, a 49-year-old academic physician, 
was one of four patients who had a drarnatic response 
to est. He was referred for psychiatric evalüation and 
treatment by his cardiologist because of unusual per- 
sistence of angina symptoms in the presence of mild 
heart disease. The patient had been in psychoanalysis 
for 5 years 20 years earlier. He was a bright, in- 
tellectual, sophisticated, gregarious, and charming 
man, but there was much depression and anxiety be- 
neath his facade of joviality. His initial evaluation cat- 
egory rating was 2. In addition to his concerns for his 
health, which were considerable, there was enormous 
restlessness. He had been in the same academic de- 
partment for 20 years and although he was held in high 
esteem, he felt stale and bored at work and in his mar- 
riage. He described his wife as a shy, self-demeaning, 
passive woman for whom ne felt more pity than love. 
The onset of his heart disease coincided with the de- 
parture of the last of his four children to college, which 
occasioned a shift of needs between the patient and his 
wife back onto one another. He was close to his chil- 
dren, missed them deeply, and now felt disappointed 
and trapped. The psychotherapy did little but clarify 
his situation. A few conjoint sessions with Dr. and Ms. 
E were unproductive and moved him to consider, but 
not yet to risk, a separation from her. Two important 
things became clear, however. One was that he had 
ignored his writing, which was a great source of gratifi- 
cation, and the other was that his wife was not nearly 
so resourceless or helpless as she needed to appear. 
She had regressed in response to the increased tension 
in the marriage, but in fact she was an accomplished 
artist with a small circle of good friends. The patient 
had heard about est from a friend, and cecided to take 
it when he learned that I regarded est benevolently. He 
had at the time been in psychotherapy for about 6 
months. His angina was considerably improved but 
periodically troublesome. In est he gained an astonish- 
ingly clear view of his need to be a victim. He sud- 
denly saw a number of current and past relationships 
and activities in a different light, and he was exhila- 
rated by some far-reaching insights that revived and 
extended aspects of the psychoanalytic work he had 
done years earlier. His current psychotherapy came 
alive with new material. Within the next 6 months he 
applied these insights to a broad range of problems and 
ended his therapy. He and his wife agreed amicably to 
a trial separation and he finished a book long'in prepa- 
ration and located an enthusiastic publisher. 'He. qe- 
cided to take a year’s leave of absence from the uniz 


rey - 


versity and to support himself 2. his writing and lec--: . 


turing. When I saw him two years later ‘the depression, | 
and anxiety had not returned and he had been without ` 


~ 


*. 
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angina since shortly alter taking est. He looked and 
« felt well. 


DISCUSSION - 


Of the 49 patients who tock est while in psychother- 
apy with me, 30 (614 70) showed some evidence of posi- 
tive résponse to est in terms of predefined psycho- 
dynamics and treatment goals. It became apparent 
during the course of this study that responsiveness to 
est*was related to the initial severity-of-illness ratings 
(see table 1). Overall, some measure-of positive re- 
sponse was seen in 83% of category 2 patients, 47% of 
category 3 patients, and 2596 of category 4 patients. 
Despite the weakness of this research method, these 
observations suggest that the capacity to derive benefit 
from est is a function of good ego strength. These find- 
ings are consistent with a study (14) in which little if 
any effect of est was seen in 9 chronic alcoholic patients. 

In cases of dramatic response to est, it was evident 
that patients were strongly motivated and ready for 
change. Within 6 months after est each of these pa- 
tients underwent a major life change, either in terms of 
marriage, job, or school. Using only these 3 measures 
of change, 15 of the 30 patients rated as responsive to 
est showed at least one such indicator. All 4 of the 
dramatically responsive patients showed at least one, 
and 2 patients (case number 4 and 1 other) showed 
change on two indicators. Overall, 3 patients married, 
2 separated from their spouses, 6 changed jobs, and 6 
returned to school. It is my impression that the fre- 
quency of major life changes is significantly greater in 
this group of psychotherapy patients than in the gener- 
al population of my patients. 

Of the 67 patients, 18 were seen by me for psychiat- 
ric evaluation, consultation, or treatment some time 
after taking est. These patients ranged in age from 19 
to 58 years; 8 were men and 10 were women. All were 
middle class, comfortable, and their level of education 
was generally high. The group included two profes- 
. sional people. Five of these patients had been in psy- 
chotherapy at the time of taking est training but none 
of them was referred to est by their therapists. The 
response to est in this group was more difficult to 
evaluate because the evaluation was retrospective 
and this group included a larger proportion of patients 
who appeared to me to be unmotivated to change. Of 
the 18, 11 were seen only for consultation or very brief 
treatment and 7 entered longer term psychotherapy. 
This group of 7 patients shared characteristics of spo- 
radic motivation, chronic recurrent symptoms, and 
unsuccessful previous efforts at treatment. Onlv 4 cas- 
. es among this zroup of 18 seen after est demonstrated 
clear-cut-evidence of a positive response. 

Of the 67 patients reported in this study, 5 suffered a 


~ xegressive episode during or shortly after est. One of 


. «these patients has already been discussed (Mr. A). The 
. other4 were id the referral sample. Three were not in 
» psychotherapy and had no previous history of psychi- 
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TABLE 1 = 
Positive Response to est After 6 Months and Initial Severity bf lites, 


Classifications 


Severity of Illness Category 


panan anainn 


Response to est 2 3: 4 Total 
None (unchanged) 4 9 6.7 19 
Slight 8 2 2 12 
Moderate 9 5 0. . 14 
Dramatic 3 1 . 0 4 
Total 24 17 8 49 


atric treatment. It 1s difficult to generalize from this 
small sample of 5 cases, but it was apparent in retro- 


spect that all of these patients either had had a pre- _ 


vious psychotic disorder or experienced explosively 


charged emotional conflicts at the time they took est. 


The diagnostic and psychodynamic issues differ con- | 


siderably among the cases. The longest of these re- 
gressive episodes lasted several months, the shortest a 
few days. In all 5 cases the regressive episode ended in 


an apparently stable return to the preregressive state. . 


Within 3. months each of these 5 patients was judged . - 


by at least one close observer who knew the patient 


well to have returned to his/her pre-est level of func-* 


tioning. For Mr. A, there was considerable subsequent 
clinical improvement. The first patient in the referral 


. 


sample was a 55-year-old woman with lifelong history . 
of intermittent psychiatric illness. She had been in psy- — 


chotherapy with a licensed clinical social worker when 
she took the training. She misunderstood the est rules 
about drugs, stopped taking her amitriptyline, and suf- 
fered a serious regression that reversed swiftly when 
appropriate treatment was later reinstituted. The sec- 
ond patient was an immature young woman who was 
furious at her domineering mother. She became rebel- 
lious toward the est trainer during the actual training 
and lapsed into a catatonic state that lasted about a 


week. Subsequently she entered psychotherapy, re- , 
solved some of the problems with her mother, and re- , 


mained improved. The third patient was a middle-aged 
single successful businessman ambivalently attached 


. to both of his patients who had an episode of psychotic 


grandiosity centering around issues of emancipation. 
The regression began during est training and reversed 
after a brief involuntary hospitalization, with a swift 
return to his previous status. The fourth patient was a 
26-year-old married woman with an obsessive charac- 
ter, who felt compelled during est to confess to her 


husband an occasion of infidelity. After the confession - 


she became psychotic for about 48 hours. The psy- 


chotic episode ended after a single psychiatric inter- . 


view, and she denied the need for any further psychiat- 
ric treatment. Follow-up 1 month and then 1 year later 
indicated that she was functioning well as a wife. and 


mother, exactly as she had before her brief illness. AM - 


of these patients have been followed up for longer than 
| year, and there has been no recurrence of ary psy- 


chosis or evidence of impairment beyond the périod of. id 


psychiatric emergency. 
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© COMMENT 


d , - It is apparent both from the progressive and the re- 


gressive responses to est that some powerful change 

| agent is at work here. It may be that issues of personal 
1 responsibilitv and choice, clarified as they are during 
est trainfhg in the searing light of consciousness, are 
powerful medicine and that Werner Erhard- has dis- 

: covered an unconventional route to approach these 

"^ psychotherapeutic goals with large numbers of people. 
X .. ‘One is reminded of the recent report of Malan and as- 
.. sociates (15) on the unexpected long-term and endur- 
ing therapeutic effects on 1] psychoneurotic research 

subjects fellowing a single psychiatric interview. They 

report: ‘‘A study of what these patients said about 

their interviews discloses unequivocally the presence 

: of 2 therapeutic factors that are entirely distinct. The 
hrst is insight and the second is being brought face-to- 
face with the necessity for taking responsibility for 
their own lives” (15, p. 123). est deals generously in 
both of these commodities, and it is probably unrealistic 
: to expect that there is any strategy for human interven- 
| tion that combines effectiveness in bringing about 
change and complete safety. Even psychotherapy con- 

» ducted under the most professional and careful of cir- 
cumstances is not without its dangers and occasional 

* untoward effects. The fact that over 125,000 people 
have completed the est training and that there have 
been so few reports of deleterious after-effects is reas- 
suring. Further, the regressive responses to est I saw 
in these patients were relatively short-term and re- 
versible. The 49 patients who took est while in treat- 
ment included 9 with a history of previous psychiatric 
hospitalization, 8 of whom suffered no hint of regres- 
sive response to est. It is, therefore, certainly not ap- 
parent that most seriously ill or acutely disturbed pa- 
tients are vulnerable to a decompensation in response 
to est, although further study of this important ques- 
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tion is surely indicated. A therapeutic alliance in psy- , 
chotherapy concurrent with est may protect a vulner- 
able patient against a regression. Based on the patients 
in this study it appears to me that where motivation 
and readiness for change are present in a patient with 
good ego strength, est appears often to assert a strong 

influence toward a psychotherapeutic type of movement. 
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* Sexual Identity of 37 Children Raised by Homosexual or TEE 


Transsexual Parents 


~” BY-RICHARD GREEN, M.D. 


Thesauthor reports on 37 children who are being raised 
by female homosexuals or by parents who have 
changed sex (transsexuals): 21 by female 
homosexuais, 7 by male-to-female transsexuals, and 9 
by femaie-to-male transsexucls. The children range in 
age from 3 to 20 years (mean —9.3) and have lived in 
the sexually atypical households for 1—16 years 

(mean 4.9). Thirty-six of the children report or recall 
childhood toy, game, clothing, and peer group 
preferences that are typical for their sex. The 13 older 
children who report erotic fantasies or overt sexual 
behaviors are all heterosexually oriented. 


THERE ARE provocative questions regarding the sexual 
identity development of children whose parents are 
sexually atypical. Two relatively recent sociomedical 
phenomena have provided an opportunity to examine 
these influences: the increasing numbers of persons 
undergoing sex-reassignmert surgery (transsexuals) 
and heterosexually married parents who divorce and 
then live as homosexual parents. 

Sexual identity is here defined as- encompassing 
three components: 1) coremorphoiogic identity, the 
early emerging self-concept of being male or female; 2) 
gender-role behavior, those subsequently emerging di- 
morphic behaviors considered masculine or feminine; 
and 3) sexual partner orientation, ihe later emerging 
erotic preference for males, females, or both. 

. Transsexuals are atypical in terms of all three com- 
ponents. The transsexual has a core identity con- 
tradictory to that designatec by genital anatomy, be- 
haves in a manner typically manifested by persons of 
the other sex, and has a sexual partner preference for 

_ persons of the same sex. The homosexual is atypical in 
one of these areas, having a core identity consistent 
with anatomy, usually behaving in a gender-role fash- 
ion typical for his or her sex but manifesting an erotic 
preference for same-sex partners. 


METHOD 


at 
ae - 


During the past 2 years, I have examined 37 children 
. (48 males and 19 females) who are being raised by at 
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least one parent who is either transsexual or homosex- 
ual. Sixteen were being raised by transsexual parents — -- 
and 21 by homosexual parents. The transsexual par- 
ents were evaluated at varying stages of sex-reas- 
signment. The children in these families were either 
born to the transsexual during the life phase in which 
he or she was living in the sex role designated at birth, 
or were children of women who divorced and then 
married a female-to-male transsexual (who thus be- 
came stepfather and husband). The children of the ho- 
mosexual parents had mothers who were involved in 
child custody litigation with their ex-husbands. 

The age range of the children raised by transsexuals 
was 3-20 years, with a mean of 11.3. The number of 
years they had lived in the transsexual household 
ranged from 1 to 16 (mean 6.75). The children raised 
by homosexual mothers ranged in age from 5 to 14 
years, with a mean of 8. They had lived in the homosex- 
ual household for 2-6 years (mean- 3.5). All of the lat- 
ter children had lived in a household in which there 
were two adult homosexual females and all but two 
sets continue to do so. In most cases the children knew 
of their parent's atypical sexual identity (transsexual 
or homosexual). 

An attempt was made to understand features of the 
transsexual or homosexual home environment and to 
ascertain what information (if any) had been trans- 
mitted to the child regarding parental sexual lifestyle, 
the age at which such information was given, and the 
amount of time that had elapsed since the child was 
informed. 

Sexual identity of the younger children was assessed 
on gross measures found in previous research to best 
reflect emerging sexual identity (1). These include toy 
and game preference, peer group composition (which 
is typically same-sex in grade-school-age children), 
clothing preference, roles played in fantasy games 
(which are typically of the same sex as the player), 
vocational aspiration, and the Draw-A-Person test 
(sex of the first person drawn is considered reflective 
of sexual identity; males typically draw males first, 
and females draw females first) (2). For adolescents, 
information was obtained regarding romantic crushes, 
erotic fantasies, and interpersonal sexual behaviors 


RESULTS 


Table 1 summarizes the data on the 9 lire A raised 
by 4 female-to-male transsexuals. Four of these chil- 
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*Not interviewed 


TABLE 2 
Children Raised by Male-to-Female Transsexuals 
Family Age Years in 
} . Code Sex (years) Household 
E M 13 3 
E F 9 3 
E F 6 3 
E M 6 3 
F M 11 4 
G M 4 4 
G F 3 3 
m » 
. TABLE 3 
Children Raised by Female Homosexuals 
Family Age Yearsin Draw-A- 
5 Code Sex (years) Household Person 
" H M 11 3 M 
H F 8 3 F 
H M 5 E F 
H F 5 3 F 
H M 9 3 M 
.H M 7 3 M 
I F 14 5 F 
I M 13 5 F 
I M 12 as. F 
I M 9 5 M 
| . I F 8 5 F 
f I F 6 5 F 
J M 5 2 M | 
J M 10 2 F 
J F 7 2 M 
K M 8 6 M 
L F 7 4 F 
M F 6 3 F 
M M 7 3 — 
N F 7 2 F 
N F 5 2 F 


dren were unaware that their *'stepfather"' or "father" 
was transsexual, whereas the others knew of their par- . 
ent's transsexuality. Four girls recall seeing their bio- 
logical mother emerge through androgen treatment 
and sex-reassignment surgery to become their *'legal 
father" and then marry their “‘stepmother.”’ All of 
e these gerls are feminine and heterosexually oriented. 
. One girl lived with her mother until age 16 while the. 
mofhe? engaged in a lesbian lifestyle and planned for 
e .Sex-res&ssignment surgery. The girl is feminine and het- 


erosexual. 


Sex 


* 


pepe enmt 


Age 
(years) 


Children Raised by Female-to-Male Transsexuals 


Years in 
Household 


Age at 
Awareness 


Age at 
Awareness 


10 
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Peer 
Group 


u1uEuumeszzuUüszszszunsszusmzunuz 


“Sissy” or 
“Tomboy” 


“Sissy” or 
“Tomboy” 


Favorite Toy 


Cars 
Autoharp 
Hot cycle 
Doll 

Truck 

Gun 
Monopoly 
Cars 
Racing set 
Model shark 
Doll 

Doll 

Board game 
Kite 

Board game 
Plastic animal 
Doll 

Doll 

Cars 

Doll 

Doll 


Vocational 
Aspiration 


Waitress 
Nurse 
Veterinarian 
Housewife 
Engineer 
Doctor 
Stewardess 
Fireman 
Waitress 


Vocational 
Aspiration 


Film director 
Artist 
Teacher 
Policeman 
Doctor 
Daddy 
Mommy 


Vocational 
Aspiration 


Pilot 
Popsicle lady 
Football player 
Nurse 

Artist 

Artist 
Doctor 
Fireman 
Policeman 
Scientist 
Doctor 
Nurse 
Fireman 
Lawyer 
Nurse 


. Scientist 
Nurse or teacher 


Nurse 
Storekeeper 
Nurse 
Nurse 
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Sexual 
Orientation 


Heterosexual 
Heterosexual’ 
Heterosexual 
Heterosexual 
Heterosexual 
Heterosexual 
Heterosexual 


Erotic Fantasies 


Heterosexual 


Heterosexual 


Erotic Fantasies 


Heterosexual 


Heterosexual 
Heterosexual 
Heterosexual 


Two boys had been unaware of the continuing fe- 


male anatomic morphology of their *'stepfather" for 


14 years. These boys are masculine and heterosexually 


oriented. Two children were 3 and 2 years old when 
their mother became their "father," and they have no“ .. 
conscious memory of the transformation. AlNof these 
children who have reached adolescence are 
sexually oriented. 


etero- 


ae 
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Table 2 summarizes the datg on 7 &hildren who are---, 


being raised by 3 male-to-fem 
family (family E) 4 children watched their father 


À 


e transsexuals. In one. E 
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CHILDREN OF HOMOSEXUAL OR TRANSSEXUAL PARENTS 


change through hormones and surgery to become their 
"mother." The youngest children Were 3 years old 
when the process began 3 years ago. Contact with 
their biological mother ceased. Three show tvpically 


masculine or feminine preteenage behavior, and the 


P ]3:year-old boy is heterosexually criented. 
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In family G the father continues to live with his wife. 
He dresses regularly in women's clothing and has been 
receiving estrogen treatmeni for 2 vears. The boy and 
gir] are 3 and 2 years old, respectively. The girl is con- 
sidered a ‘‘tomboy’’; the boy is not considered a “‘sis- 
sy 

In family F the boy, now 11, has watched his biolog- 
ical father become a woman over the past 3 years. He 
lives most of the time with ‘‘Martha’’ (his biological 
father) and the remainder of time with his biological 
mother. The boy is unremarkably masculine and het- 
erosexuallv oriented. 

Table 3 summarizes the data on 21 children being 
raised in 7 female homosexual households. Fifteen of 
these children drew a person of their own anatomical 
sex on the Draw-A-Person test, 1 did not drav a per- 
son, and 5 drew a person of the other sex. The peer 
group of 19 of these children is same-sex. The favorite 
toy of 20 of the children is consistent with convention- 
al sex-typed toy preferences, and the vocational 
choices for all 21 are within the typical range of sex- 
typing in our culture. The four oldest children reported 
erotic fantasies that were exclusively heterosexually 
oriented. 


 CLINICAL VIGNETTES 


I will present fuller descriptions of the circum- 
stances of each family to sketch the milieu in which 
these children are developing. 


Female-to-Male Transsexual Families 


Family A. The biological mother of 4 girls under- 
went sex-reassignment via androgen treatment and ex- 
tensive reconstructive surgery. Until the 4 daughters 
were aged 4-9, the mother appeared normal and 
seemed to have a conventional marriage with the chil- 
dren's biological father. At that time her desire to be- 
come a man became increasingly strong and she left 
her husband. She continued to live with the children. 
Shortly after leaving her husband she met a woman 
with whom she fell in love. Within a year she began 
dressing as a man all of the time and receiving andro- 
gen injections. She told the children that she felt more 
like a man than a woman and that over time she was to 
undergo medical treatments that would enable her to 
_,become a man. She achieved a legal sex status change 
~ and A as a man. Litigation ensued, and the 
court rúled that the former mother was the legal father 
ue 4 children. 

` The daughters ranged in age from 13 to 18 at the time 
of the study./The 18 Yéar-old is a mother and lives 
Eu from home. She was not interviewed but is de- 


ae / 


Am J Psychiatry 135:6, June 1974. ` 


` 


scribed by parents and/or siblings as being feminine 
apa exclusively heterosexual and as never having beer. 

"tomboy'' during her preteen years. Two of the é 
ee who were interviewed have a basic female 
identity, lack a *'tomboy'' history, are typically femi- 


nine teenagers, and are heterosexually orignted. The - 


fourth and youngest sibling, age 13, is evolving out of a 
‘‘tomboy’’ phase and is beginning to develop/romantic 
crushes on boys. None reported any desire'to become 
a male or any homosexual fantasies. 

Family B. The “stepfather”? of two boys, 15 and 17 
years old, had been *'married"' to the boys’ biological 
mother since they were about | and 2 years old, re- 
spectively. The transsexual had always dressed as a 
man but did not begin androgen injection treatments 


until 10 years after the relationship commenced. Dur- ` 


ing this time **he'' bound “‘his’’ breasts and was identi- 
fied to the children as their stepfather. Surgical sex- 
reassignment procedures were not undertaken until 2 


years ago. The adolescent sons have not been told that | 


their stepfather is transsexual. They have had no con- 


tact with their biological father. The children never see 
other family members nude, which prevented them 
from discovering that their '"'stepfather" had female 


breasts and still has female genitalia. The bovs havee 


male self-concepts and are conventionally masculine, 
heterosexually oriented teenagers. 

Family C. A 20-year-old woman lived with her 
mother, who had engaged in a series of lesbian rela- 
tionships until the daughter was 16. When the daughter 
was 18, her mother underwent sex-reassignment sur- 
gery and remarried in the role of husband and step- 
father in a new family. The daughter is feminine and 
heterosexual and reports that her two older married 
sisters (who were not interviewed) are similarly orient- 
ed. 

Family D. The biological mother of a 2-year-old 
daughter and 3-year-old son began to receive androgen 


injections, to live as a man, and to represent herself to | 
the children as ‘‘father.’’ The biological mother then, 


married a woman who was represented to the children 
as their mother. The children have no conscious recall 
of their *'father'' in the mother role. They are now 7 
and 8 years old and are content being female and male, 
respectively. Her favorite toy is a set of dishes, his is a 
walkie-talkie. She prefers girls as playmates, he pre- 
fers boys. 


Male-to-Female Transsexual Families - 


Family E. Four children in this family have watched 
their biological father emerge as their '*mother'' over a 
3-year period, during which the biological mother per- 
manently severed contact with the family. The biologi- 
cal father has had sex-reassignment surgery and lwes 
as a woman with male dating partners. The oldest son, 
now entering adolescence, has a male identity, i$ be- 
haviorally masculine, and has begun to develop an in- 
terest in dating girls. A 9-year-old daughter.and a 6- 


year-old daughter have female identities and bèhavior. * 


Neither is a tomboy. A 6-year-old son has a male iden- 
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„tity and is conventionally masculine. The two 6-year- 
olds are twins: the boy says it is better to be a boy, and 
*he girl that 1t is better to be a girl. 

Family F. The biological father of a 7-year-old boy 
announced to his son that he felt like a woman and was 
going to dzess as one, to date men, and to undergo sex- 
reassigument surgery. The parents separated and 
shared e&ually in parenting contact with the son. The 
boy witnessed the complete metamorphosis of his fa- 
ther to "Martha," whom he sometimes refers to as 
*Mom." He is now 11 years old. He has no desire to 
be a woman, cross-dress, or have an erotic relation- 
ship with a man. His masturbatory and nocturnal 
dream fantasies are heterosexual. His major disap- 
pointment is having ''lost a father." 

Family G. A young boy and girl, aged 4 and 3, re- 
spectively, are watching their father undergo sexual 
reassignment. They have been told that ‘‘Daddy and 
Mommy will continue to live together so that you will 
have two mommies.” The children have remarked that 
"Daddy is growing titties.” The boy has a male peer 
group; the girl has not yet formed a peer group. The 
boy's favorite toy is a truck. Their identity is reflected 
in the fact that the boy wants to be a daddy when he 


* grows up and the girl wants to be a mommy. 


* Female-Homosexual-Parent Families 


Family H. Six children, 4 boys and 2 girls ranging in 
age from 5 to 11, have been raised in a common house- 
hold with two lesbian mothers for 3 years. The chil- 
dren are from the two women's previous marriages. 
They understand that homosexual people love persons 
of the same sex and have been involved in public civil 
rights demonstrations for homophile groups. All the 
children have a basic identity consistent with their 
anatomy and show gender-role behavior typical for 
children of their age and sex. The boys have a male 
peer group and the girls have a female peer group. 


. There is a set of opposite-sex twins, age 5: the boy 
. likes to play cowboy and the girl plays with dolls and 


paints her toenails. The 11-year-old boy gets erections 
when thinking of nude females. One child stated the 
two mothers live together because ‘‘God put them to- 
gether.” The older boy was teased once by a boy who 
said, ““Your mother is a lezzie.’’ His reply was, ‘‘So 
what" 

Family I. There are 6 children, ranging in age from 6 
to 14 years, from the mother's two marriages. The 
mother has been exclusively homosexual for the past 5 
years. For about 3 years she lived with another wom- 
an. She explained to the children as a group, 4% years 
ago, that she was in love with a woman who was going 
to be living with her. Subsequent discussion included 
information about homosexual love-making. 

The three oldest children (ages 12-14) have exclu- 
sivély eheterosexual erotic fantasies and behaviors. 
Tbese include crushes, petting experiences, and mas- 
, turbatipn to visual erotic stimult. They understand that 
* there sare male and female homosexuals and state, 


“That is their business and it's OK.” The 12-year-old 
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boy recalled one time when a schoolmate called his 
mother a ‘‘butch’’ because of her masculine style of 
dress. He did not respond verbally or physically. 
There has been no subsequent teasing. He states, 


“She can be anything she wants as long as ske’s still . 


my mother." The other children did not recall any 
teasing. 

The younger children seemed to be typical for their 
age and sex. Their peer groups, toy and game prefer- 
ences, and vocational aspirations are sex- and age-ap- 
propriate with respect to cultural stereotypes. Neither 
of the two younger girls 1s a tomboy. 

Family J. These 3 children have been living with 
their mother and her female lover for 2 years. The old- 
er boy, 10, is sports-oriented, role-plays as a father in 
house games (which he p:ays infrequently) and has a 
male peer group. He knows his mother is a ''lesbian, 
which is a female homosexual. It's just a woman and 
woman loving each other.” He does not want to be a 
homosexual when he grows up because “‘I have a girl- 
friend." He was teased one time by a schoolmate who 
said, ‘‘Your mother is a queer,” and he “‘ignored it.” 
The sister, age 7, loves to play with dolls, does not like 
sports, but prefers boys as playmates because they get 
to play ''army."' She knows her mother and the other 
woman “‘love each other’’ and has experienced some 
teasing from cousins. She has a ''boyfriend." Her 5- 
year-old brother enjovs sports, idolizes Batman, plays 
with airplanes,.and ignores dolls. He thinks his mother 
and the other woman living in the house should be to- 
gether because “they are very nice." 

Family K. The mother has been exclusively homo- 
sexual for the past 6 years, beginning when her son 
was 2 years old. For about 2 of those 6 years she co- 
habited with à woman with whom she had a sexual 
relationship for 5 years. The boy was told by his 
mother at the time the cohabitation began that the 
woman was “‘a person I am very happy with and care a 
great deal for." The reletionship was described as a 
"Jove relationship," but there was no discussion of 
sexuality. The two women shared the same bed. The 
relationship terminated nearlv a year ago. 

The boy, now 8, is sensitive and esthetic and dis- 
inclined to rough-and-tumble play and sports. He re- 
lated better to girls than boys of his age. He enjoys 
playing with plastic animals and dolls of the Superman 
and Wonderwoman type. He has no history of cross- 
dressing. Because he prefers the activities of girls, he 
often feels he would like to be a girl. However, he has 
a 'girlfriend" whom he plans to marry. In house 
games he role-plays as the father or big brother. He 
has experienced no teasing in consequence of his 
mother's previous homosexual cohabitation or her 
current homosexual lifestyle. 

Family L. The mother divorced her h band to 
move in with a female lover 4 years ago, wien her 


daughter was 3. Before this time, she had not actek ga 


homosexual interests. The child states that the reason. 
her mother and the other woman live Nogether is “be 
cause my mommy is divorced and thgy like each other ' 
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a lot." The child's favorite activity is playing with her 
**Barbie"' dolls. She role-plays as the mother in house 
games, prefers dresses to jeans, and gets along better 
with female than male age-mates. She has experienced 
no teasing. 
. Family M. In this situation, two women, eéch with a 
child, have been living in a sexual relationship for the 
past 3 years. The girl is 6 and the boy 7. The mother of 
the girl has had a less extensive homosexual history 
than the boy's mother and is 15 years younger. The 
boy's mother has had 18 years of a homosexual life- 
style, punctuated by a heterosexual relationship that 
resulted in the conception of her son. The two children 
play house: the girl is the mother and the boy is the 
father. The girl has a child's wedding gown and role- 
plays as a bride. She has a “‘boyfriend.’’ The children 
have been told that the two women live together be- 
cause they “‘like each other.’’ There has been no teas- 
ing. 

Family N. The mother, who had experienced homo- 
sexual fantasies in childhood, adolescence, and 
throughout her marriage, remained in a heterosexual 
marriage until 2 years ago, when her 2 female children 
were ages 3 and 5. She then began living with a female 
sexual partner. The children know the twc women 
‘love each other in a caring way” but have received 
no explanation about their sexual relationship. The 
girls prefer dresses to pants and role-play as women in 
house games. The younger girl has a boyfr:end and 
wants to marry and have 2 girls when she is adult. The 
older girl vacillates about whether she wants to marry. 
Neither has been the object of teasing. 


DISCUSSION 


This is clearly a preliminary report. The data collec- 
tion was not systematic, there is no control group, and 
the period of follow-up was generally brief. I have cho- 
sen to present the material at this time because of the 
absence of similar published data, the controversial 
` nature of the subject matter, and its theoretical impor- 
tance in understanding the development of sexual 
identity. 

Both psychoanalytic and social-reinforcement or 
role-modeling views would predict that having a trans- 
sexual or homosexual parent should have a striking ef- 
fect on a child's sexual identity development. Both 
transsexuals and homosexuals have a sexual partner 
preference for persons.of their own sex at birth. Penis 
envy, castration fear, and resolution of the family ro- 
mance (oedipal conflict) are pivotal for normal psycho- 
sexual maturation of the child, according to psycho- 
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parent has “‘changed sex” and/or has a same-sex part-,. 


" 


ner preference. . 
Several factors must be considered when one look 
at the potential influence on a child of having a trans- 
sexual or homosexual parent: the age and sex of the 
child, the sex of the transsexual or homosexæat parent, 
the age at which the child becomes aware:of t}re atypi- 
cal nature of the family, explanations na to the 
child, the extent to which the parent attempts to con- 
vince the child of the benefits of an atypical sexual life- - 
style, the credibility in appearance and personality of 
the converted transsexual, and the availability of sur- 
rogate typical parents and alternative role-modeling 

figures outside the immediate family. 

For the younger children it is too early to know the 
long-term effects of being raised in transsexual or ho- 
mosexual households. What one can say is that at this 
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time, based on the best indicators of emerging sexual , 


identity, psychosexual development appears to be typ- 
ical in at least 36 of the 37 children described in this 
paper. These early life indicators appear to be good 
predictors of later sexual identity (1, 4-6). Children 
who are teenagers or young adults and have had a 
longer experience with transsexual or homosexual par- 


ents give more evidence that sexual identity has not® 
been dramatically affected: all have developed a typi-, 


cal sexual identity, including heterosexual orientation. 

"What factors might account for the apparently con- 
ventional psychosexual development in these children 
who live in unconventional families? One explanation 
may be that children do not live in a universe com- 
posed entirely of their home environment. Children 
spend many hours watching television and reading and 
are exposed through mass media to conventional fam- 
ily styles and conventional patterns of psychosexual 
development. Much of the child's experience is at 
school and in nonschool recreation with the peer 
group. The peer group members and their families also 


present conventional family patterns. We do not know , 
how much parental style contributes to a child's style . 


of psychosexual development, but clearly it is not the 
only contributing factor. The children I interviewed 
were able to comprehend and verbalize the atypical 
nature of their parents’ lifestyles and to view that atyp- 
icality in the broader perspective of the cultural norm. 
In increasing numbers of cases, courts are being 
forced to deal with this issue, and public awareness is 
also increasing. Uncontrolled clinical reports such as 
this are no substitute for controlled longitudinal stud- 
les, but at this stage in the history of research in this 
area, I hope that this report may be of value. Cur- 
rently, there are several projects under way to study 
matched groups of heterosexual and homosexual di- 


vorced mothers and their children, including one stûdy 

in which I am involved (Mandel, Hotvedt, and Green; 

work in progress). . - œ 
Greater detail will emerge from continuing studigs; 

at this stage I tentatively suggest that children béing 


- “Analytic theory (3). Thus, a father without a penis or a 
^ qmother gr father with a same-sex partner preference 
vendues the identification object during the resolu- 
"lign phase of the oedipal period should profoundly in- 
..lüence psychosexual development. Social ‘earning 

theorists also point to identification with and role-mod- raised by transsexual or homosexual parents do not.' . 

` eling of a parent. In the cases I have described, the differ appreciably from children raised in more con- 
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R _ventional family settings on macroscopic measures of 
' sexual identity. 
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Pathological Tolerance. 


~ BY EMIL R. PINTA, M.D. 





Pathological tolerance is a symptom that occurs ina 
stable triadic relationship with certain characteristics, 
including the sharing of a sexual partner. The term 
refers to inappropriate acceptance of the trianguiar 
relationship by the member of the primary dyad who is 
of the same sex as the “triadic addition.” The author 
suggests that the intrapsychic and interpersonal 
dynamics of pathological tolerance are identical with 
those of pathological jealousy and include the 
reenactment of earlier conflictual relationships 
through symbolic representation, expression of 
homoerotic drives, and a variety of interpersonal 
patterns. He presents three case reports and 
recommendations for treatment. 


IN Some Neurotic Mechanisms in Jealousy, Paranoia 
and Homosexuality Freud (1) explored the relation- 
ship between jealousy, homosexuality, and the mecha- 
nism of projection. In doing so he expanded the psy- 
choanalytic concept of jealousy that he had formulated 
earlier in the case of Schreber (2). Later important con- 
tributions to the understanding of morbid or pathologi- 
cal jealousy were made by Fenichel (3), Jones (4), and 
Sullivan (5). I will discuss these concepts later in this 
article. 

I have had experience with several cases that appear 
to represent the *'other side of the coin” of pathologi- 
cal jealousy: the presenting features are opposite to 
those of pathological jealousy, but the underlying con- 
flicts seem identical. I refer to this symptom as patho- 
logical tolerance. 

These cases have a common pattern. There is a pri- 
mary dyadic relationship (represented in the following 
case reports by the husband-wife dyad) to which a 
third person (the triadic addition) is introduced to form 
a threesome. The term ''pathological tolerance'' refers 
to the acceptance of the triangular relationship by the 
member of the primary dyad who ts the same sex as 
the triadic addition. Other members of the triadic unit 
may also demonstrate 'many of the same features and 
underlying dynamics. 


__ ASE REPORTS 


Case AM. John (aged 25) and Sharon (eged 33) are a married 
.couple who live in a rural midwestern area. Their presenting 
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problem involved a 17-year-old high school dropout, Mi- 


chael, who lives with them and who has become Sharon’s’” 


lover. Sharon says that she loves beth her husband and Mi- 
chael and is unwilling to make a choice between them. John 
resents another man in his home making love to his wife, yet 
he is reluctant to leave or to pressure Sharon to make a deci- 
sion between him and Michael. When John learned that Sha- 
ron was ''deeply in love" with Michael he had an extra- 
marital sexual relationship that lasted one week. On several 
occasions just before entering therapy he had physically as- 
saulted Sharon but did not cause serious harm. Both John 
and Sharon described themselves as depressed and guilty. 

Michael was originally hired to help with chores on the 
farm. John said he is fond of Michael; both Sharon and John 
insist that Michae!s being there was the other's idea. On 
further exploration, each of them complained that the other 
spends more time with Michael and described themselves as 
being in competition for his attention. 


© 
John is the second of three sons from a West German fam- 


ily that immigrated to the United States when he was 6 years 
old. John describes his father as & ‘‘harsh man’’ who for 
many years denigrated John as ''stupid." He says he was 
overly protected by his mother into his teens, when a young- 
er brother was born. At this time he felt greatly displaced by 
his younger brother in regard to his mother's attention. 


Case 2. Linda is a 26-year-old woman who is married to 
Jack, aged 32. For the past year another woman, Marilyn, 
aged 28, has lived in their home and has shared Jack sex- 
ually. 

Marilyn and Jack work during the day, leaving Linda at 
home to babysit for Marilyn's two children from a previous 
marriage. Linda expressed ambivalent feelings toward both 


Marilyn and Jack, with negative feelings displaced chiefly , 
onto Marilyn's children. Her primary reason for entering , 


therapy was to ‘‘have the children obey me.” She described 
herself as feeling “‘unappreciated and misunderstood” by 
Jack, Marilyn, anc the children. She is aware of the emotion- 
ally destructive aspects of her present relationship but re- 
fuses to consider leaving or insistirg that Marilyn leave. 
Linda described an emotionaily deprived childhood. She 
had an incestual relationship with a brother for 3 years (ages 
9-12). She described her father as an alcoholic who brought 
women to their home and had sexual relations with them in 
front of the children and their motker. Linda was the oldest 
girl in the family and had four younger siblings, who were 
largely her responsibility. She said her family **never appre- 
ciated me.’’ After she left home she had several homosexual 
relationships over a period of 3 years before marrying Jack. 


Case 3. I had only a few contacts with this couple. Ted, 
aged 21, and Betty, aged 19, have been married for 2 years. 
For the past 3 months Betty has carried on an opeh sexual 
relationship with a mutual friend, Jim, aged 20. Although 3m 


does not live with Betty and Ted he is frequently. ^t their . 
house and has had sexual relations with Betty while Fed was. 


at home. . 
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_ Betty says that she “‘loves them both” and does not want 
* to ‘‘hurt either's feelings" by asking anyone to leave. Ted 
g= . esays that he also **admires"' Jim and has a certain comradery 
i with him—they often socialize in the evenings, leaving Betty 
at homé. 

Ted began to insist that he could not tolerate the situation 

Y any longéPand said that Betty must make a choice between 
them or Xe Would leave. Following a second conjoint therapy 

g session ‘Nad and Betty cancelled future appointments and 


MAU that Betty had given up her relationship with Jim. 


m DISCUSSION 


There were no instances of overt homosexual be- 
havior or group sex (i.e., ménage à trois) in the cases 
presented. The emotional involvement among mem- 
bers of the triadic unit, the stability of the unit, and the 

. absence of three-person sex are characteristic features 

> of this symptom complex and distinguish it from 

"swapping,'' group sex, multiple marriages, and other 
nonmonogamous sexual lifestyles. 

Three phases are evident in this symptom complex. 
| The first, initial intolerance, is characterized by anger 
| and insistence that the triadic addition must leave. 
^ e © During this phase John (case 1) had a retaliatory extra- 
, marital sexual encounter. This progresses to a patho- 

logical tolerance, characterized by acceptance of the 
triadic situation. This is not necessarily a benign toler- 
ance—irritability, ambivalence, and depression mav 
be present but with less intensity than one would ex- 
pect. Although there are threats to leave, the patholog- 
ically tolerant member is unable to do so, and the lack 
of jealousy seems inappropriate to the situation. Final- 
ly, there is a phase of secondary intolerance, and it is 
often during this phase that therapy 1s initiated. In this 
phase the triadic system shows signs of being dysfunc- 
tional, and the pathologically tolerant member be- 
comes increasingly firm that a decisive change be 
. made. The couples in both cases 1 and 3 requested ther- 
. apy during this phase. 

In examining the symptom of pathological tolerance 
two questions are to be considered: What is occurring 
on a dynamic level during the phase of pathological 
tolerance that meets the needs of the persons in- 
volved? What occurs in the system that leads to the 
saturation of tolerance and the development of sec- 
ondary intolerance? A review of the mechanisms of 
pathological jealousy as discussed by Freud and others 
Is pertinent to a discussion of the first question. 

Freud and others considered jealousy to be a contin- 
uation of the earliest strivings of a child's life, having 
its origin in the oedipal and brother-sister com- 
plex (1, 3, 4, 6, 7). The pathologically jealous indi- 
vidual imagines a sexual relationship between his 
“spouse and someone else, thereby recreating in fan- 

e asy hes earlier family situation, with himself as the 
cbild. An almost identical process occurs in pathological 
toferanee. In pathological tolerance, the earlier con- 

. `, flictual relationship is reenacted through symbolic rep- 

resentation in the triadic unit, and unconscious oedipal 
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wishes are acted out. In case 1, the birth of a younger 
brother when John was an adolescent made him feel 
that he had been replaced in his mother’s attention. An 
almost identical relationship has been reenacted in his 


adult life, with Sharon representing his mother and Mi- . . 


chael his brother. In case 2, similarities between 
Linda's present situation and that of her past family 
are even more striking. Jack and Marilyn work and 
take on the role of surrogate parents v/hile Linda as- 
sumes a ''big sister" role to Marilyn's childrém When 
she started therapy, Linda described feelings identical 
with those she had in her own family and said shé re- 
lated to Linda's children much as her own siblings. To 
complete the symbolic reenactment, Jack is openly un- 
faithful to Linda, much as her father was unfa:thful to 
her mother. A similar observation that pathologically 
jealous husbands had witnessed their mothers in extra- 
marital sexual relationships was reported by Docherty 
and Ellis (8). 

Another intrapsychic mechanism described in jeal- 
ousy is the projection of unconscious homosexual im- 
pulses (1, 3, 4, 9-12). In pathological jealousy, uncon- 
scious homosexual feelings are repressed and ascribed 
to the spouse or lover. In the cases I have described 
unconscious homosexual feelings were also evident in 
the pathologically tolerant members but were ex- 
pressed through identification with the spouse and 
sublimation in a covert homosexual relationship with 
the triadic addition, rather than being dealt with by 
projection. In cases 1 and 3, physical attraction be- 
tween the pathologically tolerant spouse and the tri- 
adic addition was quite evident, and they had estab- 
lished considerable intimacy, sometimes even to the 
exclusion of the third member of the triadic unit. In 
case 2, Linda described a history of overt homosexual 
behavior, and her covert homosexual attraction for 
Marilyn was evident. The close proximity with wnich 
sexual relations occurred between members of the tri- 
adic units strongly implies the unconscious gratiñca- 
tion of homoerotic impulses via identification with the 
spouse and vicarious participation in the sexual activi- 
ties of the spouse and triadic addition. As one tolerant 
spouse noted, *'Sexual relations take place right under 
my nose.” During the course of treatment sexual iden- 
tity conflicts were evident in the pathologically toler- 
ant members in case 1 and 2; therapy in case 3 termi- 
nated before this area could be adequately explored. I 
presumed that similar sexual identity problems were 
present in the triadic additions, although I had nc di- 
rect therapeutic contact with them. 

There is another intrapsychic mechanism in pa:ho- 
logical jealousy that deserves consideration as a dy- 
namic in pathological tolerance. The need to belieye 
that one's spouse or lover is unfaithful suggests a situ. 
ation in which sex can be exciting onlv if the sexual 
partner is believed to be of low moral character. In A 


Special Type of Choice of Object Made by Men «X. 


Freud described degradation of the*love ‘object zs -a-, 
dynamic in jealousy, and Seidenberg (6) later made q . 
similar observation. Freud also described degradauon 
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* of the love object in a casé of marital infidelity charac- What ends the phase of pathological tolerance and . 


terized by the absence of jealousy in the spouse (13). 
The inability to combine sex and love in one object 
relationship has been described .as the ‘‘madonna- 


.. prostitute syndrome” (14), and this syndrome plays a 


role in the etiology of both pathological jealousy and 
pathological tolerance. In pathological jealousy the 
low moral character is a product of fantasy, whereas in 
pathológical tolerance it has become a reality, 1.e., the 
transformation from ‘‘madonna’’ to “‘prostitute’’ is ac- 
complished. | 


INTERPERSONAL DYNAMICS 


Sullivan (5, 15) observed that the triangular nature 
of jealousy is one of its most consistent features and 
interpreted jealousy as resulting from a decreased ca- 
pacity to form intimate relationships. Other authors 
have commented on the role of interpersonal mecha- 


nisms in the etiology of jealousy (16, 17). From a gen- 


eral systems viewpoint, dyadic, triadic, and larger 
groups serve definite homeostatic functions and meet 
the individual needs of the persons involved (18). It is 
therefore reasonable to consider the functions of the 
triadic system associated with pathological tolerance. 
I suggest that the introduction of the triadic addition 
in pathological tolerance allows the primary dyad to 
avoid the risks of authentic relating and to deny the 
real basis of their marital conflict. The ego protective 
functions of the avoidance of intimacy have been 
widely commented on elsewhere; basically, they in- 
volve protection from rejection, from loss of one's 
uniqueness and ‘‘engulfment,’’ from exploitation and 
control, and from self-awareness and self-disclo- 
sure (19-21). The transformation of the dyadic husband- 
wife relationship into a triadic one allows the primary 
dyad to maintain a ''safe distance” and additionally 
provides them with a convenient rationalization 
for any marital conflict. According to Haley, any 
"symptom" in a marriage can be used to avoid defin- 
ing the relationship and dealing with the marital dis- 
tress (22). In pathological tolerance the real basis for 
marital conflict is displaced onto the nature of the tri- 
angular relationship. It is significant that the amount of 
time spent in therapy discussing problems related to 
the triadic addition decreased as the primary dyads 
became able to focus on the intricacies of their own re- 
lationships. I suggest that a similar mechanism occurs 
in pathological jealousy and that the triangular situation 
established in jealousy functions in an identical manner 
in avoiding authentic relating and displacing conflict. 
Other interpersonal mechanisms, such as use of the 


.-Jffiangular relationship for the indirect expression of 


ee its members, exploitation of the situa- 
tion with attempts to control and dominate members of 


~heunit, and use of the triadic situation to obtain sym- 


discussed. * ; 


."pathy and, attenjion, Wege also present but seemed of 


secondary importance to the mechanisms previously 


me ipo 


leads to the development of secondary intolerance? I ‘ 


believe that certain processes are at work which dis-* 
turb the homeostasis of the triadic unit and hasten the 
development of secondary intolerance. Three such 
mechanisms, listed below, may be considered. 

1. Secondary intolerance may develop whegrthe tri- 
adic system begins more and more to molum d nega- 
tive aspects of the earlier oedipal and sibling relation- 


ship, i.e., when psychological losses from the reenact- \y 


ment begin to overshadow gains. Thus in case 2. Linda 
seemed to be reaching saturation of her tolerant atti- 
tude when she described her present family as ‘‘un- 
appreciative''—exactly the same terms she used to de- 
scribe her childhood family. A similar mechanism was 
occurring in case 1: John was feeling increasingly dis- 
placed by Michael for Sharon's attention and af- 
fection, much as he had felt displaced by his younger 
brother. 

2. Secondary intolerance may develop when there 
Is a threatened breakthrough of unconscious homo- 
erotic or incestual feelings. This appeared to be the 
situation in case 1 and was a major factor in the guilt 
and depression John experienced. Similarly, as psy- 
chotherapy progressed with Linda in case 2, it became 
evident that much of her anxiety had its source in a 
threatened breakthrough of homosexual feelings for 
Marilyn and incestuous feelings displaced to Jack. 

3. Secondary intolerance mav develop when there 
is improvement in the primary dyadic relationship. 
This seems to have been the process in case 3. Betty 
and Ted had started communicating more effectively 
before entering therapy, and as a result of several con- 
joint sessions that focused on their relationship, the 
triadic addition lost his usefulness to them and was dis- 
carded. A similar process occurred in case 1. As Shar- 
on and John became able to confront their problems 
more directly and to tolerate greater emotional in- 
volvement, the triadic addition became less important. 


PSYCHOTHERAPY OF PATHOLOGIC TOLERANCE 


Several therapeutic directions that seemed to be in- 
dicated on the basis of the dynamics I have described 
proved to be helpful in these three cases. 

Strengthening the coalition of the primary dyad is 
valuable: the need for the triadic addition may be lost 
as members of the primary dyad develop more mean- 
ingful ways of relating to one another. Conjoint thera- 
py for the primary dyad, with emphasis on increasing 
communication and emotional bonding, seems in- 
dicated and was useful with cases 1 and 3. Attempts to 
engage the primary dyad in case 2 in conjoint therapy 
were unsuccessful. I considered therapy with all three 
members of the triadic units in cases ] and 3 ®ut de- 
cided against this because I thought it would deempha- 
size the importance of the primary dyadic relatiónship 


and perpetuate the gains of the triadic systems. Fur- . 


thermore, excluding the triadic addition from therapy 
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d sessions rightfully emphasizes the significance and im- 
` « portarice of the primary dyadic relationship. 
œ- e Uncovering repressed jealousy and anger is impor- 


tant, and a considerable amount of repressed Jealousy 
was eVident in the pathologically tolerant member in 
all three cases. During the phase of secondary intoler- 
ance, acceptance of the triadic situation may continue 
to be iN ectualized, with anger and jealousy handled 
ê by indirekt and sometimes destructive methods. Re- 
M , “~~ pression and reaction-formation defenses were em- 
. ployed and were suitable for interpretation. This man- 
— ner of professing tolerance and acceptance on an in- 
tellectual level while responding in a very different 
way was the theme of the movie Bob & Carol & Ted & 
Alice (Columbia Pictures, 1969). 
Assisting the primary dyad to develop insight into 
the interpersonal dynamics of their situation is a third 
therapeutic strategy. An understanding of the inter- 
personal dynamics of pathological tolerance helped 
the members of the primary dyad to exert greater con- 
trol over their behavior and reactions. It was particu- 
larly helpful for the primary dyad to become aware of 
the function that the triadic addition played in regard 
to their relationship. 
e Individual psychotherapy may be indicated for the 
pathologically tolerant member. I believe that uncon- 
scious homoerotic and incestual conflicts can be more 
effectively uncovered and worked through in intensive 
individual psychotherapy. A combination of conjoint 
e and individual psychotherapy proved useful in case 1. 

Jones (4) emphasizes that pathologic Jealousy does 
not originate from feelings of love and affection but 
has its antecedents in narcissism and neurotic con- 
flicts. Similarly, pathologic tolerance does not denote 
genuine love and concern for one's spouse but has its 
origins in unconscious and unresolved conflicts from 
an earlier developmental period. 
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Comparing Clinic and Private Practice of Psychiatry 


BY DONALD G. LANGSLEY, M.D. 


The author compared data on 2,020 cases treated by 
private psychiatrists with those on 2,052 cases treated 
by clinic psychiatrists in California. He also compared 
data on private treatment in California with those 
from a national survey of private psychiatrists. Private 
psychiatrists in California treated as many psychotic 
patients and used relatively brief psychotherapy about 
as often as clinic psychiatrists and were more likely to 
use hospitatization and to see patients individually. In 
comparison with the national sample, private 
psychiatrists in California treated more children and 
patients with situational disturbances and were more 
likely to receive payment from government sources. 


PRIVATE PSYCHIATRIC PRACTICE is a phenomenon of 
the twentieth century. Before this century psychia- 
trists were institution-based in public mental hospitals 
(asylums) or in the few private psychiatric hospitals. 
The development of psychoanalysis led to an out- 
patient approach for selected mental disorders, and 
many psychiatrists undertook private office practice. 
The number of private practitioners was increased by 
the development of treatment techniques that allowed 
seriously ill patients to be treated close to home rather 
than in distant institutions. These developments in- 
cluded psychiatric wards in acute care general hospi- 
tals and the discovery of a number of somatic treat- 
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ments for acute psychosis, such as ECT, insulin coma, 
and psychoactive medications. The alternatives to 
hospitalization that were developed as part of the com- 
munity mental health movement furthered the growth 
of private practice, and an additional practice pattern 
emerged—brief hospitalization in the community with 
supportive psychotherapy and pharmacotherapy in the 
office. 

In spite of the growth of private practice, few data 
have been available on the subject. The orientation 
toward psychotherapy and the natural privacy associ- 
ated with such practice made it a confidential transac- 
tion between patient and psychiatrist. Because third- 
party payment was not common, no government agen- 
cy or insurance company demanded information about 
the- treatment for which they were paying. 

The only published information about private prac- 
tice patterns emerged in the Hollingshead-Redlich 
study of 1958 (1). This study showed that in New 
Haven, Conn., poor people were treated in state hos- 
pitals for psychotic diagnoses and the patients of pri- 


vate practitioners were diagnosed as neurotic. Hol- - 


lingshead and Redlich described two patterns of pri- 
vate practice—the  analytic/psychotherapy-oriented 
(AP) psychiatrists and the directive/organic (DO) psy- 
chiatrists. The latter were a distinct minority; this was 
the premedication and pre-community-mental-health- 
clinic era. Hollingshead and Redlich described private 
psychiatric patients as middle or upper class; few were 
from minority groups or poverty populations. The psy- 
chiatrists who were not in private practice during that 
era worked for state mental hospitals or for the Veter- 
ans Administration. Psychiatric outpatient clinics 
were rare. Information about treatment in govern- 
ment-supported settings was available, but few people 


knew very much about private psychiatric practice. 


. 


ae Eo cansiders this material to constitute a comprehensive analysis of the topic. : 
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Hospitalization was long (measured in months rather 
than days), and treatment consisted of ECT or medica- 


*tion. Individual psychotherapy was an unusual event. 


During the 1950s psychiatrists had moved far away 
from the rest of medical practice. State hospital psy- 
chiatristg, worked in distant institutions and rarely be- 
longedito medical societies. Private psychiatrists (AP 
type) say patients in their offices and rarely associated 
with other physicians. They were not likely to be 


"members of the County Medical Society or the AMA . 


but were likely to be members of a psychoanalytic so- 
ciety. To other physicians, the psychiatrists (except 
for the few DO-type psychiatrists) were really not 
""doctors."' 

As a result of the isolation of private psychiatrists, 
many persistent myths about private practice devel- 
oped. These myths include the generalizations that 
private psychiatrists treat only rich people, that their 
patients suffer from neurotic rather than psychotic 
illnesses, and that private psychiatric treatment is pre- 
dominantly long-term individual psychotherapy in 
which the patient is seen more than once a week. The 
presumption that private patients pay for their own 
treatment also persists. The fact that insurance plans 
now include some benefits for outpatient psychiatric 
treatment (little in comparison with other medical 
treatment) has changed this image only slightly. One of 
the reasons why insurance carriers limit outpatient 
psychiatry benefits is their firm conviction that they 
will be supporting psychoanalysis for most of the ben- 
eficiaries. Insurance companies are also convinced 
that “‘serious’’ mental disorder must be treated by 
means of long-term hospitalization. 

In the absence of hard data about private psychiatric 
practice, it has been difficult to deal with the myths 
surrounding private psychiatry. It has also been diffi- 
cult to persuade insurance carriers that outpatient uti- 
lization of psychiatric care is predictable and insur- 
able. As a consequence, organized psychiatry has 
been gathering data about psychiatric practice. The 
study of Reed and associates (2) was an attempt to 
demonstrate that prediction of utilization of psychiat- 
ric treatment is possible. However, that study con- 
tained little data about outpatient private practice. A 
more recent study by the Joint Information Service of 
APA and the National Association for Mental 
Health (3) has attempted to correct that deficiency. In 


1974 two district branches of APA in California de- . 


cided to collect data on psychiatric practice that could 
be used to establish norms of practice for their areas. 


DATA COLLECTION 

The Central California Psychiatric Society and the 
San Diego Psychiatric Society each have approximately 
200 members. These 400 psychiatrists serve the cen- 
tral CaMfornia valley area and the San Diego area. 


, Aboys half of the members of each of the societies are 


in private practice and the other half are in salaried 
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practice in clinics or hospitals or are in administrative * 


positions. Both'societies approved a survey of practice 
that extended over 6 months. Psychiatrists in both pri- 
vate practice settings and clinics reported on their 


completed cases, making it »ossible to count all treat- . 


ment—both hospital and aribulatory. A simple form 
was designed to include incormation about each pa- 
tient, his or her illness, and the treatment given. These 
forms were printed to be optically scanned so that the 
information could be managed by machine" methods. 
Each form could be completed in less than a minute 
(for uncomplicated cases), and room was left for more 
detailed information that the psychiatrist could sub- 
mit. The patient could not be identined. The com- 
pleted forms were coded by a clerk and processed ex- 
peditiously. A more comple:e description of this proc- 
ess has already been published (4). 


FINDINGS 


A majority of the private psychiatrists in both the 


San Diego and the central California areas responded - 


(N=147); 51 clinic psychiatrists responded. These 
physicians reported 4,844 cases, 772 of which involved 
consultation onlv or incomplete treatment. These 772 
reports were not included in our tabulation because we 
were interested only in cases in which treatment was 
completed and treatment terminated with the psychia- 
trist's agreement. Of the remaining 4,072 cases report- 
ed, 2,020 were from priva:e psychiatrists and 2,052 
were from clinic psychia-rists. One can question 
whether such reports contained sufficiently long-term 
cases to make them a realistic cross-section of private 
or clinic practice. The 6-mcnth period was chosen for. 
practical reasons in the hope that such a time period 
would include a representetive number of long-term 
treatment cases. The maximum amounts of office 
treatment shown in table 1 would suggest that such 
cases were actually included. However, only a total 
cross-section of practice study or a longer data collec- 
tion period could give further reassurance on this is- 
sue. 


Diagnosis 


Table 2 shows the diagnoses of the 4,072 completed 
cases. Although there are differences between clinic 
and private cases, the data do not support the usual 
myths about private practice. Schizophrenic patients 
made up 16% of the private practice sample and 19% 
of the clinic sample. If the cases diagnosed as having 
organic brain syndrome, alcoholism, schizophrenia, 
and affective psychosis (the most serious mental ill- 


nesses by some judgments) are grouped together, they .-- 


represent 32% of private cases and 32% of clinic cases. 
Affective psychosis was more frequently seen àmong 
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the private than the clinic cases, and the reverse was. - 


true of organic brain syndrome or alegholism, but the `. 
total groups of the most seriously ill patients were of | - 


equal size. In this sample a: least, one cMnot say that 


' CA M 73 ` 


'.., tients with personality disorder and 
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TABLE 1 


. Length of Treatment by iagos: for 4,072 Cases Treated by Private and Clinic Psychiatrists 


Length of Hospital Treatment* 


Private Psychiatrists 


Clinic Psychiatrists 
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Length of Office Treatment** 


Private Psychiatrists Clinic Psycħiatrists 


Diagnosis Median Maximum Median Maximum Median Maximum Median Maximum 
Organic brain syndrome 15 65 6 48 7 76 9 à 135 
Alcoholism 2 43 5 23 6 27 24 ' 163 
Schizopkrenia 18 99 9 72 16 338 14 148 
Affective hosis 19 99 1] 75 10 501 11 93 
joie dd 10 99 l 3 11 434 6 s 77 
Depressive neurosis ]4 99 6 53 12 539 11 325 
Other neurosis 15 99 6 11 9 406 8 79 
Personality disorder 9 09 3 28 13 343 8 134 
Situational disturbance of 

childhood or adolescence 25 64 2 12 18 166 9 106 
Other situational] disturbance 6 48 2 26 6 107 7 77 
Behavior disorder of childhood 37 99 6 15 13 93 13 118 
Other 10 99 5 18 8 309 9 140 
Weighted median, all diagnoses*** 15.0 3: 12.8 10.3 


*In days; values are rounded to nearest whole number (range, I1-maximum). Maximum lengths of stay over 99 days are coded 99. 
**In number of office visits; values are rounded to nearest whole number (range, I-maximum). 


***By number of cases in each diagnosis. 


. TABLE 2 
‘ Diagnoses of 2,020 Cases Treated by Private Psychiatrists and 2,052 
Treated by Clinic Psychiatrists 


Private Clinic 
Psychiatrists Psychiatrists 

Diagnosis Number Percent Number Percent - 
Organic brain syndrome 6] 3 94 5 
Alcoholism 56 3 88 á 
Schizophrenia 317 16 395 19 
Affective psychosis 221 I1 95 5 
Anxiety neurosis 162 8 75 £ 
Depressive neurosis 384 19 243 12 
Other neurosis 82 4 34 2 
Personalizy disorder 184 9 257 13 
Situational disturbance of 

childhood or 

adolescence 14] 7 167 & 
Other situational 

disturbance 154 8 180 9 

. Behavior disorder of 

childhood 89 4 128 6 

Other 169 8 296 14 


private psychiatrists treated only the healthier pa- 
tients. 

The diagnosis of neurosis was reported more fre- 
quently by the private psychiatrists than by the clinic 
psychiatrists (see table 2). On the other hand, the diag- 
nosis of personality disorder or other disturbance was 
reported less frequently by the private psychiatrists. 


Both groups saw equal numbers of the most seriously : 


ill patients, but the private psychiatrists saw more neu- 
‘rotic patients and the clinic psychiatrists saw more pa- 
"other" diag- 
noses. The caseloads of the two groups were not as 
disparafe as the myths would suggest. 


` Pati ients 


. Table 3 displays certain characteristics of the pa- 
tients, the raten PC the source of payment for 
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TABLE 3 
Comparison of 2,020 Cases Treated by Private Psychiatrists and 
2,052 Cases Treated by Clinic Psychiatrists (in percents) 


Private Clinic 

Item Psychiatrists | Psychiatrists 
Patient characteristics 

Male patients 45.9 46.1 

Married patients 22.7 39.8 
Treatment characteristics 

Individual psychotherapy 75.4 40.1 

No medication 36.4 44.0 

ECT 4.6 5 
Frequency of treatment 

Less than once a week 37.9 25.6 

Once a week 37.1 34.7 

More than once a week 24.8 40.1 
Source of payment for treatment 

Private resources 24.4 6.2 

Insurance 39.4 29.3 

Government plans . 36.7 64.7 


the treatment. The proportion of male patients in each 
group was approximately the same. However, the 
groups differed in the proportion of married patients; 
single or divorced patients made up a larger proportion 
of the clinic population than of the private practice 
group. 


Treatment 


As shown in table 3, the patients in private practice 
were more likely to be seen in individual psychothera- 
py than were the clinic patients. However, the clinic 
and the private psychiatrists used medications to the 
same extent. The clinic psychiatrists were a bit mere 
likely to avoid medication than the private psychia- 
trists, and ECT was more frequently used by she pri: 
vate than the clinic psychiatrists in this study. 

The frequency of treatment found in this study again 
challenges the myths about private practice. «Forty ,* 
percent of the cases were seen more frequently than 
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otice a week, compared with 25% of the private cases. 


1 THe usual expectation is that private cases are seen in 
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4ntensive (more than once a week) therapy and that 
clinic cases are seen in supportive therapy. Apparently 
this was not the case in these two groups. 

The data about the source of payment for treatment 
are alsq interesting. Private psychiatrists were paid by 
the goon in 37% of the cases. It is not surprising 
that many clinic cases were paid for by the govern- 
ment, but it is important to note that 29% of the clinic 
cases were paid for by insurance plans. Only 24% of 
the cases in private practice were paid for by private 
resources. The other cases were paid for by third-par- 
ty payers. 


Length of Treatment 


The tabulations of length (amount) of treatment are 
organized by diagnosis in table 1. Although there were 
differences between clinic and private practices, the 
numbers of office visits were surprisingly similar, chal- 
lenging the myth that private practitioners do only 
long-term office psychotherapy while clinic psychia- 
trists do short-term treatment. 

The maximum numbers of office visits are shown in 


e table 1 to indicate that the ranges of treatment were 


also similar. Although the maximum numbers of office 


* visits for private practice were higher than those for 


clinic practice, both showed evidence that some pa- 
tients were in long-term therapy. The myth that the 
clinic psychiatrist does only brief therapy is again chal- 
lenged. 

The lengths of hospital stay were different for the 
two types of practice. There is clear evidence that the 
private practitioner made greater use of the hospital 
(i.e., the weighted median was 15 days for the private 
psychiatrist and 5.9 for the clinic psychiatrist). This 
pattern was evident in all diagnoses, from the common 
to the infrequent. The maximum numbers of hospital 
days for the clinic psychiatrists show that an occasion- 


' al patient was hospitalized for prolonged periods, but 
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the maximums are all shorter than for the private 
group. It should be noted that these cases did not in- 
volve patients who were discharged to state institu- 
tions or other long-term care. All patients in the study 
were judged to have completed treatment, at least for 
the episode reported. It should also be noted that all of 
the clinic cases reported were treated by psychiatrists. 

Members or both societies were asked not to report 
cases in which the actual treatment was carried out by 
another mental health professional or paraprofessional 
and the psychiatrist acted only as supervisor. It was 
our intent to compare treatment by psychiatrists in the 
clinic setting with that in the private practice setting. 


COMPARISON WITH NATIONAL TRENDS 


* jn late 1975 the Joint Information Service of APA 
and the National Association for Mental Health pub- 
a report on 440 psychiatrists in private practice 
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TABLE 4 
Comparison of 2,020 Cases Treated by Private Psychiatrists i in Califor- 
nia and 14,381 Cases Treated by Private Psychiatrists in National 
Sample (in percents) 


California National 

Item Sample Sample 
Patient characteristics 

Male patients 46 46 , 

Married patients 53 _ 33 
Diagnoses 

Depressive neurosis 19 ——Á 23 

Other neurosis 12 22 

Schizophrenia 16 lel 

Affective psychosis 1i 6 

Personality disorder 9 I8 

Childhood disorder 11 4 

Situational disturbance 8 2 

Alcoholism, organic brain 

syndrome, and other 14 14 

Treatment characteristics 

Individual psychotherapy 45 81 

ECT 4.6 0.2 
Frequency of treatment 

Less than once a week 38 29 

Once a week 38 40 

More than once a week 23 31 
Source of payment for treatment 

Private resources 24 51 

Insurance 39 46 

Government plans 37 3 
Median number of office visits* 13 15 


*For nonanalysts. 


throughout. the United States (3). These 440 psychia- 
trists represented 73% of a sample of 603 psychiatrists 
who indicated they were primarily in private practice. 
The data in that report represent a cross-section of pa- 
tient treatment in a given week with estimates on the 
total amount of treatment expected. The California re- 
ports are somewhat different in that they report total 
actual treatment for completed cases and the study ex- 
tended over 6 months rather than taking a cross-sec- 
tion of total practice. There are advantages as well as 
differences in each design. However, the national 
study permits us to compare the private psychiatrists 
in California with the national sample of private psy- 
chiatrists on many measures. 

As table 4 shows, the patients in the national group 
were similar to the patients in the California private 
psychiatric group. The major differences were that pri- 
vate psychiatrists in the California study had more 
psychotic patients in treatment than the national 
group. They also treated more children and more pa- 
tients with situational disturbances. 

Descriptions of the treatment itself were similar. 
The fact that the California psychiatrists used ECT 
more may be a reflection of the 6-month sample in Cal- 


ifornia and a cross-section sample in the national’ ' 


group. The frequencies of visits were also similar. We 
had hoped that it would be possible to find out what 
proportion of patients in the national sample pel 
no medication, but that piece “of data" was not egsy to 
tease out and the comparison come not NÉ cud Thé - 
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only remarkable difference was the number of patients 
given ECT by California private practitioners, and that 
too may be artificial. 

Payment patterns showed some important dif- 
ferences, especially in government plans, which in- 


A clude Medicare, Medicaid, CHAMPUS, the Veterans 


Administration, and state and county sources. The dif- 
ference between the national sample and the California 
sample.in the percent of cases paving for treatment 
from priyate resources was clearly a function of the 
govérment-paid treatment. 

The amount of outpatient treatment was also similar 
in the California and national samples. The median 
number of office visits for the total group of private 
psychiatrists in the national sample was 25; that 
sample included 29% psychoanalysts. The California 
sample had a smaller proportion of psychoanalysts, al- 
though we did not separate the analysts from the non- 
analysts. Although the composition of the two groups 
is not exactly the same, the length of treatment for 
general psychiatrists was fairly similar for the Califor- 
nia group and the national group. 


DISCUSSION 


This study comparing private psychiatric practice 
with clinic psychiatric practice in central California 
and San Diego and comparing private practice in Cali- 
fornia with a national sample of private practice chal- 
lenges some of the myths about private practice. Pri- 
vate psychiatrists treated psychotic patients and used 
relatively brief psychotherapy about as frequently as 
the clinic psychiatrists in this. sample. The patients in 


See 
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both groups were remarkably similar except that more 
unmarried individuals were seen in the clinic Setting , 
than in private practice. There were some differences, 


in the treatment patterns: private psychiatrists used 
hospitalization more, and they more frequently saw 
patients individually rather than in groups or in family 
therapy. Hd 

Comparison of private practice in the lifornia 
study with that in the national study also ghows re- 
markable similarity. The California psychiatrists 
treated more psychotic patients, more children, and 
more situational disturbances and were more inclined 
to use ECT, but otherwise the differences are not sub- 
stantial. It is interesting to see that far more of private 
treatment was paid for by government plans in Califor- 
nia than in the national sample. It seems fair to con- 
clude that psychiatric practice is reasonably consistent 
and predictable and that private psychiatric treatment 
can be successfully defended and financed. 
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BY JEAN ENDICOTT, PH.D., 


NThe authors compared the use of inpatient and day 


e 
4 


care services, number of readmissions, use of special 
services, use of drugs, costs to family and community, 
and differential dollar costs of three treatment 
approaches—brief hospitalization followed by day 
care, brief hospitalization followed by outpatient care, 
and standard hospitalization. They found that, among 
patients who had families willing to care for them, 
brief hospitalization followed by either day or 
outpatient care was less expensive in terms of hospital 
costs and costs to the family than standard 
hospitalization. 


"Or COURSE you can discharge patients from the hos- 
pital within a week or two, but this will require much 
more effort on the part of your staff." This comment 
was typical of many we received when we began a 
study of brief hospitalization of patients with families. 
Both clinical and research staff anticipated that the pa- 
tients and their families would need or demand in- 
creased services, particularly during the hospital- 
ization and the first few weeks after discharge, and 
there was considerable resistance among the clinical 
staff to using brief hospitalization. While clinicians are 
concerned about their ability to meet increased de- 
mands for their services, administrators must consider 
the cost-benefit ratio whenever they are planning new 
services or planning to use new therapeutic approach- 


" es. One of their first questions is, ‘‘What are the com- 


parable costs?” The study reported here provides data 
which help answer that question. 

This paper is the fifth of a series of papers (1-4) de- 
scribing a study of brief versus standard hospital- 
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ization. The data are first presented i in terms.of the dif- 
ferential use of clinical services and effects onthe fi- 
nances of the family, both of which can be considered 
measures of the ''costs" of the three treatment ap- 
proaches studied. The primary focus is on units of 
service rather than dollar values because such mea- 
sures are more comparable from facility to facility 
(e.g., days of inpatient care, amount of staff time used, 
and readmission rates), whereas the dollar values of 
these units vary widely from facility to facility. The 
dollar values for those units of service which were sig- 
nificantly different (and for which the necessary ''cost- 
ing” information was available) are summarized later 
in the paper. 


BRIEF DESCRIPTION OF THE STUDY 
Newly admitted inpatients who had families were 
assigned by use of random numbers to one of three 
treatment groups: 1) the standard group (N=63), who 
received standard inpatient care with discharge to out- 
patient care at the therapist s discretion, 2) the brief- 
day group (N —61), who received brief hospitalization 
(generally less than 1 week) followed by transitional 
day care (if appropriate) and discharge to outpatient 
care, and 3) the brief-out group (N=51), who received 
brief hospitalization with discharge to outpatient care. 
The patients and the families in the two brief groups 
were told that the staff expected the patient to return 
home within a week or so. The same therapeutic team 
followed the patient through all treatment modalities. 
Patients remained in the same treatment group in any 
subsequent hospital admissions during ihe 2-year peri- 
od after admission to the study. There was no separate 
day program or staff, and the day patients were treated 
on the inpatient service Monday through Friday from 8 
a.m. to 5 p.m. l 
The study was conducted on the Washington 
Heights Community Service of the New York State 
Psychiatric Institute, which is located in upper Man- 
hattan. This service has a catchment area consisting of 
an ethnically diverse lower-income population of 
90,000. The criteria for inclusion in the study and the 
characteristics of the patients were presented in detail 
in our first report (1). The patients’ primary, diagnosis’ 
had to be functional illness other than organic brain 
syndrome, alcoholism, drug abuse, or antisocial pers 
sonality, although patients could have the, latter thrée 
diagnoses in addition to thet' primary diagnosis; p: i 
most common diagnosis was schizophysgia (63%); ap-- 
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. proximately one-third of the patients were black; more. 


than half were in social classes IV and V; approxi- 
mately half had had at least one previous psychiatric 
admission; slightly less than half were married; there 
. were equal numbers of males and females; and more 

than half of the patients were under the age of 35. The 
three groups were initially comparable on all measures 


of past and present psychopathology, role functioning, 


family burdén, and most demographic characteristics. 
The only significant differences! of potential relevance 
to prognosis were that there were proportionally fewer 
marvied patients in the brief-out group than in either of 
the other groups and proportionally more men in the 
brief-out group than in the brief-day group, the stan- 
dard group falling between. 
^. The differential effects of the three treatment pro- 
grams for both the patients and their families were 
evaluated at 3 weeks and at 3, 6, 12, 18, and 24 months 
after admission. The average length of inpatient stay 
until “‘first significant release” (patients remained in 
the community for at least 1 week) was 11 davs for 
both brief groups and 60 days for the standard group. 
All three groups made substantial and approximately 
equal improvement on all of the measures of psycho- 
pathology during the first 6 months in the study. At 3 
and 12 weeks, the standard group showed more im- 
pairment in role functioning for those patients who 
were expected to work. The few significant differences 
in psychopathology and role functioning found at the 
12-, 18-, and 24-month follow-up indicated that the 
standard group showed more symptoms and impair- 
ment than did either brief group. There was a trend, 


which reached significance at 1 year, for the brief-day _ 


group to show less impairment than the brief-out group 
with the exception of the measure of occupational 
role. The brief-out group was superior on this scale; 
more cf them were working. 

Similarly, there were very few significant dif- 
:. ferences between groups based on an interview with a 
family informant in measures of psychopathology and 
role functioning for both patient and family and mea- 
sures of the pauent's '"burden'' on the family. The dif- 
` ferences in effects on the family between groups were 
minimal in all cases. The major positive effect of brief 


hospitalization on the families was the greater likeli- . 


hood that the brief patients would return to work and 
contribute financially, thus lessening family financial 
worries and dependence on welfare. This was true at 
each of the follow-up periods. 

In summary, there were few differences in psycho- 
pathology, role functioning, or effects on the family 
between groups. When differences did occur, they 
tended to favor the brief groups. Given that there were 
. nó major elinical differences in outcome among the 

‘three groups, one would want to consider the use of 
services and compare costs before coming to con- 
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LAJ] references to. significant differences involve two-tailed t tests 
with p<, 05. ff) 
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TABLE 1 d 
Inpatient Days for Three Treatment Groups During First 2 Years i in ' 
Study 
Brief-Out Brief-Day 

Group Group Standard Group 
Inpatient Days (N-51) (iN —61) (N=63) 
Total number 4,4857 1,636 . 2,359 
Average 46.8* 26.8 . 15:1 
Median 16.0* | 10.5 46 
Range 1-473* 3-312 2-592 


*These figures do not include 2 patients: 1 was in jail during 18 months of the 
study period, and another was selected by a special service for long-term 
care after 7 months in the study. There were no similar "special circum- 
stances'' in the other two grcups. 


FIGURE 1 l 
Cumulative Percent* of Patients Rehospitalized After First Significant 
Release as-of July 30, 1975 


yv” o 
- 
p” 


C 
e 


* 
n” 
Li 


ho 
[e 





PERCENT OF PATIENTS 
w 
o 


— Standard group 
Duck Brief-out group 
—---Brief-day group 


9 12 i8 24 


MONTH OF STUDY 


*Calculated on the basis of the number at risk during the ful] time period up 
to that month. 


clusions as to the differential value of the three treat- 
ment approaches compared in this study. 


RESULTS 
Use of Inpatient and Day Care Services 


Obviously, as noted above, the study design would 


result in fewer days of inpatient service for the brief 


groups during the initial hospitalization. However, asa 


result of readmissions it would be possible for the brief 


patients to use as many or even more inpatient days 
during the 2-year follow-up period. This was not the 
case. Table 1 compares the total number of inpatient 
days for each of the three groups as well as the aver- 
age, median, and range. The standard group had a sig- 
nificantly greater average number of inpatient days 
than did either of the brief groups. In addition to in- 


patient care, the brief-day patients spent an average of 


43 days in day care during the 2 years of the study. 
Even if day care and inpatient days were added togeth- 
er, the total is still considerably less than that for the 
standard group, and, of course, day status is consid- 


. erably cheaper than inpatient care. " 


As for the use of the intensive care unit (ICU) on the 
inpatient service, during the first 60 days after admi’- 


* 


sion, the average standard group patient spent, more * 
than twice as long (8 days) in the ICU than did either of * 
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TRACCE RIS of Three Treatment Groups During the 2-Year Period After Initial Discharge * d | 


. Brief-Out Group (N=57) — 


Brief-Day Group (N=61) Standard Group (N=63) 


Number of Readmissions Number _ Percent Number Percent Number Percent 
At least once l 29 57 33. : 54 35 95 
At least twice 19 37 6. :- 26 18 ' 
At least\hree-times : 8 15 10 16 il 17 
Four times o or more 4 ` 7 4 - fi 3 8 
` FIGURE 2 > 
Average Number of Minutes of Special Time Spent by the Primary Therapist with Each Patient in Three Treatment Groups - 
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WEEK OF STUDY - 


the brief groups (4 days) Cost in an ICU is greater: 
than in routine inpatient care.? 


Number of Readmissions 


A related measure of cost to the facility is the num- 
her of readmissions. Each readmission requires a con- 


5 2The gueater use of the ICU might suggest that the severity of illness 


among standard patients was greater. There is no evidence from 


«any of the other measures to suggest that this was the case. Fur- . 


E the finding of greater use of the ICU by the standard 
paggnts is similar to that found in an earlier study of day versus 
dard inpatient care (5). 


siderable expenditure of staff time. There were no sta- 
tistically significant differences in readmission rates— 
either in the total number of readmissions or in the 
time of first readmission after the first significant re- 
lease (see figure 1 and table 2). A measure of the 
‘*risk’’ for readmissions, which takes into.account the 
number óf readmissions, the number of days in the 
community, and the ratio between them, showed no 
group differences. In other words, a patient in‘the 
community had, on the average, the same risk ,for. 


readmission regardless of whether hè or she re ived l 


brief or standard treatment. 
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Average Number of Minutes of Special Time Spent by Social Service with Each Patient in Three Treatment Groups * 8 
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Use of "Special" Therapeutic Services 


Many staff members anticipated that it would be 
necessary to spend more than the usual amount of time 
with the brief patients and their families to carry out 
the treatment plan and at the same time to give good 
clinical service. This was expected to be particularly 
true during the first few weeks in the study. Two forms 
were filled out weekly during the first 12 weeks of the 
study: the Therapist's Weekly Treatment Report and 
the Social Services Weekly Summary were designed 
to record the amount of time spent with the patient or 
his or her family outside of the routine hospital con- 
tact. (Routine hospital contact included such activities 
as regularly scheduled groups, admission and dis- 
charge conferences, and medication review.) Routine 
hospital contact was not counted in order to avoid bias 
resulting from the standard group's longer inpatient 
stay. Thus, we recorded ‘‘special.contacts,’’ such as 
telephone calls with the patient and his family, case- 


—. work, or extra therapy sessions with the patient or his 


family, and contact with social agencies. 

Our expectations concerning the use of the primary 
therapist’s time were not borne out (see figure 2). The 
only significant difference in staff time was in social 
services during the first week (see figure 3). During the 
first week,.the brief-day group took an average of 82 


‘minutes of social service time, while the brief-out 


group £ook 51 minutes and the standard group took 46 
minutes. The difference between the brief-day group 


and the other two groups appeared to be due to case- 
" wort with the family. The reason for the increased 
+ time spent of the families is unclear. However, there 


were more spouses involved with social services in the 
brief-day group, and the brief-day patients had more 
small children. The gradual reduction of time spent 
with the patients and their families over the 12 weeks 
was as expected. 

The lack of differences in time is even more remark- 
able when one remembers that the clinical staff was 
concerned about the potential demands of the brief pa- 
tients and would be more apt to record such contacts. 
We assume that if there is any bias in reporting of time 
spent it would have been in the direction of increases 
in time for the brief groups. 


Use of Drugs 


The research staff had anticipated that the clinical 
staff would use higher doses of medication with the 
brief patients, particularly during the early phases of 
treatment, in order to speed recovery from the acute 
symptoms that had warranted hospitalization. This did 
not happen. Four tvpes of medication were com- 
pared—antipsychotic medication, minor tranquilizers, 
antidepressants, and lithium. The therapists were lim- 
ited to a few drugs in each class of medications; there- 
fore, it was possible to convert the dosage levels into 
standard units within each class of drug. During the 
first 12 weeks of the study, the primary therapist re- 
corded both the prescribed dosage and what he or she 
thought the patient was actually taking. The later*fig-. 
ures were used in calculating the amount of medication 
taken by those patients assumed to be taking the medi- 
cation. 


* 


Beginning with the first week, the brief patients re-, * 
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` FIGURE 4 


Average.» Daily Dosage of Antipsychotic Drugs During the First 12 


* Weeks of the Study 
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ceived much less antipsychotic medication than did 
the standard group (see figure 4), although there were 
no differences in measures of severity of illness. Even 
in the case of the antidepressants, the standard pa- 
tients received more than did either of the brief 
groups. Very few patients received minor tranquilizers 
or lithium, and there were no clear differential patterns 
of prescription. 

If we assume that fewer of the brief patients than the 


' standard patients actually took their prescribed medi- 


cation (a safe assumption in view of the research on 
noncompliance with drugs bv outpatients), the rela- 
tively higher dosages of medication for the standard 
patients is even greater. Furthermore, more of the 
brief-out patients were known to be off medication 
completely during much of the 12-week period. A con- 
sequence of these medication patterns for the standard 
patients 1$ not only greater cost but also a large dif- 
ference in the cumulative dosage of medication re- 
ceived, thus putting the standard patients at a higher 
risk for various short- and long-term side effects with 
no evidence that medication affected clinical course 
differentially. 


Costs to the Family and the Community 


In addition to the cost of mental health services, pa- 
tæpts at times either directly or indirectly add to the 


» financial burdens of their families or communities. 
7 The*freatment approaches followed in this study 
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would be expected to influence such’ factors dif- 
ferentially. Of those patients living in the community 
who would ordinarily have been expected to work, on- 
ly 46% of the standard group was working, while 64% 
of the brief-out and 52% of the brief-day groups were 
working at the time of the 6-month evaluation. The 
tendency for fewer of the standard patients to be work- 
ing continued for the remainder of the study. Addition- 
al monetary consequences of the treatment approach- 
es are reflected in the families’ reports at the time of 
the 2-year evaluations (when almost all of the patients 
had been in the community for a long time). Toethe 
question, “‘Did anyone [in the family] miss time at his 
regular work during the past week because of the pa- 
tient's condition?’’ 13% of the standard group's fami- 
lies reported yes, but only 7% of the brief-day families 
and 1% of the brief-out families so reported. Similarly, 
there were clear differences in the answer to the ques- 
tion, **'Is anyone [in the family] getting financial help 
from an agency or borrowing money because of the 
patient's condition?" In this case, 38% of the families 
of the standard patients, 2896 of those of the brief-day 
patients, and 1676 of those of the brief-out patients said 
yes. Although there were no initial differences, the 
percentage of families on welfare also varied in a simi- 
lar fashion; at the time of the 2-year evaluation, 3196 of 
the standard families, 20% of the brief-day families, 
and 13% of the brief-out families were receiving wel- 
fare. 


Dollar Values for the Differential Costs 


As mentioned previously, the dollar values for units 
of service vary widely from facility to facility. Those 
reported here are approximations based on informa- 
tion obtained from the New York State Department of 
Mental Hygiene regarding cost of care in the mental 
health facilities run by the state. As such, they are un- 
doubtedly a great deal lower than costs for similar 
services rendered by private or smaller organizations. 
Dollar values are reported here for those measures of 
costs which were significantly different among the 
three treatment approaches. 

By far the largest cost differential was in the use of 
hospital services during the 2 years after admission. 
Although there were no differences in the number of 
readmissions or readmission rates, the average num- 
ber of inpatient days was vastly different (see table 1). 
At $65 per day, the average standard patient cost was 
$7,482 for inpatient services, while the average brief- 
day patient's cost was $1,742, and the brief-out pa- 
tient's was $3,042. When the cósts of day care are add- 
ed on for the brief-day group (at $40 per day), the aver- 
age cost for hospital services was $3,475. In addition, 
the standard group made more use of the ICU during 


the first 60 days of hospitalization, averaging 8 days, : 


compared with 4 days for the two brief groups. At an 
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additional cost of S25 per day, the first 60 days alone, 


cost (on the average) an additional $100 more for the 
standard group than for the-brief groups. (The 
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during the remainder of the study period, but accurate 
data are not available to compare overall additional 
costs for this service.) 

The only difference in use of special services on the 
part of the primary therapists and the social service 
was in the first week, when the average brief-day pa- 
tient used 82 minutes of social service time, compared 
with 51 minutes for the average brief-out patient and 
46 minutes for the average standard patient. At $14 an 
hour this. amounts to $19.13 for the brief-day patient, 
$11.90 for the brief-out patient, and $10.73 for the stan- 
dard patient, a relatively small difference in the use of 
special services, particularly considering that it oc- 


curred only during the first week in the studv. 


When the differential cost of antipsychotic medica- 
tion was compared for the first 12 weeks, the onlv peri- 
od when data were available in sufficient detail to al- 
low the calculation of costs, it amounted to $15.60 for 
the average standard patient, $9.54 for the average 
brief-day patient, and S9.84 for the average brief-out 
patient. These costs are much below those for patients 
who purchase their medication privately because the 
State of New York buys in large quantities. The dollar 
value of the antidepressant medications was not calcu- 
lated because so few patients were receiving them. 

It was not possible to calculate dollar values for the 
differential costs for the families who were receiving 
welfare at the time of the different follow-up evalua- 
tions. Although the types and amounts of assistance 
varied widely from family to family, it is clear that the 
31% receiving welfare in the standard group, contrast- 
ed with the 20% in the brief-day group and the 13% in 
the brief-out group, would result in a differential cost 
per month that would amount to many thousands over 
a 2-year period. 

In spite of the difficulties of estimating the dif- 
ferential effects of the three treatraent approaches in 
terms of dollar values, it is clear that, on the average, 
the standard approach costs thousands of dollars more 
in direct use of clinical funds as well as in community 
assistance. 


DISCUSSION 


Contrary to expectations. for almost everv measure 
reported here the average standard patient's treatment 
cost much more than did that of the average patient 
treated by brief hospitalization followed by day or out- 
patient care. These results suppor: the conclusions of 
previous papers that focused on the psychopathology 
and role functioning of the patient and the effects on 
the patient's family. In many cases there are clear ben- 
efits to the patient and to his or her family that are 

` achieved at lower cost, without any indication of signif- 
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icant negative effects on the family, and without în- 


creased risk of suicide or increased readmissiori ratts. 
There are also clear cost benefits in the brief hospital, 
ization approach for those who supply mental health 
services and public assistance. In summary, the 
‘‘price’’ paid for sending the patient back to his or her 
family setting quickly is (on the average, of pourse) 
less than that of usual hospital practice. * 

Whether the findings of this study could be general- 
ized to patients who do not have a family willing to 
take them back into the home is unknown. Studies 
have shown that patients who live alone are more 
likely to be rehospitalized and to stay in the hospital 
longer. There are no data available to determine if the 
findings of this study would also be true for such pa- 
tients. Studies to evaluate treatment programs similar 
to those reported here should be conducted with pa- 
tients who have no families, perhaps within a program 


of supervised apartments or foster homes. 


some readers may assume that we were able to car- 
ry out the research plan because we are in a university 
setting. The service on which the study was conducted 
has staffing patterns similar to those of many such 
services around the country, including rotation of psy- 
chiatric residents. The ratio of nursing staff to patients 
was below that of many psychiatric inpatient services 
in general hospitals. However, the clinical staff had 
continuous responsibility for all phases of the patient's 
care. We believe that this was an important factor that 
influenced the results of this study. Aftercare was in- 
tegrated with the inpatient service, resulting in few pa- 
tients being “‘lost’’ to continued treatment when it was 
indicated. Although the staff originally had negative at- 
titudes toward the use of brief hospitalization, by the 
time the study had been completed and the patient and 
family data had been analyzed, most of them felt dif- 
ferently. As a direct result of this study, the Washing- 
ton Heights Community Service has been reorganized 
to emphasize the need to evaluate patients quickly, to 


strive for a brief stay in the hospital, and to keep the * 
patient integrated into his or her family and commu- ' 


nity unless there is a strong contraindication. 
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, The. Paradoxical Underutilization of Partial Hospitalization 
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Partial hospitalization continues to be underutilized 
even though its clinical effectiveness for a variety of 
psychiatric patients has been demonstrated. The 
authors investigated the potential economic 
advantage of partial hospitalization by comparing 
matched groups of day hospital patients and 
inpatients who had comparable symptoms and 
prognoses on admission. They present one-year 

|. . follow-up data documenting the comparability of the 

' e~e study groups on clinical outcome measures and the 
cost advaniages favoring the partial hospitalization 
group. They discuss possible causes of the 
paradoxical underutilization of the clinically effective 
and lower-cost partial hospitalization, which include 
institutional factors, patients! clinical characteristics, 
e * family resistance, and clinician bias. 


- 


EE THE UNDERUTILIZATION Of partial hospitalization 
> services for psychiatric patients represents a paradox 
in our health care delivery system (1). Enthusiasm for 

partial hospitalization treatment programs following 
World War II and government support evidenced by 

the Community Mental Health Centers Act of 1963 led 

to a substantial increase in the number of such pro- 

grams (2, 3). Many studies have supported the feasi- 

bility of pzrtial hospitalization programs as clinicallv 
effective alternatives to. full-time hospitalization (4— 

. 14). The effectiveness of the day hospital as a transi- 

. tional facility between full-time hospitalization and 
outpatient treatment has also been described (15-17). 

The potential economic advantage of partial hospi- 
talization to the medical care delivery system and to its 
consumers has been suggested but not docu- 
mented (3, 18). In this report we will present data sug- 
gesting that for a significant number of psychiatric pa- 

tients who were referred for full-time hospitalization, 

c treatment in the day hospital led not only to a one-year 
clinical outcome comparable to that of full-time hospi- 
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talization but also to a cost advantage favoring partial 
hospitalization. We also made observations regarding 
the variables that appeared to affect differential service 
utilization patterns, although this study was not de- 
signed to gather such information systematically. 


THE TREATMENT SETTING 


The data and observations presented here were col- 
lected at a private, nonprofit, university-affiliated psy- 
chiatric hospital consisting of three 24-bed ''open 
door'' inpatient units and one 25-patient day hospital 
unit. Patients of all diagnostic categories who were 
over 12 years old were referred from the community 
for inpatient hospitalization. Each referral patient was 
evaluated before admission to determine the most ap- 
propriate site for clinica] treatment. Patients whose 
treatment in an outpatient setting could be justified on 
clinical grounds were not considered for either full- 
time or partial hospitalization. 

We did not systematically control the type of treat- 
ment given. All patients admitted directly to the day 
hospital from August 1, 1973, until July 31, 1974, were 
included in the day hospital study sample. An equal- 
sized sample was drawn from admiss:ons to the in- 
patient service during the same period. Both settings 
had comparably high staff-patient ratios and active mi- 
leu programs that provided for the treatment of a 
variety of severely ill patients. The total study popu- 
lation excluded all patients who posed a severe risk of 
suicide or homicide or who otherwise required 24-hour 
supervision in order to implement treatment plans. 

The clinical comparability of the day hospital and 
inpatient groups was demonstrated on a variety of ad- 
mission measures. The diagnostic distribution (accord- 
ing to DSM-II [19]) included eight different categories 
and was comparable for the two groups. Each group 
included 13 males and 30 females. The mean age for 
the day hospital group was 32.9 years (SD=15.4); for 
the inpatient group it was 32.8 years (SD-— 15.3). Over- 
all severity of illness at admission was rated on a 4- 
point scale by the admitting physician and by two re- 
search assistants blind to the treatment setting. (A rat- 
ing of 3.0 corresponded to **moderate"' severity of iÑ- 
ness.) All interrater reliabilities were significant at the 
.O1 level at least. The day hospital group had a sexerity 
score of 2.90 (SD=.58), and the inpatient group had a . 
severity score of 2.97 (SD= 49). Thitty of. the 43 day. . 
hospital inpatients (70%) and 28 of the 43 inpaflents 
(65%) had had ro previous Sn DAN Y None ' 
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': of these between-group differences was statistically 


T N 


significant. 

Clinical outcome data were collected 12 months af- 
ter the initial admission. Informed. consent had been 
obtained from all patients after the nature of the study 
was explained. A trained clinical research team at- 
tempted to interview personally all patients and one 

‘“significant other” to complete the Psychiatric Evalu- 


-ation Form (20), a subjective distress and role func- 


tioning scale, the Butler Hospital Mental Status Form, 
and an outcome scale adapted from that used in the 
International Pilot Study of Schizophrenia (21, 22). 
Data on the cost of treatment were recorded for the 
initial hospital-based treatment. All psychiatric treat- 
ment costs during the subsequent one-year follow-up 


. were gathered from patients and confirmed (when per- 





mission was granted) by the service providers. The 
cost data included that for any hospitalizations as well 
as for other psychiatric services received during the 
follow-up period. 


CLINICAL AND FISCAL COMPARISONS 


The data on potential between-group differences in 
service utilization during the initial] hospitalization, in 


^ clinical outcome one year later, and in total treatment 


cost were analyzed. 
Service Utilization 
The day hospital group received treatment on signif- 


. icantly fewer days (mean=24.7 davs, SD=16.2) than 


did the inpatient group (mean=37.8 days, SD- 18.0) 


` (t=3.49, p<.005, two-tailed t test). The length of at- 


tachment to the hospital was significantly longer for 
the day hospital group (mean=60 days, SD=38.4) than 
for the inpatient group (mean=37.8 days, SD=18.0) 


| . (t=3.42, p«.005, two-tailed t test} because the day 


hospital patients remained officially attached to the 
program for several weeks while they attended only 


. part-time (2-3 days per week) as they gradually as- 


sumed their usual occupational roles. However, at the 


time of discharge, the ratings for severity of illness 
were not statistically different for the two groups 


(F(1, 84)=0.001, p>.25). 


- Clinical Outcome 


At least partial information was available for 28 of 
the 43 patients (65%) in each group. Sixteen patients 


‘could not be located, and 14 refused to be interviewed. 
The data were inspected fcr possible biases due to 


missing information. There were no significant dif- 
ferences between the patients who were interviewed 


.and those who were not with respect to treatment 


group, DSM-III diagnosis, age, sex, history of previous 
hospftalization, or severity of illness at admission or 


"discharge.. Thus, any bias introduced by the loss of 
' seinple sizé at fellow-up.appeared to be similar in n the 
:, two study grogps. 


Extegsi SP pees were made between the 
gag . E A 


7M 
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treatment groups with respect to clinical outcomeeon, 


sign, symptom, and role functioning measures at the 
time of follow-up. Fifty-two items, including historis 
cal, sociodemographic, and sign and symptom vari- 
ables, were examined.! Weighted two-way analysis of 
variance (history of previous hospitalizations by treat- 
ment group) revealed no statistically significant dif- 


ferences between the two groups on any of the clinical '* 


outcome measures. Also, none of the admission data 
base measures, including diagnostic category and se- 
verity of illness, differentially predicted clinical out- 
come in either of the treatment groups. There was a 
trend over most outcome dimensions for patients hav- 
ing a history of previous inpatient hospitalizations to 
have poorer outcomes at one-year follow-up. This 


relationship was not dependent on treatment setting ` 


and is consistent with previous reports (20, 21). 
Fiscal Cost 


Median cost data for the two study groups, analyzed 
using a normal scores transformation (23), are summa- 
rized in table 1. The median cost of the initial hospital- 
ization for the day hospital group was significantly less 


* ftm. 


than for the inpatient group (F(1, 82) 61.47, p<.001). © 


Even if the number of treatment days for the two 
groups were the same, there still would have been a 
significant difference in fiscal costs favoring the dav 
hospital group because of the lower cost for a day of 
treatment in the partial hospital setting. 

Cost of treatment during the one-year follow-up pe- 
riod revealed no significant difference between the two 
groups (F(1, 69)=1.44, p.20). The significant differ- 
ence. in total treatment cost (F(1, 69) «20.24, p<.001) 
reflected only the differences in the initial hospitaliza- 
tion cost. . 


COMMENT 


The fact that the lower initial treatment cost of par- : 


tial hospitalization was not offset by higher aftercare 
cost, combined with the comparability of one-year 
clinical outcomes for partial and full-time hospital- 
ization, documents the effectiveness of partial hospital 
treatment as an alternative to full-time hospitalization 
for a large number of psychiatric patients. Also no- 
table in our findings is the length of hospital stay for 
the inpatient study group (mean=37.8 days), which 
was significantly longer than the mean length of hospi- 


talization for all other patients treated on the inpatient. 


service during the same 12-month period (mean 28.3 
days) (t=4.47, p<.001, two-tailed t test). This observa- 
tion suggests that treatment in the full-time setting may 
have itself contributed to the lengthy hospital stay for 
the inpatient sample. 

In spite of the clinical effectiveness and fiscal *idvan- 


tage of partial hospital treatment, a low rate of utiliza- 


* 


"The list of items examined in the analysis of variance is available on a 


request. 


' e - ’ 
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TABLE J 
Cost of Treatment for Day Hospital Patients and Inpatients (in dollars) 


+» 
F- v 


Cost of Initial Hospitalization Cost of One Year of Aftercare Total Treatment Cost* 








Treatment 

Group Median Semi-interquartile Range Median Semi-interquartile Range Median Semi-interquartile Range — 
: Day hospital patients 1,347 938 393 680 2,334 1,090 

Jasaten : 3,243 724 455 1,776 4,159 2,296 


a a a a ee 
*Median total costs are not the same as the sum of median initial costs plus median aftercare costs because aftercare costs were available only for pazients who 


were available to follow-up; also, medians are not additive. 


tion of this modality persists. Increasing public con- 
cern regarding medical service utilization and cost 
warrants awareness of the potential sources of under- 
utilization. 

Institutional factors in the health care delivery sys- 
tem may foster underutilization. If both the partial and 
full-time hospital services are within the same adminis- 
trative structure, day hospital underutilization may re- 


——-esult from the financial pressure experienced by the 


hospital administration to maintain a high level of oc- 
cupancy of inpatient beds. Also, the refusal of third- 
party payers to finance partial hospital treatment as a 
Jower-cost alternative to full-time hospitalization cer- 
tainly limits service utilization under all hospital ad- 
ministrative structures. 

A second source of low utilization is that patients 
who might benefit from partial hospitalization cannot 
be readily identified by practicing physicians and hos- 
pital staff members (12, 13). As in this study, patients 
who present with high levels of agitation or high risk of 
behavior destructive to self or others must be provided 
with 24-hour clinical supervision to ensure their and 
others' safety ànd to implement effective treatment. 
However, it has not been demonstrated that any other 
symptom clusters or diagnostic entities preclude par- 
tial hospital treatment. In spite of the difficulty inher- 
ent in the assessment of clinical risk, we strongly be- 
lieve that many patients treated in the full-time setting 


. could be identified as appropriate for treatment in the 
- less restrictive and lower-cost setting. 


Family members or significant others often deterred 
utilization of partial hospitalization by their reluctance 
to support this treatment in spite of its apparent fiscal 
advantage and clinical effectiveness. Many patients or 
their relatives claimed that the burden (‘‘subjective 
cost") experienced by the family would be greater if 
the partial hospital alternative were chosen. However, 
the assumption that increased subjective cost factors 
are inherent in partial hospitalization is unfounded. 
Several investigators have reported ratings of greater 
satisfaction with treatment for families with members 
in the partial hospital program (5, 6, 14). Also, Wash- 
burn and associates (14) indicated that for the partial 
héspitalization families the patient's illness imposed 
less, burden during the initial hospital-based treatment. 
Furthetmore, between the six-month and one-year fol- 
lgw- up ratings this subjective cost further decreased, 
, whereas*it increased during the comparable period for 


: -.the yepatient families. 


* Perhaps the most important variable contributing to 


the low rate of partial hospitalization use is that of pos- 
sible clinician bias in the selection of treatment setting. 
Consistent with a previous report (12), our physicians 
often argued that even though a patient may be clini- 
cally suitable for partial hospitalization. it was neces- 
sary to separate him or her from his or her family in 
order to learn more about the patient. Also, many cli- 
nicians contend that full-time hospitalization offers 
more intensive treatment than does pzrtial hospital- 
ization. Although full-time hospitalization, certainly 
does offer 24-hour ''care,"' this says nothing about the 
intensiveness or effectiveness of the treatment offered. 
For many patients the partial hospitalization setting is 
certainly as effective as the full-time setting (4-14). 
Therefore, by separating a patient from his or her fam- 
ily the clinician is probably not learning anything addi- 
tional that fosters a better clinical outcome. 

Our observations suggest that many physicians’ 
preference for 24-hour hospitalization is affected by 
their own feeling of uneasiness and by a heightened 
concern for patients’ welfare. On the other hand, pa- 
tients whose pre-admission evaluations were per- 
formed by three physicians with an administrative 
relationship to the partial hospital program were over- 


represented in the day hospital sample. Although these . 


three physicians worked in rotation with seven others, 
they admitted 8695 of the day hospital group (35 pa- 
tients), leaving only 14% (8 patients) to be admitted by 
the seven other clinicians. This observation is consis- 


tent with the contention that the nonclinical biases of 


clinicians are as important in determining treatment 
site as is the patient's psychopathology (24). 


CONCLUSIONS 


It has been only in recent years that the medical care 
delivery system has been expected by its consumers to 
become more clinically and fiscally accountable for its 
decisions. The implementatior during the past two or 
three decades of partial hospitalization programs for 
the treatment of psychiatric disorders may prove to be 
the forerunner of programs for the delivery of a variety 


of general medical services. Such a practice would cer- . 


tainly be consistent with current efforts to' decrease 
general hospital inpatient utilization and costs'bY per- 
forming pre-admission laboratory workups and out-' 
patient diagnostic evaluations. S : 

Psychiatric partial hospitalization programs have . 
demonstrated their compan ouy to fult e 
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» ization as an effective treatment setting for many pa- 

. tients, and their relative cost advantage to families and 
third parties 1s apparent. Their paradoxical under- 
utilization appears to be largely attributable to the sub- 
jective discomfort of physicians and patients’ families 
with this alternative treatment setting. 
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The Editor's Valedictory 


NEXT MONTH my duties as Editor of the American Journal of Psychiatry will be 
assumed by the distinguished colleague whom the Board of Trustees has selected 
to be the tenth Editor, Dr. John C. Nemiah. 

For a professional publication to have had only nine Editors over a period of 135 
years is a record of sorts, for the half-life of editors of similar publications is 
roughly comparable to that of football coaches who have displeased the alumni. 
However, the linear succession of Editors of our journal apparently has been sin- 
gularly free of violent upheaval, and all have left records of sincere interest in the 
welfare of the mentally ill; they also seemed to be able to adapt to the vicissitudes 
of their times, which included war, famine, and pestilence. 

You might want to recall that the Journal had its origin in the fertile mind of 
Amariah Brigham, the director of the Utica, N.Y., State Hospital. Dr. Brigham 
was a dedicated and cultured man who, incidentally, had been the third superin- 
tendent of the Hartford Retreat (now called the Institute of Living). He founded 
the American Journal of Insanity in July 1844, and thus the publication is four 
months older than the Association of Medical Superintendents of American Insti- 
tutions for the Insane, the ancestor of our present Association. 

Brigham founded the Journal for the express purpose of spreading knowledge 
about mental disorders. He edited it, published it, and, in the early editions, wrote 
most of the articles. He received no financial assistance—he paid for it himself. 
The subscription price was $1.00 per year, and he sought to distribute the Journal 
widely. It was a personal venture—all expense, no profit, and it did nothing for his 
health, which was even then failing. Yet out of that modest beginning came a 
publication that was to hold the loosely knit alienists together and undoubtedly 
influenced the formation of the Association of Superintendents four months later, 
in October 1844. The Journal has actually never missed an issue and never failed 
to appear approximately on time. At one time during the War Between the States 
and, I believe, one time later, the Association missed its annual meeting, but the 
Journal just rolled on like **OIl' Man River,” first as a quarterly, then a bimonthly, 
and, finally, a monthly publication. 

Besides Dr. Brigham, there were some other rugged individualists among my 
predecessors: Dr. John P. Gray, for instance—a massive, extroverted, 300-pound 
man with a *'Smith Brothers’ beard who was Editor from 1854 to 1866, a time 
when the nation was divided and in turmoil. Dr. Gray was what the critics today 
might call a dyed-in-the-wool organicist. Let me amend that slightly—it was said 
that he wouldn't publish anything if it implied that a disease was not caused by a 
physical problem. Whether this be calumny I do not know, but I do know that he 
was a great man and that under him the Journal prospered and became known far 
and wide. He was also the best known authority of his time in forensic medicine 
and rose to fame in the trial of President Garfield's assassin. Ea 

In some ways the social situation during Dr. Gray’s term of office had overtones 
comparable to the situation we face today. There were several groups that, be- 
lieved the care of the mentally ill really was within their purview. The clergy 


claimed that mental symptoms had nothing to do with medicine because such 
a . ] X WS 
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. problems were spiritual; the pedagogues felt the troubles could be cured by educa- , . : 
í tion and that :héy should really be in charge. Thus there was even then an assault 
upon psychiatric thinking, and psychiatry's right to exist was in question. E 


Just one final historical note. You probably should remember that the Journal 
was the property of the officers of the Utica State Hospital for 50 years. In 1894, a 
series of political maneuvers by a newly appointed Lunacy Commission of the* g 
State of New York made it evident that the Journal could not continue unfettered. N 
First the Commission tried to gain control; failing that, they decided to try to 
starve it out of existence. Fortunately, the State's Attorney General ruled that the 
officers of the hospital could indeed sell the Journal or dispose of it in any way 

: they saw fit. 

At about this time an offer to buy the Journal came from the Medico-Psycholog- 
ical Association—our forebears—and a committee was formed to determine the 
price to be paid. Dr. Edward Cowles inventoried the Journal's assets and arrived 
at the price of $944.50. The money had to be immediately transferred by the hospi- 
tal officers to the State Treasury. An editorial committee was named by the Asso- 
ciation, Dr. Richard S. Dewey was made Editor, and the Journal headquarters . 


were moved to Chicago. RE 


I would continue this historical review, but limitations of space forbid that. In- 
stead I would like to mention a few of the things that have happened to your 
Journal during the time the Association has honored me by permitting me to be 
responsible for its fortunes. When I succeeded the distinguished Dr. C. B. Farrar 
as Editor in 1965 and the Journal office was moved from Toronto to Washington, . 
the Association's membership was 13,853. At present our Association is com- 
posed of 24,000 members, and the membership has been increasing by about 1,000 
each year. 

I believe that a very large proportion of our colleagues are writing papers, for 
the number reaching us is now of alarming proportions. In fact, the current back- 
log of accepted manuscripts is so large that an ad hoc committee of the Editorial 
Board, chaired by our new Editor, has been appointed to look into the problems 
created by the backlog and explore possible solutions. We have been trying to 
screen out all manuscripts that do not meet the criteria of ‘‘new,’’ ''important,"' 
and ‘‘of broad general interest,” but even so our backlog is double the size it was a 
year ago. A readership survey is now being developed; it will solicit reader reac- 
tion to our current ‘‘mix’’ of articles and to various suggestions for solving the 
backlog problem. It is clear that some kind of definitive action will have to be 
taken because, with the increasing number of manuscripts reaching us, the rejec- 
tion rate would have to be increased markedly—probably to 8090-8596 overall— 
just to keep the Journal at its current size. 

Although the number of manuscripts reaching us keeps me awake at night, I 
suppose we can also take pride in it—we must be doing something right for so 
many people to want to publish in the AJP. Part of this, of course, is the ‘“‘publish 
or perish" phenomenon, but part of it, I like to think, is the fact that we have at- 
tempted to make the Journal relevant to the interests of the main body of psychia- 
try. Over the past 13 years we have gone about doing this in a number of ways— 
soliciting overview and other special articles that bring the psychiatrist current 
with important developments in the field, grouping together in special sections 
high-quality papers that reflect the *'state of the art” in a particular topic, devel- 
oping a format for the Journal so that the material in it is easily accessible and is 
I presented attractively, maintaining a high quality of copyediting so that our arti- 

3 cles present material in a highly literate as well as concise and jargon-free way, e^ 
. and, as already mentioned, selecting for inclusion only articles of high interest and 

, M ; . importance. One of our recent innovations that has met with particular enthusi-, . .% 

: l asin is our Clinical and Research Reports section, which permits rapid dissemina- . 
"E tion of clinical and research information in a strictly defined format. "n 
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Over the last 13 years we have changed the size, the type, the format, and the 
cover of our publication. We have handled some touchy problems without getting 
f -o> the Association into too much hot water, and en route we have made many 

friends. If people were dissatisfied with our decisions, we gave them another hear- 
l ing. In general, as I end my tour of duty and prepare to go ashore, I make note of 
"E the fact that being your Editor has been a difficult job but a rewarding one. 

/ : We started afresh in 1965, Mrs. Evelyn Myers and I, as the various Association 
offices in other cities were being closed and the work was centralized in Washing- .' 
ton. At first we stumbled about a bit. We knew we were responsible to the mem- 

a bership and we appreciated your never-failing understanding and trust; that ' 
helped a great deal. In the course of our mission we became indebted to many e 
people—Drs. Walter Barton and Bart Hogan early on, and then to Drs. Melvin 
Sabshin, Donald Hammersiey, Henry Work, Jeanne Spurlock, Carolyn Robin- 
owitz and Lee Gurel, and to Mrs. Jean Jones, Messrs. Herbert Gant and Raymond 

2s Glasscote, as well as to Ms. Nancy Frey and Dr. Jack White, who have assisted 
with financial matters. With our fellow editors, Don Hammersley and Robbie 
Robinson, we have lived in a pleasant comradeship. Were we to mention all of 
those in APA headquarters who have been kind to us, it would be to call the entire 
roll. 

As to the Editorial Board, those members past and present were all selected 
carefully, for all are accomplished in some aspect of our discipline. Ever helpful, 
they stood ready to advise and assist in some of the ticklish problems in which we 
would find ourselves. They were there when we needed them and they responded 
with alacrity. I hold them in high esteem and I always shall. 

] have often extolled our Managing Editor, Mrs. Evelyn Myers; without her 
help and that of the staff, which she orchestrates, we could never have accom- 
plished the things we did. I hold her and her capable associates in deep regard and 
respect. Did time allow it, I would go into admiring detail about each of these 
bright and capable associates; they have been gracious in their helpfulness and 
each one of them is high in my affection. I bequeath them to my successor as our 
jewels, even as Cornelia bequeathed her sons. 

As for myself, I leave all of you with deep regret. Fortunately for me, Dr. Ne- 
miah has asked me to stay on the masthead. This I will gladly do, for it will keep 
me from the bottom of the page with those eight of my predecessors who have 
already been borne by the Valkyries to that portion of Valhalla which is reserved 
for used editors. 

If at times you may have thought that some of my expressions were forced or 
melodramatic, you were probably quite correct, for my motto is and has been: 
"Lord, make my words sweet and tender, for I may have to eat them next week." 

How best to take leave of you, our readers and my colleagues? I know of no 
better way than to recall what Abraham Lincoln said as he left his friends in 
Springfield to begin his work in Washington: 


My friends, no one not in my situation can appreciate my feelings of sadness at this 
parting. To this place and the kindness of these people I owe everything. To His care 
commending you,as I hope in your prayers you will commend me, I bid you an affec- 
tionate farewell. . 


F.J.B. 


* 
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2 | Changes on the Masthead of AJP E 


THE JULY 1978 ISSUE of this journal will mark the advent of its tenth lineal Editor,* p 

Dr. John Case Nemiah, who will change his position on the masthead and move \ 
from Associate Editor to Editor. Dr. Nemiah is well known to Journal readers, for 

he has graced the Editorial Board for nearly eight years and is well acquainted 

with the Journal staff, who in turn are well acquainted with him. 

One could easily be tempted to recite his clinical, research, and teaching accom- 
plishments, for his C.V. is impressive. But that recital would simply be pro forma 
and he deserves better than that, for he is a warm and sensitive physician and 
colleague. A graduate of Yale University and a cum laude graduate of Harvard 
Medical College, he has spent most of his professional life in hospitals allied with 
those institutions. He did take time out for military service and emerged as a 
Captain, MC, AUS. 2 

His rise from Instructor and Teaching Fellow to Professor at Harvard is as e 
interesting as was his rise from Assistant Physician to Psychiatrist-in-Chief at 
Beth Israel Hospital, with all necessary steps in between. As he moved along he 
also served as Secretary of the Harvard Faculty of Medicine. 

Dr. Nemiah's editorial background is broad. He currently serves on the editori- 
al boards of Psychosomatic Medicine, Advances in Psychosomatic Medicine, and e s 
The Pharos of Alpha Omega Alpha. He has in the past been an editorial consultant 
for Little, Brown and Company, a member of the board of the Harvard Medical 
Alumni Bulletin, and Chairman of the Publications Board of the Group for the 
Advancement of Psychiatry, as well as having served on the board of Syndics of 
Harvard University Press. 

The new Editor is a member of all of the scientific and professional societies in 
whose rosters you would expect to find him. He has been honored by several of 
them, e.g., in being made Secretary General of the American College of Psychia- 
trists and President of GAP. His writings are catholic and they bear the mark of a 
scholar. His book, Foundations of Psychopathology , published in 1969 by Oxford 
University Press, has received wide acclaim. His papers cover the fields of psy- 
chiatry and psychosomatic medicine, with an occasional side trip into psychoanal- 
ysis and into history. His chapters on the neuroses in several major textbooks and 
encyclopediae are particularly noteworthy. 

As befits a classical scholar, there are several forays into broader fields—wit- 
ness, '"The Art of Deep Thinking—Reflections on Poetry and Psychotherapy," 
published in Seminars in Psychiatry (5:3, Aug. 1973), and an article in The Pharos 
of A.O. A. in 1968, which tickled this reader’s risibilities, entitled *'The Gentlemen 
of Bologna '—a spoof in the style of the Bard. As I recall it, it was an address to 
one of Harvard Medical School's graduating classes and it was indeed delightful. 

Personally a quiet, modest, knowledgeable gentleman, Dr. Nemiah can be said 
to be “ʻa man of many parts.” He brings his excellent background and his exper- 
tise to the service of the American Journal of Psychiatry at this time of trial, for 
the disciplines of medicine and psychiatry which it nurtured are being challenged 
by government and labor orators and hemmed in by civil rights enthusiasts. In 
| some ways it seems as though we are right back in the early nineteenth century 
E when our patients were in jails, cellars, and garrets. People are being turfed out of 
- hospitals, where at least they were getting minimal care, and they are now on the T 

streets and in fleabag hotels, hungry but with their civil rights intact! 
; Dr. Nemizh brings his even temper and calm good sense to the job before him., . .* 
Fortunately, the fine AJP staff remains intact, and that is a boon for all concerned. 
2 . Everyone bids him welcome. As the ninth Editor departs, admonished by advanc- 
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ing years, he begs that the wonderful help and understanding which he received 
also be given to Dr. Nemiah. With full assurance that the Journal 1s in good hands 
and that it will be edited in a manner worthy of its name, we wish him every 
blessing and ad multos annos. 


F.J.B. 
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Anticholinergic Activity of Two Tricyclic Antidepressants 
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BY BARRY BLACKWELL, M.D., ATHANASIOS STEFOPOULOS, M.D., PATRICK ENDERS, M.D., 


RONALD KUZMA, AND ALLEN ADOLPHE, PH.D. 


Using a double-blind crossover Latin square design, 
the authors evaluated the peripheral anticholinergic 
and central nervous system effects of three dose levels 
of two tricyclic antidepressants in female volunteers. 
Resuits showed that 5 hours after drug administration, 
desipramine (50 and 100 mg) caused significantly less 
reduction in salivation than did amitriptyline. 
Amitriptyline produced more sedation (Clyde Mood 
Scale) and a greater number of subjective complaints 

: than did desipramine. These results are consistent 
with anticholinergic profiles from animal experiments 
- and suggest that clinically meaningful differences may 
exist among tricyclic antidepressants. 


FOR THE MAJORITY of patients suffering from severe 
depression, the tricyclic antidepressants are the drugs 
of choice. Although the clinical efficacy and adverse 
effects of different compounds in this category are con- 
sidered identical, important differences among individ- 
‘ual drugs have been shown in animals (S.H. Snyder 
and H.I. Yamamura, personal communication to F. 
Ayd). As reported by Ayd (1), Snyder and Yamamura 
have studied the influence of tricyclic antidepressants 
on central and peripheral muscarinic cholinergic re- 
ceptor binding in the rat brain and guinea pig ileum. 
Amitriptyline was the most potent anticholinergic of 
those tested, and desipramine was the least. Con- 
firmation of these differences in anticholinergic prop- 
erties in a human study might provide a rational basis 
for selecting among these drugs in clinical use. 
Salivary flow as an index of anticholinergic activity 
caused by drugs is well established in man and ani- 


Dr. Blackwell is Chairman, Department of Psychiatry, Wright State 
University School of Medicine, Davton, Ohio 45431, where Dr. 
Adolphe is Clinical Instructor in Pharmacology. Drs. Stefopoulos 
..and Enders are psychiatric residents at Rollman Psychiatric Insti- 
tute, Cincinnati, Ohio, and MF*Kuzma is a graduate student, De- 
- ,partment of Biostatistics and Epidemiology, University of Cincin- 
nati College of Medicine. . 
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mals. Clinically, the most reliable method is to Mea- cena 


sure changes in the weight of dental swabs placed in 
buccal sulci (2). This method has been found to be ac- 
curate and reproducible as an objective measure of 
anticholinergic activity in man (3). We will describe a 
clinical trial of normal subjects that was initiated to 
determine differential anticholinergic effects between 
amitriptyline and desipramine, two commonly used 
tricyclic antidepressants that have shown the greatest 
anticholinergic difference in animal studies. 


METHOD 


Our subjects were nine female volunteers between 
25 and 32 years old, who had a normal physical exami- 
nation, chest X ray, ECG, CBC, urinalysis, and blood 
chemistry profile and a mean weight of 58.6 kg. No 
medication except oral contraceptives was taken dur- 
ing the study. Before entering the trial, the subjects 
signed an informed consent form, and questions about 
the nature of the study were answered. 

A double-blind 7x7 Latin square, repeated mea- 
sures design was used during the trial. Each subject 
was randomly assigned to all of the seven treatments, 
which included desipramine at doses of 25, 50, and 100 
mg, amitriptyline at doses of 25, 50, and 100 mg, and 
placebo. 

Testing was done on the same day and time on a 
weekly basis for 7 consecutive weeks. On the morning 
of the test, the subjects ate a standard breakfast be- 
tween 6:00 and 7:00 a.m. 

At 7:30 a.m. the subjects completed the Clyde Mood 


. Scale (4), and 15 minutes later one dental swab from a 


weighed container was placed in each buccal sulcus 
and one was placed sublingually. The swabs remained 
in the mouth for 2 minutes and then were removed, 


placed in a sealed container, and reweighed. Tae het. 


gain in weight measured baseline salivary flow. This 
procedure was repeated five times at 2-minute inter* 
vals, and the mean of the five recordings was deter- 
mined. 





* 
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FIGURE 1 | D 
Aflalysis of Salivary Flow Before and After Drug Administration* 
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«Imipramine data are from Blackwell and associates (3). 


At 8:00 a.m. the subjects were given medication, af- 
ter which they returned to normal activity but re- 
frained from all eating and drinking. At 12:50 p.m. the 
Clyde Mood Scale was repeated, and at 1:00 p.m. sali- 
vary flow measurements were repeated. This timing 
was selected on the basis of a pilot study done in our 
laboratory that demonstrated the occurrence of peak 
anticholinergic effect between 4 and 5 hours after oral 
dosing. 


RESULTS 


Two of the nine subjects who entered the trial 
dropped out. One subject felt that the study *'took too 
much time,” and the other became pregnant uninten- 
tionally. 

The results of the analysis of variance of the change 
in salivary weight compared with the weight at initial 
dosing showed a significant difference among the sev- 
en treatments (p<.001), among subjects (p<.05), and 
among weeks of administration (p«.005). The analysis 


. ef salivary flow before and after dosing is based on the 


log of salivary weight and thus can be expressed as a 


. percentage change in salivary weight at 5 hours after 


drug administration (figure 1). There was a slight in- 
fcvease in salivation with placebo (12.8%). Decreases 
for 25, 50, and 100 mg of desipramine were 23.6%, 
27. 6%, and 57.1%, respectively, compared with 
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FIGURE 2 


Analysis of Changesin Sleepiness Factor of the Clyde Mood Scale (Be- 


fore to After Drug Administration)* 
d "À. Desipramine 
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BB Amitriptyline 
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*Imipramine data are from Blackwell and associates (3). 


35.4%, 56.2%, and 70.4% for comparable doses of 
amitriptyline. The average inhibition in salivary flow 
for desipramine was significantly less than that for 
amitriptyline at both the 50- and 100-mg doses (p<.05). 
There was no significant difference between the two 
drugs at the 25-mg dose. 

The sleepiness factor on the Clyde Mood Scale was 
used to quantitate the amount of sedation in the sub- 
ject population. One subject, however, fatled to com- 
plete the Clyde Mood Scale following the 100-mg ami- 
triptyline dose. The analysis of change in the sleep- 
iness factor (before to after drug administration) thus 
contained one less determination. There was an over- 
all significant effect (p«.01) for all seven treatments 
(figure 2). More sedation was noted with amitriptyline 
than with desipramine at all dose levels, with statisti- 
cal significance at the 50-mg. dose level (p<.002). A 
further analysis of the sleepiness factor indicated an 
overall difference between the average change in 
sleepiness scores for desipramine and amitriptyline. 


Adverse effects were recorded only if the subjects | 


volunteered the information. The subjects reported a 
total of 22 adverse effects. None was unusual. Seda- 
tion, dry mouth, dizziness, blurred vision, difficulties 


in concentration, memory, disturbances, slurred. . 
speech, and nausea were observed more frequently in : 


the amitriptyline group oe repens in, nine. subjects) 
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à than in the desipramine treatment group (39 reports in 
. nine subjects). In addition, the mean Severity scores 


were higher in the amitriptyline treatment group than 
in the desipramine treatment group. Incoordination 
was reported following amitriptyline dosage in three 
instances; none was reported after desipramine treat- 
ment. 


* 


DISCUSSION 


Tht peripheral muscarinic (‘‘atropine-like’’) actions 
of the tricyclic antidepressants are well recognized and 
cause troublesome, unwanted effects such as dry 
mouth, constipation, blurred vision, and urinary reten- 
tion. Subjective reports of such effects are notoriously 
unreliable and have varied widely in different studies, 
the variation depending on methods of data collection 
and definition of specific adverse effects (5). The use 
of an objective measure of anticholinergic activity has 
already been shown to produce a method of quan- 
titating anticholinergic effects (3, 6, 7). 

The results of the present study indicate a significant 
difference in anticholinergic potential between de- 
sipramine and amitriptyline in humans that is similar to 
that found in animals (1). The patterns of response for 
amitriptyline in both the inhibition of salivary flow and 
on the sleepiness factor of the Clyde Mood Scale were 
similar to those reported for imipramine at the same 
dose level in a previous study (3). Figures 1 and 2 illus- 
trate the logarithmic dose responses for all three anti- 
depressants from these two studies. Since the imipra- 
mine comparison was not concurrent with the present 
study, only qualitative comparisons between desipra- 
mine and amitriptyline with imipramine can be made. 

Caution should be exercised in extrapolating the re- 
sults of a single-dose experiment in normal subjects to 
prolonged, continuous treatment in patients. Previous 
studies have indicated that subjects given imipramine 
become tolerant to the inhibition of salivarv flow after 
approximately 2-12 weeks of continued treat- 
ment (7, 8). The findings of this clinical pharmacology 
study may, nevertheless, have important therapeutic 
and clinical implications. 

The findings confirm that anticholinergic and seda- 
tive effects appear related to each other and occur af- 
ter the first dose of the drug, whereas the antidepres- 
sant actions (possibly dependent on catecholamine 
metabolism) are known to be delayed for 3 to 10 days. 
The two drugs studied gre reported to be equally ef- 
fective antidepressants; they differ in that desipramine 
has significantly less sedative and antichclinergic ac- 
tivity than amitriptyline. This is consistent with Vail- 
lant's review (9) of the data, which indicated a separa- 


" tion between the anticholinergic and antidepressant 
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activity of tricyclic antidepressants, and with Hollis- 
ter’s conclusion (10) that differences in sedative ac- 


_ tions among: tricyclic antidepressants closely parallel 
the central ‘anticholinergic’ potency. 
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It is also important, however, that in both the pres: 
ent and previous studies (3) there was an increasing 
dose-response relationship for the anticholinergic ac- 
tivity (figure 1), whereas there was no statistically sig- 
nificant difference in sedative effect (figure 2) between 
the 100-mg doses of imipramine and amitripty]ine and 
the 50-mg doses of each respective tricyclic ántide- 
pressant. 

These differences between anticholinergic and seda- 
tive activity presumably derive from structure-activity 
relationships. Anticholinergic activity seems to de- 
pend on the exocyclic double bond that inhibits free 
rotation of the sidechain (1), on the constituents at po- 
sition 5 on the ring, and on the extent of N-methyl- 
ation. Further substitution in the ring (such as an oxy- 
gen in position 11) also decreases anticholinergic po- 
tential, although doxepin is still markedly sedative 
(10). 

The practical importance of these findings may be to 
provide a stronger rationale for selecting among dif- 
ferent tricyclic antidepressants. Desipramine might be 
more appropriate for patients who are sensitive to anti- 
cholinergic effects or in whom sedative action is not 
desirable. 

The close congruence between the results of this 
and the previous study (3) strengthens the validity of 
the method and its sensitivity in distinguishing be- 
tween single doses of different drugs at various dose 
levels within the clinical range. Testing a larger spec- 
trum of antidepressant drugs may further clarify indi- 
vidual differences among the compounds, differences 
that are of clinical significance and that add to an un- 
derstanding of structure-activity relationships and 
mechanisms of action in humans. 
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€ MN in Autopsied Brain Parts of Chronic Schizophrenics and Controls 


T BY ELIZABETH ERDELYI, GLEN R. ELLIOTT, M.D., PH.D., RICHARD J. WYATT, M.D., 


AND JACK, D. BARCHAS, M.D. 


The transmethylation hypothesis of schizophrenia 
~ prcposes that the disease results from excessive 
accumulation of methylated derivatives of biogenic 
T amines. To test the hypothesis that an abnormality in 
Ae S-adenosyimethionine-dependent N-methyltransferase 
(SAM enzyme) might play a role in schizophrenia, the 
authors compared SAM enzyme activity of in vitro 
preparations of 6 brain regions obtained at autopsy 
fram chronic schizophrenics and nonschizophrenic 
controls. An analysis of variance demonstrated 
: statistically significant differences among brain 
regions but not between schizophrenics and controls. 


* 


IN 1952 OsMoND AND SMYTHIES (1) proposed that 
schizophrenia might result from aberrant O-methyl- 
ation of catecholamines. Other investigators expanded 
this concept to form the transmethylation hypothesis 
of schizophrenia, which suggests that the abnormal 
formation or accumulation of N- or O-methylated bio- 
genic amines may produce the disorder. Further inter- 
est in this possibility was stimulated when Axelrod (2) 
in 1962 isolated an N-methylating enzyme from rabbit 
lung that used S-adenosylmethionine (SAM) as a 
methyl donor and a variety of indoleamines and 
phenylethylamines as substrates. Other rabbit tissues, 
such as adrenal gland and kidney, also contained N- 
methylating activity, although brain and intestines did 
not. Following these initial studies, several investiga- 
ters described SAM-dependent N-methyltransferase 


T. 
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(SAM enzyme) activity in brain tissue from chick (3), 
rat (4, 5), sheep (6), and man (5, 6). 

Clinical investigations of SAM enzyme were facili- 
tated by the discovery of activity in human plasma, red 
blood cells, and platelets. Heller (7) examined plasma 
SAM enzyme activity in 9 schizophrenics and 4 con- 
trols and found activity in all of the schizophrenics but 
in none of the controls. Narasimhachari and associ- 
ates (8) performed a similar experiment and found 
SAM enzyme activity in 6 of 7 acute schizophrenics, 
13 of 18 chronic schizophrenics, and none of 11 con- 
trols. Subsequently, this research group failed to find a 
difference between acute schizophrenics and con- 
trols (9). 

Wyatt and associates (10) also examined SAM en- 
zyme activity in human blood but found no statistically 
significant differences between plasma activities of 10 
controls and 10 acute schizophrenics. These investiga- 
tors also determined SAM enzyme activity in red 
blood cells and found no differences among activities 
for controls, psychotic depressives, and acute or 
chronic schizophrenics: however, there were signifi- 
cant differences in enzymatic activities of nondialyzed 
platelets—psychotic depressives, chronic schizo- 
phrenics, and acute schizophrenics all had elevated 
platelet enzvme activities when compared with either 
normal or alcoholic controls. Dialysis of the platelets 
produced an increase in SAM enzyme activity for all 
groups but particularly for the normal and alcoholic 
controls. As a result, the only statistically significant 
difference that remained was between chronic schizo- 
phrenics and controls. 

In a separate study, Wvatt and associates (11) stud- 
ied SAM enzyme activities of nondialyzed platelets 
from monozygotic twins discordant for schizophrenia. 
They demonstrated that mean activities for schizo- 
phrenic twins were higher than those for controls or 
for the nonschizophrenic co-twins. They suggested that 
this difference might result either from an environmen- 
tal factor occurring prior to the onset of schizophrenia 
or from a secondary effect of psychosis. 

As part of another experiment (12), we obtained 
brain parts fram both chronic schizophrenics and con- 
trols. We decided to use these brain parts to determine. . 
whether SAM enzyme activity is altered in brains of . 
schizophrenics. 
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METHOD 

Brain parts were obtained during autopsies of 19 in- 
dividuals at St. Elizabeths Hospital or at the office of 
the District of Columbia Medical Examiner. The 
elapsed time between death and arrival at the morgue 
was estimated by witnesses or by the prosecting pa- 
thologist. This interval was about 1 hour for all but 1 
schizophrenic (6-9 hours) and 1 control (23-25 hours). 
The bodies were stored at 4? C from arrival at the 
morgue until autopsy. Storage time varied considera- 
bly—means of 10+2 hours (range, 1-14 hours) for con- 
trols and 38+7 hours (range, 2-72 hours) for schizo- 
phrenics. At autopsy, brains were removed and immedi- 
ately dissected. Samples from each of 6 brain regions 
were frozen on dry ice and stored at —80? C until assay. 

For this study we used brain parts from 9 controls 
with no known mental disorder and from 10 schizo- 
phrenics. The.diagnosis of schizophrenia had been 
made by an attending psychiatrist before each pa- 
tient’s death and was verified by the records. Inter- 
views with involved relatives, policemen, and physi- 
cians provided necessary information about the cir- 
cumstances surrounding each death. Details about 
each subject are provided elsewhere (13). 

Because the mean time betweer. arrival at the 
morgue and autopsy was much shorter for controls than 
for schizophrenics, we studied the stability of brain 
SAM enzyme activity, using male Sprague-Dawley 
rats (200-250 g). The animals were decapitated, and 
their brains were removed immediately and stored at 
either 4° C or 25? C for variable periods. Tissues were 
then stored st —80? C until they were assayed for SAM 
enzyme activity. 

Brain parts were homogenized in 5 volumes of 10 


mM phosphate buffer (pH 7.2) and centrifuged at 


100,000 x g for 30 minutes. The supernatant then was 
dialyzed overnight against the same phosphate buffer. 
To determine SAM enzyme activity, the final reaction 
mixture contained 10 4m potassium phosphate buffer 
(pH 7.9), 0.4 ml; dialyzed supernatant, 100-200 xl; 
tryptamine, 2 wm; and 'CH4-SAM, 0.5 nM. After this 
mixture was incubated at 37? C for 60 minutes, the re- 
action was stopped by adding 0.5 ml of a sodium bo- 
rate buffer (pH 10). The radioactive product was ex- 
tracted into 5 ml of a toluene: isoamyl alcohol solution 
(97:3), and a 3-ml aliquot of the organic phase was 
evaporated to dryness in a vacuum oven at 40° C. The 
residue was taken up into 2 ml of ethanol and counted 
i 10 ml of teluene phosphor by liquid scintillation. 


RESULTS 

Table | shows the SAM enzyme activities of 6 brain 
regions ‘from schizophrenics and from normal con- 
trols. The activities for different brain regions differed 


.-as much as.5-fold. Individual variability was less, with 
. standard errors generally around 10%-15% of the mean. 
"The Pearson- correlation coe meieni permits an estima- 
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TABLE 1 
SAM Enzyme Activity in Human Autopsied Brain Parts 


Enzyme Activity (nmol/hr/g, wet weight)* =” 


mt — oe 


Controls Schizophrenics 
96 of 

Brain Area N Mean SE N Mean pE * Controls 
Cerebral cortex 

Orbital 9 1.06 06 9 1.2] .05 114 

Temporal 7 1.45 09 10 1.65  .14 114 

Occipital 8 5.17 22 6 746 .77 129 
Amygdala 8 2.87 3 6 2.76 24 96 
Septal region 8 4.12 3] 8 4.42  .53 107 
Medialthalamus 9 1.56 19 8 169  .19 108 


* Analysis of variance demonstrated no statistically significant differences be- 
tween controls and schizophrenics. 


FIGURE 1 
Scattergram of SAM Enzyme Activity in the Occipital Cortexes of Con- 
trols and Chronic Schizophrenics 
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tion of the relative stability of activities for an individu- 
al across brain regions. The combined correlation fer- 
schizophrenics and controls was r;=.62 (p«.05). 


The SAM activities for schizophrenics tended to be, 


slightly higher, ranging from 96% to 129% of controls. 
Brain parts were missing for some subjects. Te permit 


an analysis of variance, each missing value was esti- : 


mated by taking the arithmetic mean of 1) the mean of. 
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FIGURE 2 
Effects of Storage at 4°C or 25°C on SAM SERE Activity in Rat 
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*Each point represents the mean + SE of 5 animals. 


> all other values for that brain region and 2) the mean of 
all other values for that individual. These points were 
not counted as additional degrees of freedom. If any- 
thing, this method should overestimate the statistical 
significance of differences between groups. As ex- 
pected, the difference over brain regions was statisti- 
cally significant (p<.001); however, the difference be- 
tween controls and schizophrenics was not (p.05). If 
one, instead, examines each brain region, the only sta- 
tistically significant difference between controls and 
schizophrenics is that for the occipital cortex (Stu- 
dent's t test, p«.05). A scattergram of the SAM en- 
zyme activities for this region (figure 1) demonstrates 
that this difference arises primarily from very high ac- 
tivities for 2 schizophrenics. These were the two high- 
est values for any subject in any brain region. 
To determine what effect storage at 4° C might have 
on SAM enzyme activity, we examined the enzyme 
. activity of rat brains after storing them at 4? C for 0, 7, 
, 22,30, and 48 hours. As illustrated in figure 2, the en- 
zyme activitv remained relatively stable under these 
conditions for at least 50 hours; even 5 hours at 25? C 
failed to produce a statistically significant change. 


t" 
DISCUSSION 
e . e 
Other investigators have reported that schizophren- 
" Acs differ from controls by having higher SAM enzyme 
« — actjvities in sera (7, 8) and in platelets (10, 11). In 
agreement with one other study (14), we have failed to 
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find a similar difference in brain enzyme activities. The 
importance of this discrepancy remains to be deter- 
mined. It does suggest that peripheral SAM enzyme 
activities may not reflect those in brain accurately, 
even though it is difficult to test this directly by com- 
paring platelet and brain activities in the same sub- 
jects. It also suggests that if elevated SAM enzyme ac- 
tivity is an important component of schizophrenia, the 

elevation probably involves peripheral enzymes. 
However, as Koslow (15) has emphasized in a recent 
review, this would present no major theoretical diffi- 
culties, since most of the N- and O-methylated defiva- 
tives of the biogenic amines readily cross the blood- 
brain barrier. 

There are at least two important limitations to this 
study. First, since dialysis has a marked effect on 
platelet SAM enzyme activity, it is possible that the 
use of dialyzed brain supernatants masks the crucial 
difference between schizophrenics and controls. Un- 
fortunately, only dialyzed preparations of brain have 
measurable enzyme activity. Second, the levels of ac- 
tivity are so low that there are potential difficulties 
with interference from competing reactions. The im- 
portance of such reactions undoubtedly depends on a 
variety of factors, including tissue source, purity of 
substrates and cofactor, and reaction conditions. For 
example, Meller and associates (16) were unable to 
identify any of the expected N-methylated products 
from an enzymatic preparation of human blood; in- 
stead, they found a variety of unidentified products, 
many of which had extraction and chromatographic 
characteristics that resembled but differed from those 
of the desired product. Wyatt and associates (10) also 
detected unidentified radioactive substances but con- 
cluded that a proportion of the radioactivity represent- 
ed the expected N-methylated product. 

As reviewed elsewhere (17), an abundant literature 
confirms the presence in urine, blood, and cerebrospi- 
nal fluid of N- and O-methylated biogenic amines, sev- 
eral of which are potentially psychoactive. Since these 
substances have been detected in both schizophrenics 
and normal controls, it is 3mportant to determine how 
they are formed and how their concentrations are reg- 
ulated. Both Saavedra and Axelrod (5) and Wu and 
Boulton (18) have provided evidence for in vivo for- 
mation of N-methylated indoleamines in rat brain. In 
addition, Mandel (19) recently discovered a potent in 
vitro inhibitor of the SAM enzyme; he has also shown 
that oral administration of this substance to rabbits 
markedly decreases in vivo conversion of radioactive 
N-methyltryptamine to radioactive N,N-dimethyl- 
tryptamine. Thus, N-methylating enzymes continue to 
be of interest not only because they might play a role 
in schizophrenia but also because their normal func- . 
tion, if any, remains to be determined. 
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The Family Practitioner as Psychiatrist 


BY ARNOLD FELDMAN, M.D. 


The author describes attitudes held by nonpsychiatric 
physicians that are responsible for poor psychological 
handling of patients, including low interest in 
psychosocial aspects of illness, judgment of and 
disinterest in hypochondriasis or conversion reaction, 
avoidance of psychotic or terminally ill patients, and 
anger toward patients with unpleasant characteristics. 
He discusses reasons for these attitudes and suggests 
that medical schools increase psychological education 
and psychiatry departments increase the relevance of 
their teaching. e 


TODAY'S FAMILY PRACTITIONER is being called on to 


recognize, understand, and, frequently, treat patients' 


Dr. Feldman is in private practice, School Lane House, 5450 Wissa- 


: ' Hickon Ave., Philadelphia, Pa. 19144. He is also Associate Clinical 
. Professor of Psychiatry, Medical College of Pennsylvania, Phila- 
"delphia. 
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psychological problems. Psychiatric educators are 
being asked to develop programs to improve the psy- 


chiatric skills of the family practitioner. In doing so, it 


is important to recognize those factors that work 
against the development of psychologically skilled 
physicians. As psychiatric consultant in a general hos- 
pital, I have observed the difficulties that physicians 
commonly have in incorporating psychological under- 
standing of patients and their illnesses into their clini- 
cal armamentarium. This article reviews these obser- 
vations and explores the dynamics underlying the ob- 
served behavior. l 


DIFFICULTIES IN PSYCHOLOGICAL 
UNDERSTANDING OF PATIENTS 


Attitudes Toward Psychosocial History = 


The concept of treating the whole patient has beeg 
constantly and exhaustively discussed. Therefore, on 


a theoretical level, most physicians accept the con@ept, `` 
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, that understanding the patient psychologically is an 
E SL aspect of treating the patient regardless of 
S. s e illness. However, on the practical level physicians 
often do not perceive psychosocial history as relevant 
to their work. Specifically, interviewing techniques 
s needed to elicit psychosocial material, i.e., interviews 
; employing. nondirective, open-ended, associative 
« methods, are not commonly employed. The average 
physician is often unwilling or unable to explore the 
emotional and environmental factors in a patient’s life. 
Many physicians are less interested in their patients 
than they are in the diagnosis and treatment of their 

patients' diseases. 


Response to Patients with Hypochondriasis or 
Conversion Reaction 


The division between psyche and soma remains. In 

. patients with a possible diagnosis of hypochondriasis 
L-— or conversion reaction, symptoms are seen as either 
organic or psychogenic, despite the fact that organic 

and psychogenic factors may often contribute jointly 

to the patient's presenting picture (1). The physician's 

goal becomes to rule out all organic causes and then, if 

no organic diagnosis emerges, to call in the psychia- 

.« * trist. This dichotomy also has a judgmental aspect to 
it. Organic disease is accepted as legitimate, but the 
patient with a psychiatric diagnosis is perceived as fak- 
ing or weak and his or her disease as somehow illegiti- 
mate. 

An example of this attitude is the case of a 30-year- 
old womar who was admitted to the hospital with a 
history of conversion reactions precipitated by psy- 
chological stress. She was admitted for vague, non- 
anatomical complaints of pain and weakness, which 
-had been preceded by psychological stresses. Clearly, 
the diagnosis of conversion reaction was the most 
likely diagnosis, but a psychiatric consultation was re- 
quested only after an extensive neurological work-up, 
which included an arteriogram. The resident, a com- 

. petent physician, was asked why she had not re- 
quested a psychiatric consultation earlier in the pa- 
tient's work-up since she also recognized that con- 
version reaction was the most likely diagnosis. She 

+ responded, ‘“The patient is such a nice lady, and I just 
felt her symptoms were real.” 

Once the physician becomes convinced that a pa- 

tient's symptoms have a psychological etiology, he or 

š she will often lose interest in the patient, become irri- 

, tated or angry with the patient, and feel that his or her 

|. time has been wasted through some type of trickery on 

the patient's part. The psychiatric consultation is al- 

most invariably perceived as the last thing to do for, or 

to, the patient, and once the consultation is requested, 

«e physician's involvement usually ends. The belief 
| that psychiatric consultation is the last resort has be- 

e | .comeeso fixed that many physicians feel that once a 

.  Psychiatris: sees the patient no further search for or- 
: Aanic etiology can occur. Thus, the consulting physi- 
"» . cian feels that a psychiatrist should not be called in 

; until organic disease has been definitely ruled out. 
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Attitudes Toward Patients with Severe 
Psychopathology 


Patients who manifest overt psychotic behavior, 
with hallucinations, delusions, and agitation, stir up 
significant anxiety in the physician. The anxiety leads 
the physician to call the psychiatrist before evaluating 
the patient and often prevents the physician from mak- 
ing rudimentary diagnostic observations that would 
differentiate, for example, psychosis secondary to 
metabolic disorder from acute schizophrenic decom- 
pensation. A physician avoids feeling inadequat® by 
deciding that such patients are really outside the realm 
of medicine and therefore he or she does not need to 
know anything about them. 


Attitudes Toward Patients with Terminal or 
Catastrophic Illness 


Physicians may wish to avoid patients with terminal 
or crippling illnesses. The psychiatrist may be asked to 
see a dying patient because the patient is depressed. 
The primary physician wants the psychiatrist to deal 
with the interpersonal and emotional concerns of the 
dying patient or the patient with a crippling disease 
and to limit his or her own involvement to monitoring 
organic factors. 


Attitudes Toward Patients with Unpleasant 
Characteristics 


Patients can be irritating, annoying, or anger-pro- 
voking. Many patients do not follow the physician's 
advice, others are overly demanding, and some need 
to be in control and challenge every act of the physi- 
cian. The patient may be seen as a '*bad'' patient or be 
reprimanded by the physician. The physician's frustra- 
tion may increase when the patient does not fellow his 
or her instructions despite the fact that the physician 
has clearly and authoritatively discussed matters with 
the patient. In such cases, the physician fails to take 
into account the psychodynamics responsible for the 
patient's behavior. 


Summary 


The physician's response can be summarized as fol- 
lows: 

1. He or she usually does not explore psychosocial 
factors to any significant degree. 

2. Diagnoses of hypochondriasis or conversion re- 
action precipitate a judgmental attitude, disinterest, 
and a psychiatric referral. 

3. The physician reacts to the psychotic’ patient and, 
the terminally il] patient with anxiety and other avoid- 
ance mechanisms, which may lead him or her'to make 
inappropriate referrals. i 

4, Certain of the patient’s characterclogical factors : 
may lead to escalating conflict and, in the extreme, . 
therapeutic stalemate. ; . 7 
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REASONS FOR POOR PSYCHOLOGICAL 
UNDERSTANDING l : 


The physician's behavior described above is influ- 
enced by 1) patient load and time allotted to patients, 
2) expectations of authority and peers and, related to 
this, 3) selection of medical students and their experi- 
ences in medical school, 4) ranking of illnesses, 5) 
pseudoknowledge, 6) ignorance, 7) attitudes toward 
the doctor-patient relationship, and 8) defense mecha- 


nisms, 


Patien Load and Time Allotted to Patients 


The psychodynamically oriented psychiatrist sees a 
limited number of patients per week and sees them for 
a prearranged period of time, which facilitates devel- 
oping an empathic understanding and involved rela- 
tionship with them. When a psychiatric clinic is 
crowded and understaffed, psychiatrists approach pa- 
tients in a manner similar to that of their medical col- 
leagues, and the goal often becomes to finish as soon 
as possible. The only obstacle between the doctor and 
this goal is the patient, who is dispatched as quickly as 
the physician’s superego allows. When we suggest that 
the physician become more involved in the psycholog- 
ical evaluation of the patient, we must consider the 
pressures that time and numbers exert on psychologi- 
cal exploration, especially with a resistant patient. Un- 
fortunétely, although the issue of time and numbers is 
a valid one, it is also very commonly used by the phy- 
sician to rationalize behavior that has other dynamics. 


Expectations of Peers and Authorities 


The average medical student is greatly influenced by 
authority figures and strives to meet professors’ ex- 
pectations. Because nonpsychiatric physicians often 
do not consider psychosocial aspects of the patient’s 
life to be significant, students do not touch on these 
aspects when working up a patient. [he following clin- 
ical example illustrates this point. A patient was admit- 
ted to the medical service after a suicide attempt. The 
medical student’s work-up included the following: 
‘Social history—noncontributory.’’ A different social 
history would have appeared on the chart if the same 
patient and the same student had been on a psychiatric 
service rather than a medical service. Indeed, a stu- 
dent on a psychiatric service who wrote ‘‘noncon- 
tributory’’ under social history of a patient who at- 
tempted suicide would be considered bizarre. A stu- 
dent on a medical seryice writing up a patient with 
rheumatic heart disease who listed ‘‘unremarkable’”’ 
next to heart on physical examination would be seen 
as equally bizarre. 

Attitudes developed in medical school continue to 


influence the physician after graduation. A physician 


who fails to diagnose a hiatal hernia is subject to more 


peer disapproval than a physician who fails to recog- 


. Rize that a. patient is failing to keep to a diabetic diet 


because of an overwhelming need to deny any physical 


“infirmity, despite the fact that recognition of the dia- 
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betic’s conflict can lead to resolution and a better prog- i 
nosis for the patient. T 


Selection of Medical Students ^ 


Light (2) discussed factors in medical school educa- 
tion and student selection that affeet physicians’ atti- 
tudes toward patients. He quoted Atchly (3), who de- 
scribed the ideal physician as ‘‘compassionate, sympa- 
thetic, perceptive, and understanding, and someone 
who likes human beings.” However, Light continued. 
*""The gruesome pressures of medical school have long 
been known to require or generate qualities in medical 
students that are quite at odds with the profession's 
ideal of the physician. Successful medical students are 
usually obsessive, compulsive, orderly, highly orga- 
nized, responding primarily to the dictates of their own 
conscience. Four-common patterns of adjustment of 
medical school are 1) emotional constriction, 2) fierce 
concentration on grades, 3) manipulating others to get 
ahead, and 4) high anxiety'' (2). The selection process 
of medical schools itself may play a role in the lack of 
psychological orientation in so many physicians. 
"Medical schools select students primarily on the 
basis of grades and test scores. They do not select for 
qualities that make a good clinician; rather, they in- 
directly give preference to qualities that all too often | 
accompany a strong pre-med record; an intense com- 
pulsiveness, intellectual narrowness and sometimes 
difficulties in getting along with people.” 


Hierarchy of Illness 


Balint (4) described how physicians rank disease. 
Physicians prefer to make some diagnoses more than 
others. Diagnosing certain diseases gives the physician 
greeter narcissistic gratification than diagnosing other 
diseases. The more obscure the illness, the more the 
ability to make the diagnosis is seen as a product of 
long and specialized training and the more gratifying 
the diagnosis and, therefore, the patient. In medical 
school conferences are held on a particular patient be- 
cause his or her illness is so rare that **Y ou'll probably 
never see it again.” Balint hypothesized that this rank- 
ing influences the approach to the patient. The physi- 
cian's involvement with a patient is colored by the 
ranking of the patient's disease. 

A clinical example of this approach is the case of a 
suggestible 30-year-old woman who presented to her 
physician with weakness. The physician asked, ''Does 
the weakness increase as the day goes on?” “Yes,” 
was the response. ‘‘Do you have trouble chewing and 
does it become harder as you continue to chew?" 
"Yes," was the response. The woman's conversion 
reaction was incorrectly diagnosed as myasthenia 
gravis. Both the physician and the patient had accon» 
plished their goals. The patient had an interested doc- 
tor, and the doctor had an interesting patiente Con-, 
versely, the diagnosis of neurotic symptoms carries 
with it a demotion of the patient’s importance to she 
physician. The physician will spend more time in eval- ~ 
uating diagnostic possibilities that are high up on'the, 
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ET ranking order than on evaluating such mundane phe- 
nomena as depression and anxiet 
¿ ~ p y. 
l eudoknowledge 
e. When, students. begin medical school they believe 
that they are medically ignorant; when they hear a 
heart murmur and are told that it is consistent with 
mitral stenosis they eagerly absorb this knowledge. 
However, developing a scientific understanding of hu- 
. man psychology may be impeded by students' own 
previous experiences and relationships. For example, 
when a patient is described as showing passive-depen- 
dent traits and genetic and dynamic factors are ex- 
plored, students may resist this teaching, unlike the 
teaching of cardiology. Pseudoknowledge responses 
may range from '*'She is just an unpleasant, whining 
lady who has to be put in her place" to “‘Psychiatrists 
b- * are always labeling perfectly normal behavior.” Physi- 
cians recognize the need to remain objective and focus 
on the diagnosing and treating of their patients when 
organic symptoms are involved, but when certain psy- 
chological and interpersonal phenomena exist physi- 
cians often do not perceive the need to rely on scien- 
. e tific understanding of behavior and rely entirely on 
their layman's attitudes and opinions about human in- 
teraction. 


Ignorance 


p Many physicians have graduated from medical 
school without learning basic descriptive psychiatry. 
This ignorance causes anxiety when the physician is 
confronted with a patient who is suffering from symp- 
toms that have a significant psychological component. 
The ignorance is rationalized by the false belief that 
| such patierts are not the responsibility of the physi- 
| cian. 


Attitudes Toward the Doctor-Patient Relationship 


The good nonpsychiatric physician's approach to 
the patient differs significantly from the approach of a 
good psychiatrist. The physician is often directive, 
parental, and judgmental in treating patients (5). Ill- 
ness often precipitates regressive behavior in people, 
and the parental, directive approach 1s most appropri- 

ate for the physician. 
. The psychiatrist focuses on eliciting the active coop- 
í eration of the patient. He or she is nonjudgmental and 
usually nondirective. This approach is helpful in elicit- 
Pa ing the feelings of the patient and encourages the pa- 
tient to behave more maturely. The difference in ap- 
proach is often related to basic personality differences 
"ih the nonpsychiatric phvsician and the psychiatrist, 
whjch probably also play a role in the selection of spe- 
° ol. It would be difficult to change the physician's 
fin toward a patient, and any such attempt could 
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impair the successful functioning of a Lompeteni phy- 
sician. 


Defense Mechanisms 


Most primary physicians have a number of patients 
who are terminally ill or who are suffering fronr de- 
teriorating diseases. Psychiatry recognizes that physi- 
cians use defense mechanisms to cope with a daily en- 
vironment that includes seriously ill and dying pa- 
tients. Denial, isolation of affect, and intellectualization 
are three of the most commonly used defenses. These 
defenses often preclude the physician's forming an 
intimate and empathic relationship with a patient, 
which is an important part of psychological investi- 
gation and treatment. 


CONCLUSIONS 


Patient care will benefit from medicine's increasing 
awareness and acceptance of the important role that 
psychological factors play in patients' symptoms and 
illnesses. To ensure the use of psychological skills by 
nonpsychiatric physicians, medical schools should in- 
crease the time spent on the psychological education 
of students, and departments of psychiatry and behav- 


.loral sciences should use the time to increase the rele- 


vance of their teaching (6). However, we must not set 
unrealistic goals. There are basic differences between 
a psychologicallv sophisticated family practitioner 
and a psychiatrist. A good family practitioner may be 
expected to recognize and diagnose psychopathology 
and emotional conflict and support patients in times of 
emotional distress. However, the nature of his or her 
practice, the number of patients, the need to maintain 
certain defenses, and his or her basic personality traits 
all prevent a phvsician from becoming a patient's psy- 
chotherapist. We can encourage physicians to do more 
than they now do, but we must not foster unrealistic 
expectations that can only lead to frustration and dis- 
appointment for patient, doctor, and teacher. 
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The authors surveyed 378 third-year psychiatric 
residents on their attitudes toward psychiatric 
training, forms of psychotherapy, and the medical 
model; their treatment preferences for 4 given 
psychiatric disorders; and their career plans. 
Correlation coefficients and analysis of variance 


indicated clustering of attitudes along a dynamic- 


biological continuum, with medical education and 
experience with drug therapy rated nighest of the 
training aspects and personal analysis or 
psychotherapy, training in psychoanalysis, and 


. research rated lowest. 


ALTHOUGH CONCERN has been expressed (1-4) about 
perceived trends in thinking and practice regarding 
psychiatry, there have been few systematic attempts 
to assess these trends. Greden and Casariego (5) re- 
cently reported trends in residents in the District of 
Columbia area toward a predilection for psychoanaly- 
sis and away from the medical model, e.g., 8396 
"strongly disagreed'' with the statement, ‘‘Psycho- 
analysis is dying as an influential part of psychiatry,” 
and only 46% disagreed with the statement, ''The 
medical model of mental illness is definitely out- 
dated." Furthermore, 52% thought personal psycho- 
therapy was ''extremely important” in training to be- 
come a good psychiatrist, and only 28% agreed with 
the statement that neurochemical discoveries would 
alter the future practice of psychiatry. Greden and 
Casariego also expressed concern about an apparent 
trend in attitudes toward a more dvnamic approach as 
training progressed over the three years of residency. 
We undertook the present study to assess attitudes 


among residents drawn from a wider geographic area. 


METHOD 


A printout of all third-year psychiatry residents 
(N— 1,411) was obtained from the American Psychiat- 
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ric Association. Half of these (N «708) were selected 
randomly and sent a three-page questionnaire. In 
cases of questionnaires returned by the postal system 
as undeliverable, another resident was selected at ran- 
dom. 

The questionnaire contained five sections. The first 
four were designed to assess, in order, attitudes to- 
ward 1) various aspects of psychiatric training, 2) 


. forms of ‘‘individual nonbiological (nonorganic) thera 


py, 3) modes of therapy for given psychiatric dis- 
orders, and 4) the importance of the medical model. 
The last section dealt with career plans. Categories of 
training and treatment were chosen that in our opinion 
would best differentiate between dynamic and biologi- 
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cal orientations. Subheadings under the section titled * ., 


"Individual Psychotherapy” 
text (6) were chosen as the forms of psychotherapy to 
be listed. These were ‘‘psychoanalytic psychothera- 
py," "behavior therapy," “‘client-centered psycho- 
therapy,” ''direct analysis” (Rosen), and ''other."' 
Residents were asked to rate their attitudes in the 
training section by checking one of the following cate- 
gories for each training aspect—‘‘essential,’’ ‘‘desir- 
able but not essential," or ‘‘of no value.” They chose 
from the categories ''essential to successful treat- 
ment," ''beneficial but not essential," or "probably 
has no real effect on clinical outcome” for each thera- 
peutic mode under each of four disorders in the thera- 
py section. Respondents were also asked to check one 


in a popular psychiatric | 


of three statements about the importance of the medi- ` 


cal model. 

Preferences for various aspects of traiming were 
quantified by arbitrarily assigning weights of 1, 2, or 3 
to the categories listed above in order of decreasing 
preference. Therefore, a low score on any item reflects 
relative enthusiasm. 

To assess regional differences in attitudes respond- 
ents were assigned by postmark to one of seven geo- 
graphical areas: Northeast, Mideast, Southeast, Great 
Lakes Region, Midsouth, West, and California.! 


‘Northeast includes Connecticut, Massachusetts, Maine, New 
Hampshire, New York, Rhode Island, and Vermont. Mideast in- 
cludes Delaware, the District of Columbia, Maryland, New Jersey, 
Oho, Pennsylvania, Virginia, and West Virginia. Southeast mee 
cludes Alabama, Louisiana, Florida, Georgia, Kentucky, Missis- 
sippi, North Carolina, South Carolina, and Tennessee. Great Lekes 


south includes Arkansas, Kansas, Missouri, Oklahoma, and Tex 


` 


` 


Region includes Illinois, Indiana, Michigan, and Wisconsfn. Mi EN + 


West includes Iowa, Minnesota, Nebraska, Nevada, Arizop. 


Utah, Colorado, New Mexico, Oregon, Washington, and Hawaii. « 


No residents were listed for Alaska, Idaho, Montana, North Dako- 
ta, South Dakota, or Wyoming. s 
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TABLE 1 
A Ratings of the Importance of Selected Aspects to Psychiatric Educa- 


Ntion by 378 Third-Year Residents 
Rating* 


25 


Aspect. š Mean SD 

° Experiehct in pharmacotherapy 1.06 29 

* Medical education © ].11 32 

Clinical experierce in neurology 1.36 53 

Interr.ship 1.65 .63 
Personal analysis or psychotherapy of 

/ the individual resident 1.74 58 

Training in psychoanalysis 1.86 .53 

Research 2.06 .46 





* ] essential, 2=desirable but not essential, and 3=of no value. 


RESULTS 


A total of 378 responses (5496) was received from a 
k- " probable total of 698 delivered. The regional difference 


q 


in response rate was significant only for the West, 

which had a response rate of 68% (p<.01). The Mid- 

east and Southeast regions, on the other hand, had 

rather low but not significantly different rates—45% 

and 43%, respectively. Means and standard deviations 
. e Of the weighted ratings of various parts of psychiatric 
training are reported in table 1. Medical education and 
experience with drug therapy ranked the highest. They 
are followed, in order, by clinical experience in neurol- 
ogy, internship, personal psychotherapy for the resi- 
dent, and training in psychoanalysis. Research experi- 
ence clearly ranked lowest of all the aspects of training 
presented. 

The ratings of the efficacy of the six treatments for 
each of four diagnoses— poor and good prognosis 
schizophrenia, endogenous depression, and alcohol- 
Ism—are shown in table 2. The percentage of respond- 
ents rating the treatment as essential is included for 
each disorder as a reflection of the probability of actual 
utilization of that treatment. The analysis of variance 
of the ratings 1s reported in table 3. The analysis is 
limited to the 343 residents who rated all treatments on 
all four cases. 

The geographical location of training did not have a 
significant effect on attitude toward treatment in gener- 
al, whether in reference to specific disorders (GXC) 
or across all disorders (G). However, there was a high- 
ly significant association (p<.001) between location of 
training and attitudes toward specific treatment 
(GXT) independent of the disorder. The Duncan Mul- 


dents favored organic approaches significantly more 
highly (p<.05) than residents in the Northeast, Califor- 
nia, and Great Lakes Region. Although highly signifi- 
gant, this interaction accounted for only 4% of the 
variance in the ratings. 


x tiple Range Test analysis showed that Midsouth resi- 


^. gemis (T) varied significantly (p<. 0001), as did atti- 
 Judestqward treatment in general in specific disorders 
(C) (p7.0003). The interaction between diagnosis and 
raymg of specific treatment (CX T) was also highly 


Attijudes toward specific treatments independent of 
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significant (p<.000 1) and accounted for 1295-1396 of the 


variance. Residents were much more positive about 
the value of individual psychotherapy with good prog- 
nosis schizophrenia and endogenous depression than 
they were with process schizophrenia and alcoholism. 
They tended to consider milieu therapy significantly 
less beneficial with depression than with the other 
diagnoses. Although the residents were very enthusi- 
astic about the benefits of organic treatment for schiz- 
ophrenic and depressed patients, they came close to 
rejecting 1t for alcoholic individuals. Finally, whereas 
group therapy was generally regarded as beneficia? but 
not essential for the other diagnoses, the residents 
considered it essential in the treatment of alcoholism. 

The status of the *'*medical'' approach is revealed by 
responses to the medical model question, which are 
shown in table 4. The majority, 5995, indicated agree- 
ment with the medical model, and only 296 accepted a 
statement rejecting it. A statement of inzermediate po- 
sition drew 23% support; 16% of the residents declined 
to make a choice. 

Although a large majoritv of respondents checked 
only psychoanalytic psychotherapy as their preferred 
form of individual psychotherapy, a great many of 
them qualified this selection with marginal notes. In- 
volvement with a very wide variety of psychotherapies 
was evident here, the words ''eclectic"" and “‘psycho- 
dynamic" appearing more often than others. Quan- 
tification of responses is not presented here since it 
would artificially simplify the apparent diversity of this 
area. 

When correlations between training and treatment 
preferences were calculated using Pearson's correla- 
tion coefficient, 20 relationships, of a possible 120, 
were significant (p«.05). Support for experience in 
psychoanalysis and personal analysis in training was 
positively correlated only with support for psychother- 
apy as treatment of all four disorders. On the other 
hand, support for any of the other, move ‘‘organic,”’ 
aspects of training was correlated negatively only with 
enthusiasm for the psychotherapy treatment modality. 
Behavior therapy was the treatment mode with the 
most positive associations with organic training as- 
pects. 

We examined intercorrelations of training aspect 
preferences and found that all items were significantly 
correlated in à positive direction. This indicates a sig- 
nificant tendency for enthusiasm to generalize across 
the aspects rated. When medical education, neurol- 
ogy, pharmacotherapy, research, and incernship were 


. considered as one group and psychoanzlytic psycho- 


therapy and personal psychoanalysis as another, we 
found that correlations were consistently higher be- 
tween items within either group than between the 
groups. The lowest correlations within the "organic" 
group involved support for internship. . 


The career plans of 42% of the respondents involved. 


f 


* 


* 


private practice alone, 23% involved, academic wark, . 


and 20% involved public sefvice. The rest ‘of treri- 
spondents planned a mixture of these options. Al-~ 


733 
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TABLE 3 
Analysis of Variance of Treatment Ratings by 343 Third-Year Resi- 
dents 


Source of Variance df Mean Square F p 
Between residents 
Geographic location 
of training (Gi 6 1.55 1.56 .16 
Error 336 0.99 
Within residents 
Case (C) 3 1.47 5.92 .0008 
Treatment (T) 5 336.53 1351.5 .0001 
GxC 18 0.23 92 ns. 
GxT 30 0.62 2.47  .001 
CxT 15 38.67 155.30 .0001 
GxCxT 90 0.21 0.85 n.s 
Error 7728 Bas 
TABLE 4 


Attitudes Toward the Medical Model Held by 378 Third-Year Resi- 
dents 


Attitude — Percent 
The medical model should be basic to both the practice 

of and research in psychiatry 58 
The mecical model has merit with some patients, but its 

usefulness and importance is minimal in clinical psy- 

chiatry 23 
The medical model has little meaning in psvchiatry and 

its use may even be countertherzpeutic 2 
None of the above 16 


though no significant geographica] differences were 
noted, there were several significant relationships be- 
tween career plans and training preferences. Those 
residents intending to pursue full-time private prac- 
tices were more likely to advocate personal analysis in 
training, whereas those planning full-time academic 
work favored experience in research. 


DISCUSSION 

We designed this survey to provide a more broadly 
based assessment of some of the prevailing attitudes of 
psychiatric residents than is currently available in the 


. literature. The complexity and length of the question- 
_ ngtre=was“therefore minimized in order to maximize 
Tesponse rate, at the expense of excluding many areas 
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4 TABLE 2 : 2s 
Ratings of Efficiency of Specific Treatments for Pour Diagnoses by 378 Third-Year Residents 
Poor Prognosis Good Prognosis PÁ 
(Process or Chronic} (Acute) Endogenous 
Schizophrenia Schizophrenia Depression | Alcoholism 
% Rating % Rating % Rating s 96 Rating 
Treatment —. Mean SD  "'Essential Mean SD "Essential Mean SD "Essential Mean SD * "Essential" 
Organic;herapy ——— 1.17.44 85 1.21 .46 81 115  .37 85 2.31  .61 9 
Individual psychotherapy 2.18  .63 Il 1.64  .65 44 1.64 .60 41 1.92 .62 25 
Milieu therapy EFS 357 34 1.75  .58 33 2:03. 257 15 1.76  .65 38 
Group therapv 2:12. 233 7 2.05 .52 13 2.1)  .52 8 1.44  .53 55 
Behayio- therapy 215° 55 8 2.36  .57 5 2.42  .58 5 1.94  .60 21 
Megavitamin therapy 2.95 22 0 2.95  .24 0 2.94  .27 0 2.81  .48 5 


and issues germane to the practice of psychiatry. The 
apparently strong support for organic modes of thera- 
py arose in part from the selection of a majority of dis- 
orders for which the value of organic forms of therapy 
has been most widely asserted. The inclusion of other. 
disorders, such as hysteria or obsessive-compulsive 
neurosis, might have resulted in quite different rank- 
ings of treatment preferences. Nosological labels may 
also have influenced rankings. Our intent was not to 
determine which, if any, ideology predominated but to 
determine whether or not there was a predominance to 
the extent that other treatment and training ap- 
proaches were ignored. 

Statements about such a predominance, of course, 
can only concern those residents who replied. It is 
possible that individuals with strong dynamic orienta- 
tions might have been more likely to view attempts at 
quantification in psychiatry as meaningless or mis- 
leading and therefore might have been less likely to 
respond to such a survey. Some evidence against this 
having been a strong effect is the fact that those geo- 
graphical regions which differed significantly in their 
attitudes toward organic approaches were very similar 
in their response rates. Also, the West, the only area 
with a response rate significantly different from the 
others, was intermediate in attitude. 

The medical model section was more global in intent 
than the other sections, so the wording of the options 
is more crucial and valid interpretation of ihe re- 
sponses requires more caution. For instance, the most 
negative statement may have been worded so stronglv 
that it increased artifactually the proportion of re- 
sponses to more favorable options. 

The pattern of correlations noted above indicates 
some clustering of attitudes along a dynamic-biological 


continuum. Individuals who emphasized some biologi- - 


cal aspects of training were more likely to emphasize: 
other biological aspects of both training and treatment. 
Because the importance of the internship did not fit 


ward this issue reflect factors other than an organic or 


dynamic orientation. The importance of researeh, *al- , : 


though correlated more strongly with other organic at? 


Y 


well into this dichotomy, it is likely that attitudes tow» 


> 
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titudes, was the least popular of all training @SPECI6.N 


The fact that this 1s the only aspect correlated with 
plans for a full-time academic career suggests that Ne 


^ 
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residents surveyed are willing to leave the experience 
of research to those who plan to make a career of it. 

It is encouraging that, despite tendencies toward 
one orientation or another, there is a significant 
amount of flexibility in residents’ attitudes as revealed 
by the,ejffect of diagnosis on treatment choice. This 
flexibility includes acknowledgment of the value of bi- 
ological treatments for certain disorders. Conclusions 
from these data are, of course, limited to attitudes 
rather than actual treatment practices; nevertheless, 
the set of attitudes presented here might be construed 
as a positive sign of increasing maturity and effective- 
ness in psychiatric practice. 
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The External Provision of Health Maintenance Organization 
~ * Mental Health Services 


BY DAVID J. MULLER, M.D. 


The author describes the three ways mental health 
services may be provided in a health maintenance 
organization (HMO)—»by an internal department of 
psychiatry, by one or more unrelated external 
autonomous care providers, or by an external 
autonomous group of providers. He proposes that the 
latter type is the best model, offering many of the 
advantages of the internal department while delivering 


` more personalized, higher quality care at lower cost to 


the HMO. However, certain conditions must exist, 
including convenient location, regular conferences 
with other HMO physicians, and the provision of 
educationai and preventive services, if the superiority 
of this model is to be maintained. 


HEALTH MAINTENANCE organization (HMO) mental 
health services can be provided in three ways: by a 
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department of psychiatry within the HMO (the usual 
method), by an external autonomous group of mental 
health care providers, or by one or more unrelated 
care providers outside the HMO. 

In this paper I will discuss some advantages and dis- 
advantages of HMO mental health services and exam- 
ine the three ways these services may be provided in 
light of these strengths and weaknesses. 


STRENGTHS 


The general advantages that an HMO provides its 
members should be briefly stated since they apply to 
mental health as well as to other services. These ad- 
vantages, which have been enumerated elsewhere (1), 
include ready accessibility of services, sometimes 
lower fixed monthly costs, better coordination be- 
tween primary and consultant physicians, the lack of 
financial incentive for the physician to overtreat, the’ 
absence of monetary reasons for the subscriber to 
delay necessary evaluation and treatment, and ‘the : 
ability to promote preventive health care, and educa-, 
tion. . N l 

HMO mental health care providers can often effect a | 


IN BRIEF COMMUNICATIONS 





* 


4 + 


+ closer working relationship with the referring physi- 


cian than is usual with mental health centers or private 
practice. This is because the referring physicians and 
the mental health staff belong to the same organiza- 
tion, the HMO, or are linked by a contract. Through 
repeated interaction-over patient referrals and at least 
monthly psychiatric conferences, rapport can be es- 
tablished between the primary physician and the men- 
tal health consultant. 

‘HMO patients referred for mental health services 
present a wide spectrum of human problems since they 


-are ef all ages and socioeconomic levels, and since 


these referrals emanate from a health care plan, there 
is greater frequency of psychosomatic difficulties and 
emotional problems superimposed on physical iliness. 
The patient is more likely to cooperate with mental 
health care personnel, since he or she usually wishes 
to please the referring physician. In rare instances, 
HMO subscribers can lose their coverage by failing to 
obtain or cooperate with recommended evaluation or 
treatment. 

In most HMOs psychiatric outpatient coverage is 
limited to a certain number of visits per year. Usually 
the therapist's professional training and the length of 
the sessions are not specified in the insurance con- 
tract. However, this entitlement can be more flexibly 
defined regarding the length of sessions covered and to 
provide more visits to nonmedical therapists than to 
psychiatrists and greater family and group therapy 
coverage. In this way patients are encouraged to ob- 
tain less costly care. For example, an HMO member 
entitled to 20 outpatient sessions cf 45 minutes each 


` per year with a psychiatrist could instead see a social 


worker for 30 such sessions. A husband and wife could 
combine each of their 20 entitled visits to 40 sessions 
of conjoint marital therapy. Similarly, 20 individual 
outpatient sessions could be used instead as 40 group 
therapy sessions per year. These equivalents should 
reflect the cost to provide each unit of therapy. 
HMO mental health services can easily screen for 
emotional disorders at an earlier, more treatable stage. 
This may be done by questionnaire, random inter- 
views, or periodic classes or seminars. Group behav- 
tor modification programs can be offered to promote 
health (e.g., weight loss) or the cessation of unhealthy 
behavior (e.g., cigarette smoking). Relaxation tech- 
niques can be taught and biofeedback training offered 
to decrease the morbidity of stress-related illnesses. 
Personality characteristics can be investigated when 
they contribute to an illness, as in the case of so-called 


' type A behavior and coronary heart disease (2). In ad- 


dition, the primarv physician can be sensitized to 
greater awareness of incipient mental problems and in 
his or her frequent patient contacts make earlier, more 


- ‘appropriate mental health referrals. 


Incidence, utilization, and cost data can be readily 


: obtained in an HMO since a definite population is 
served by alimited number of care providers. This in- 
' foyfeeeon^an then be used to plan for more effective 
and less costly mental health services. 
m . B * 
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WEAKNESSES 


& 


* e , 
The major potential patient care problem within fa , 
S 


HMO is depersonalization. The HMO realizes 

economies by aggregating patients in certain ways and 
by decreasing the patient's options. Many HMQ mem- 
bers resent this lack of more individualized care that 
they had previously received from their private family 
physician. As an HMO grows, more money is saved 
but depersonalization also usually increases. For ex- 
ample, emergency care, pharmacy services, and ap- 
pointments are often provided in a central, impersonal 
setting. The primary physician in an HMO is sched- 
uled to see a different patient every few minutes, is 
less able to take adequate time to listen to the patient, 
and is therefore more likely to refer the case to a men- 
tal health service when the patient brings extensive 
personal problems into the examining room. People 


who select an HMO are often choosing monetary sav- 


ings over individualized care. 

In any type of mental health practice alienation and 
depersonalization are frequent patient problems. This 
Is even more likely with HMO members, who often 
work for large companies and obtain their health insur- 
ance as a fringe benefit of employment. Ruesch has 
aptly stated, 


Today the psychiatrist stands at the interface of organiza- 
tion and individual, and unless he makes it his specialty to 
convey to persons what science and human knowledge 
have to offer, and unless he represents the interest of the 
human being in the dehumanized organization, he is likely 
to become a superfluous man. (3, pp. 166-167) 


Such mediation is especially needed by HMO mem- - 


bers. 

Another problem in an HMO is the emphasis on the 
medical model. Belonging to a health care plan, the 
members and staff are oriented to physical illness and 
a more passive role for the patient in his or her care. 
There is often a somatic orientation and a desire for 
medication and hospitalization. Nonmedical therapists 
are not always well accepted. The referring physician 
often has unrealistic expectations that the mental 
health service will control the difficult or unmotivated 
patient and provide therapy even against the patient's 
will. Mental health services are often regarded as pe- 
ripheral and of less importance than other services. 
The incomplete and delayed addition of mental health 
services to the care package of most HMOs confirms 
this. In this context Greenblatt (4) has described psy- 
chiatry as ''the battered child of medicine." HMO 
mental health care providers are therefore not made to 


N 


feel as important as other departments that deal with, | 


physical illness and death more directly and they have 


to frequently justify their value. $7 


The greater number of nonmedical therapists in thA i 
y 


mental health field also promotes less acceptgnee h 
other HMO departments. When mental health services 
do not have a separate budget and cannot hire and Ne 
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staff independently, these issues become even more 
AN difficult. Some HMOs, such as the Kaiser-Permanente 
ealth Care Plan, are divided into a medical group and 
a Separate administrative-support group, and this may 
cause further problems. Since many mental health 
es care providers aré not physicians (e.g., psychologists, 
* social workers, and nurses), problems can arise in 
such an HMO when different policies apply to physi- 
cians and nonphysicians. 

In an HMO the financial incentives for the therapist 
to provide good patient care are less compelling than 
they could be in two ways: 1) the care provider's in- 
come does not directly relate to his quality, amount, or 
speed of work with patients and he thus may give less 

z attention to these factors, and 2) a major financial in- 

' centive in an HMO is profit sharing. However, this is 

diluted by the number of profit sharers. The share 

. profits for the mental health staff can be diminished by 

k- «other medical departments due to their heavy use of 
4 diagnostic tests and surgical procedures. 

In many HMOs some members do not have group 
plans with coverage for mental health services. Phys- 
ical health services are all generally covered, but men- 
tal health services may be considered supplemental 

« * and require extra payment by the subscriber. When 
mental health services are not included, some of the 
HMO's advantage of comprehensiveness and ready 
accessibility of care is lost. Even for those with mental 
| health coverage, certain conditions may be excluded, 
p e.g., alcoholism, suicide attempts, and plastic surgerv 

for psychological reasons. This can greatly decrease 
the quality of patient care. The following vignette 1s 
illustrative. 


A depressed HMO member made a serious suicide at- 
tempt. She was discovered by her husband, brought into 
the HMO emergency service, and hospitalized for the 
acute physical effects of the suicide attempt. When she 
was out of physical danger and was seen by the psychiat- 
ric consultant she was still very suicidal, but her HMO 
coverage did not include psychiatric services. Her care 
was no longer comprehensive, and she had to be trans- 
ferred to another mental health care delivery system or 
pay the tatal expense of psychiatric care herself. 


Fortunately, such limitations in coverage are gradu- 
ally disappearing as cost data demonstrate the feasibil- 
ity of total coverage. 

The patient with HMO mental health coverage may 
enter psychotherapy too easily, feeling that this serv- 
ice is an entitlement. When the benefits are used up, 


pocket and continue therapy. The initial sessions may 

weherefore have been wasted. With traditional health in- 

surance the opposite occurs. The subscriber pays a de- 

e  .ductisle amount at the beginning of therapy and there- 

fter the coverage is greater, the patient pays less, and 
"ray is more likely to continue. 

Goldensohn and Haar (5) have reviewed many of 

thé special treatment issues that arise in HMO mental 


there may be insufficient motivation to pay out of 
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health services. Many of these revolve around wheth- * 
er the patient or the therapist feels that the service pro- 
vided is first-class or second-class. Since HMO medi- 
cal services are intermediate between traditional pri- 
vate care and tax-supported public care, the patient is 
constantly making a comparison, favorable or unfa- 
vorable, between the HMO and the system m which 

the patient was previously involved. 

HMO inpatient care is like traditional m psy- 
chiatric hospital care unless the HMO has enough 
members to justify controlling a total psychiatric hos- 
pital ward. In my experience, about 150,000 menibers 
with mental health coverage are needed before an 
HMO can do this economically. Until this point ts 
reached, the hospital milieu cannot be tnified, and the 
treatment may therefore be less effective. 


DISCUSSION 


Considering these aspects of HMO menta! health 
services, which of the three methods of care delivery 
is most effective? The general strengths of HMO care 
can be maintained by either internal or external mental 
health services provided the following conditions ex- 
ISt. 

1. The contract with the external group calls for a 
monthly payment to the outside group based on the 
total number of HMO members (per capita payment). 
This will eliminate any incentive to overtreat, since the 
external group will be paid the same amount regardless 
of usage. 

2. The services will be available within a reasonable 
time after the request for care. 

3. These services will be provided at a location con- 
venient to the HMO members. 

4. At least monthly psychiatric conferences will be 
held for the HMO physicians. 

5. Educational and preventive services will be pro- 
vided. 

The variety of mental health services offered and the 
collection of data on usage are two aspects ur related 
to whether the services are offered by an internal or 
external group. 

The internal HMO department of psychiatry has two 
major advantages over the external group. Greater 
contact is possible between the psychiatry department 
and the other physicians, nurses, and support person- 
nel of the HMO. By means of adjacent offices, com- 
mon administrative meetings, and mutual concerns 
within the HMO, the psychiatry department may 
achieve greater closeness with HMO personnel. In ad- 
dition, the HMO can feel secure that it will totally con- 
trol its own psychiatry department, whichewill endure 
as long as the HMO wishes. From time to time, certain 
members of the department will leave, tut the i 
ment will continue. l 

The external psychiatric group iS supero m node he al- ; 
lowing ways. 

1. More personal care can be Rrovided.by an don 
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e omous group that has a greater sense of its own identi- 


e 


ty by virtue of being separate. 

2. There is less pressure from the medical model 
and more flexibility in dealing with the patient. The 
time, length, and place of appointment can be more 
indrvidualized. 

3. There is greater motivation to provide quality 
care in order to promote renewal of the contract. An 
internal psychiatry department can be more com- 
placent when it does not have to justify itself in period- 
ic contract talks. 

4* Office accommodations can be more attractive 
and pleasing since there is no reason for them to re- 
semble other HMO departments. 

5. Separate policies are not necessary for physi- 
cians and nonphysicians. 

6. Any profit-sharing plan is not diluted by other de- 
partments. 

7. A separate budget exists, with autonomy in per- 


: sonnel.hiring, firing, and policies. 


8. Recruitment of new personnel is easier since few- 
er people are involved in the hiring process and the 
terms of employment can be more individualized. 
HMO personnel must fit into definite pay and fringe 
benefit categories. 

9. The cost to the HMO will be less. The overhead 
and fringe benefit expenses will be carried by the ex- 
ternal group, and since non-HMC patients are also 
seen, there are other sources of income and a greater 
incentive to collect fees. Non-HMO patients are not 
given preferential treatment since renewal of the con- 
tract 1s desired and HMO patients may become fee- 
for-service patients when their psychiatric care bene- 
fits have been used up. Since the HMO can negotiate 
with several external groups, this competition will also 
lower the cost. 

JO. A marked advantage for the HMO in con- 
tracting with an external mental health group is that 
the HMO is not permanently committed to that group 
as it would be to an internal department. If services are 
unsatisfactory, the HMO can exert greater leverage to 
promote improvements or can terminate the contract 
and make new arrangements for mental health serv- 


` m 
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ices. The HMO and the external group cannat take . 
each other for granted. 

The third mode of HMO psychiatric service deliver 4 i 
using separate, unrelated external mental health fre 
providers has similar advantages to the external uni- 
fied group but has the major disadvantage of noé work- 
ing together. The coordination of mental health serv- 
ices is therefore more difficult, and it is harder for the 


HM2O to communicate with and evaluate the various 
outside providers. 


CONCLUSIONS 


In light. of these different features and having 
worked with all three of these care delivery options, ! 
recommend the external unified group. Care can be 
taken to maintain many of the advantages of the inter- 
nal department by specifically including certain items 
in the contract, while delivering more personalized, 
higher quality care at a lower cost to the HMO by ther- 
apists with a greater sense of identity. However, for 
many HMOs the advantages of the external mental 
health group will be difficult to acknowledge, since the 
HMO prefers to control all of tts medical departments * -. 
and in general is more trusting of an internal depart- 
ment. The HMO fears that other departmenis may 
wish to separate from the HMO and pursue a con- 
tractual relationship if a precedent has been set. 
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Three sons of a transvestite father engaged in cross- 
dressing beginning in early adolescence. The 
literature suggests that observation may play a role in 
determining the specificity of the symptoms of 
conflicted sexual identity. These cases of 
transvestism in offspring are unusual in that the father 
played an important role in symptom choice and 
modeling. It is hoped that in future studies of 
transvestism the father will be examined in a more 
intensive way as a figure with whom an active 
identification process may evolve, 


A REVIEW Of the literature on male transvestism, or 
fetishistic cross-dressing, reveals that the onset of the 
condition clusters around two critical periods. In many 
cases there 1s a history of cross-dressing, beginning at 
age two or three, which 1s initiated by the mother or 
some other (usually female) family member. In the 
other group of cases the onset is at about the beginning 
of adolescence. 

The role of the mother in the development of this 
condition has been especially emphasized in cases of 
transvestism of early onset (1-6). Pathological identifi- 
cation with the aggressive, phallic mother is facilitated 
by a passive or absent father. The mother's aggres- 
siveness creates a fear of being ‘‘unmanned,”’ not only 
through organ loss (castration anxiety) but also identi- 
ty loss, i.e., no longer being a man or male (6). How- 
ever, it bas been noted that the phallic-woman hypoth- 
esis lacks specificity, since ‘‘phallic women’’ are a 
common finding in the families of patients with various 
sexual perversions, e.g., exhibitionism, voyeurism, 
transvestism, and homosexuality (5, 7). 

To my knowledge there have been no reports that 
demonstrate the significance of the father. in the devel- 
opment of this condition, beyond that due to his psy- 
chological or physical absence. 

In the following cases of transvestism of early ado- 
lescent onset the father played a very important role. 
He presented for treatment for depression and also 
had symptoms including transvestism, preoccupation 
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with pornographic magazines, and collecting and 
hoarding behavior. Circumstances permitted an exten- 
sive examination of his four sons, all of whom also de- 
veloped most of these symptoms and three of whom 
cross-dressed. I will focus on the father’s cross-dress- 
ing behavior and its impact on the sons. 


CASE REPORTS 


Case 1. Mr. A was 54 years old, had been married for 28 
years, and was the father of five children, four sons and a 
daughter. Two of the sons remained at home, the other two 
lived in the same city, and the daughter lived in ano:her state 
and was not available for interview. Mr. A retired in 1971 
after 26 years of work as a hospital cook. After retirement he 
worked for a while as a part-time employee of a fast-food 
chain. 

Mr. A was 12 when his parents moved to the boarding 
house that they managed. They left their children fof which 
he was the seventh) in a neighboring house ‘‘to raise each 
other." Mr. A dropped out of school at 16 to help support 
the family and lived at home until age 22, when he was 
drafted. After 4 successful yezrs in the service, he was hon- 
orably discharged and married his present wife. Mr. A and 
his wife lived on the same grounds as his father, but in a 
separate house, until the father's death 8 years earlier. 

Mr. A remembered that his father loved and collected por- 
nographic magazines and encouraged Mr. A to engage in 
voyeuristic acts. He was arrested at age 17 while window 
peeping at a house of prostitution. His father told tales of 
Mr. A's grandfather going to the park ''to sit around and 
have girls in the bushes with him." Mr. A believed that his 
family had a historv of sexually oriented men and was proud 
of this history. 

Mr. A reported that he was first introduced to the idea of 
cross-dressing when, as a young teenager. he went to the 
movies and bars ‘‘to learn how to be a man,” since he did 
not see much of his father due to the la-ter's leng work 
hours. At the bars he heard stories about men who wore 
women's clothes. He said he tried it himself for the first time 
at about age 16. Mr. A's wife reported first being aware of his 
cross-dressing after about a year of marriage, when he cross- 
dressed after times his father was especially critical of him. 

Mr. A would cross-dress, doñning women’s underwear, 
after some kind of stress, e.g.. a fight with his wife or chil- 
dren, an occasion when his boss was critical of his work, a 
sexual problem (impotence or loss of erection), his wife's 
refusal to have sex, or when he was especially depressed. He 
described a domino effect. Typically, when his boss or wife 
would "come down on me," he would cross-dress. He 


would subsequently belittle and criticize his sons, who ` 
would then cross-dress. Mr. A did not mas(urbate- when. | 
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cross-dressing but did have efections and occaSrorathy"Rad 


sex with his wife after cross-dressing, since he felt increase ` 
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. “his mother. 


. is 6 ; . 
e potency. He has never tried to pass as a woman in public. 


At age 16 or 17 Mr. A began collecting women’s clothes, 
primarily underpants and bras, from trash cans and dump 
sites. He built a large collection, whizh he stored in his 
toolshed. On his excursions through alieys and trash cans, 
he also collected pornographic magazines, amassing thou- 
sands in his basement (by both his and his wife's estimates). 
All five men in this family used the term ‘‘pornographic’”’ to 
refer to magazines with pictures of nude or seminude wom- 
en, such as Playboy or Penthouse. 

"Mr. A was first hospitalized for psychiatric reasons at age 
37, after he had become very angry at a female supervisor 
wher she criticized his work. He was given a diagnosis of 
anxiety reaction. His second hospitalization occurred when 
he became depressed upon reaching age 50, feeling that he 
would never be a youthful man again. He was given a diag- 
nosis of involutional depression with agitation. This depres- 
sive reaction coincided with his retirement after 26 years of 
civil service. 

Mr. A's most recent hospitalization (when he was first 
seen by me) was at age 53, when he reacted to the loss cf his 
part-time job with a lowering of self-esteem and eventually 
an agitated depression. During the monta between the loss of 
the job and the hospitalization his cross-dressing and need 
for pornographic magazines increased, as did his depression. 


Case 2. B. age 14, was the youngest son and lived at home. 
He was referred by his school fcr psychotherapy 2 years ear- 
lier because of hyperactivity ard stealing. He accompanied 
his father to collect women’s clothes and pornographic 
magazines from trash cans. He began cross-dressing | year 
earlier; he had erections but did not masturbate while cross- 
dressing, although he had been masturbating for 5 years. B 
had never cross-dressed in public. He reported inadvertently 
observing both his father and his brother C cross-dressing. 
He shaved his pubic hair, as did his father and C. 

His stated purpose in cross-dressing, which involved 
women's underpants, bras, and pantyhose, was ''to get re- 
venge at my parents, especially my mother, for belittling me 
all the time and telling me I’m not worth nothing." He said 
he cross-dressed after his mother or father "Comes down on 
me." He added, ''I feel real little and scared when I put them 
[women’s clothes] on and I feel bigger when I take them 
off.” When describing the wearing of panty hose, he stated, 
in the words of his father, ‘“They keep me warm better be- 
cause they're nylon." B reported that his masturbation oc- 
curred in the same situations as the cross-dressing—when 
his parents deprecated him in some way—but when his par- 
ents were the most critical he would cross-dress. 

B felt positive about his father and wanted to be like him in 
a number of ways, including getting a good job, earning a 
good salary, and helping and caring for people, all of which 
"take a real man to do." 


Case 3. C, age 17, was seen in psychotherapy for about a 
year after being referred by his school at age 14 for behavior 
problems. He blamed his diffculties on his mother, who 
“had trouble letting go" and wouldn't allow him to engage in 
outside activities. She constant. y forced him and his younger 


. brother to work in the home at cleaning and repairing. 


His school problems began when his father suffered a 


. "nervous breakdown" (involutional depression) in 1971, at 


which time C assumed his father's responsibilities including 


. bill paying, yard work, and house repair. He ran away from 


hament afe 16 and attributed this move to his struggle with 
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C spoke fondly of his father, recalling a time when the two ; 


of them went Boy Scout camping. It rained and all of the 


other fathers retreated to their cars to sleep, but his fathey # , 


stayed and slept in the tent with him. C detailed a numbgzot 
other positive feelings about his father and stated that he 
wanted to grow up the same way his father did. He noted 
that he handled stress the same way as his father diti ‚usually 
by "getting away from the person I’m mad at.’ He was em- 
barrassed when, at age 14, he first saw his father cross-dress 
and later when he heard his mother arguing with his father 
about it. 

Shortly thereafter, when he wanted to engage in activities 
outside the home but was forced by his mother to do clean- 
ing and housework (woman's work"), C began cross-dress- 
ing. He had erections and masturbated while cross-dressing 
and had fantasies of both having intercourse with a girl and 
wondering how the girl would feel while having intercourse 
with a man. He noted that he cross-dressed when he felt 
quite anxious or pressured by his mother and father; when 
he felt a lesser degree of anxiety or pressure, he masturbat- 


ed. Both activities brought relief. Being caught by either par-* 


ent caused embarrassment. He explained why his father 
might choose to cross-dress, saying, "He needs to cope with 
stress like us—it's an inner feeling." He expressed admira- 
tion that his father.could handle all of his stress in such a 
benign way as cross-dressing. He added that his father never 
said anything to him when he caught C cross-dressing, but 
his mother always made critical and deprecating remarks. C 
occasionally shaved his pubic hair, but this seemed unre- 
lated to the cross-dressing. He detailed many of his father's 
characteristics that he was trying to emulate, including his 
personality, job, and loyalty. 


Case 4. D, age 23, bad epilepsy and lived at home. He 
worked at the same fast-food restaurant for which Mr. A 
worked part-time. He reported that he had thought about 
cross-dressing from time to time but had only masturbated 
and ejaculated into the women's clothes. He was very guard- 
ed and would not talk any further about his actions or fan- 
tasies in this regard. He admitted that he collected women's 
clothes and pornographic magazines. 

According to his brothers, D alone was spared the criti- 
cism and deprecating comments showered on them because 
both parents were afraid of precipitating a seizure. However, 
their depreciation of him seemed only to have taken a dif- 
ferent form. He led a very sheltered life because of the way 
his parents viewed his epilepsy. He carried the "'epileptic"' 
label and was discouraged from dating or being with friends. 

D saw himself as being similar to his father. He con- 
sciously wanted to acquire a number of his father's positive 
qualities, including talking to people with ease and having 
many diverse interests. He saw his father as “‘what a man 
ought to be," and had adopted his style and manv of his 
mannerisms. 


Case 5. E, age 25, had been married for 4 years and had a 
3-year-old daughter. He worked in civil service at the same 
hospital where his father worked for 26 years. E believed 
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that he was 10 or 11 years old when he first became aware of 


his father’s cross-dressing and collecting of women’s clotkes 


exposure at age 11 for trying on women’s clothes at a gar- 
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and pornographic magazines. He was arrested for -3 e 


bage dump. Another arrest followed 3 years later when He 
wore women’s clothes on the street. He insisted that these 
were the only two instances of public cross-dressing. He No 
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erections when he cross-dressed but never masturbated at 


thêt time. 
VE felt that his father set a good example by getting a good 
haad making something of himself, which E is now in the 
process of«doing. He was embarrassed about his father's 
sexual problem, which he bad heard about throughout his 
life. Antant (his fatfier’s sister) told him that when his father 
was growing up he had his wall pasted with pinups. She also 
told him that his father had two aunts who were prostitutes 
and g brother who was arrested for child molestation. 


DISCUSSION 


A striking feature of these cases is the modeling of 
the father by all of the sons, ranging from job choice or 
aspiration to mannerisms and coping mechanisms. 
Each of the four sons volunteered an idealized account 
of his father, and each detailed the ways in which he 
ould like to resemble him. Each son regarded the fa- 
ther's cross-dressing as his way of coping with their 
mother, and three of them used cross-dressing as one 
of the ways in which they also handled the particular 
stresses she engendered. Other symptomatic behav- 
iors characterizing both father and sons included col- 
lecting women's clothes and pornographic magazines 
(the father and all four sons), shaving pubic hair (the 
father and two sons), and antisocial acts during adoles- 
cence (the father and three sons). The father's cross- 
dressing was directly observed by all of the sons ex- 
cept D, who was the only son not to cross-dress. 

Ms. A fit the classical picture of the dominant, over- 
bearing, ‘phallic’ woman based on information from 
Mr. À and all four sons and on my observations during 
interviews with her. However, the emphasis in this re- 
port is to look beyond the mother to the specific role of 
the father in the choice of transvestism as a symptom. 
the role that observation and subsequent imitation of a 
male model played in symptom choice, and to point to 
the importance of the father as a model for sexual role 
identity. 

Investigations of symptom choice have pointed to 
the importance of the parent's manifest symptoms in 
determining the specificity of choice. In intensive col- 
laborative treatments of parents and children, Johnson 
(8) found that in many cases observation of the par- 
ent's symptoms was an important factor in symptom 
choice in the child. Parkin (9) noted cases in which 
deviant sexual behavior, including exhibitionism, voy- 
eurism, and fetishism, was modeled directly after the 
parent's behavior. Moreover, the objects that become 
fetishes may be ones that were presented to the child 
by his or her parents (10). Berman (11), while dis- 
cussing transvestism in a young boy to illustrate anoth- 


| «er point, mentioned that the boy saw a photograph of 


his father wearing a skirt and was told how his father 
, wore fis mother's corset. Later, on beginning adoles- 

ence and after particular stress, the boy began cross- 
dressing and became a transvestite. 


P The child’s adoption of the observed characteristics 
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nator in the identification process (12). The ‘father’ S 


unique role in mis process was discussed by Stoller 
(13), who stated, “There are no descriptions of cul- 
tures in which the growing child is not looking upward 
toward a large and powerful male wko serves as a 
model for masculinity for boys. .-. .”’ 

Stoller earlier (14) distinguished between the ever 
opment of the core of gender identity of “I am male" 
to the related but different attitude “I am manly” 
(masculine). The latter attitude **emerges only after 
the child has learned how his parents expect him to 
express masculinity; that is, to behave as they «feel 
males should." Stoller reported two cases of boys 
born without a penis and showed that a penis is not 
necessary for the development of core gender identity. 
These cases provide a naturally controlled experiment 
to demonstrate the influence of the father's sexual 
identity on his male children. Both of these boys de- 
veloped an intact sense of gender identity (maleness) 
but developed different senses of role identity (mas- 
culinity). One bov established a strong sense of mas- 
culinity through observation of and identification with 
a very masculine and interested stepfataer. The other 
boy had a father who was less interested in him and 
was less a model of masculinity, being ''a natty, be- 
jeweled father who was a perfume salesman.” This 
boy developed a seriously distorted and pathological 
sense of masculinity, even though his core gender 
identity as a male was intact. 

The father becomes a significant figure and model 
for the development of sexual role identity or mascu- 
linity at the oedipal period and afterward (15). Biller 
(16), in studying the influence of the father on the male 
child's sense of identity, found that the segment of the 
father's behavior the boy directly observes is the most 
significant in terms of his masculine development. 

Transvestism as a specific form of sexual role con- 
fusion in the cases I. have cited had its onset post- 
oedipally. Confusion in masculine identity is ex- 
emplified by these cases, in which the sons directly 
observed their father's sexual role confusion and con- 
comitantly expressed a desire to ‘‘be a man” like him. 

Identification as a developmental prccess spans all 
of the developmental phases. I have focused on a spe- 
cific part of this process, in that the fzther emerges, 
with and beyond the oedipal phase, as a significant fig- 
ure and model who is vital in the evolving sense of his 
child's sexual role identity, i.e., his sense of masculini- 
ty, as distinguished from his sense of maleness or gen- 
der identity, which is established preoedipally. These 
cases illustrate this process by focusing on a develop- 
mental deviation not only in the sense of a behavior 
but also in the sense of motive and process. In these 
cases of a postoedipal onset of transvestism, one can 
comprehend the need for this type of behavior by un-- 
derstanding the mother's intrapsychic constellation; 
and one can gain an appreciation of the specificity of - 
this symptom by studying the father, his jnteraxtions 
with the child, and the model he provided Yer-tke-de- 
veloping child. i 
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e The importance of this additional perspective has 
therapeutic implications as well. Stollér (17) has point- 
ed out that the most effective treatment provided by 
his research group has not been interpretation in a psy- 
chodynamic framework but providing the boy who 
. A has a conflicted sense of sexual identity with a new 
. experience. He stated, “Father or adequate substi- 
tutes are necessary to give the boy a model for iden- 
tification.” 
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The Effect of Hemodialysis on Schizophrenia: A Survey of Patients with Renal Failure 


4 “BY FRIEDRICH K. PORT, M.D., PHILLIP D. KROLL, M.D., AND RICHARD D. SWARTZ, M.D. 


The pathophysiology of schizophrenia, like that of 
many diseases, remains to be defined, and the treat- 
ment of schizophrenia therefore has been symptomatic 
and ameliorative. Many treatment modalities have 
been employed that have been effective in aborting the 
acute stages of the illness in some cases, but none has 
been proven in long-term, controlled studies (1, 2) to 
alter the underlying disease process. 

A recent preliminary report by Wagemaker and 
Cade (3) indicated marked improvement in 5 of 6 
schizophrenic patients treated with hemodialysis. This 
high success rate has prompted the families of many 
patients to request hemodialysis therapy for schizo- 
phrenia, and several centers are currently planning to 
evaluate this form of treatment. It is clear, however, 
that hemocialysis must be evaluated in a prospective, 
controlled fashion to establish its effectiveness in treat- 
ing schizophrenia, since the risk of medical complica- 
tions associated with the procedure, e.g., hemorrhage, 
infection, and metabolic disturbances, is consid- 
erable (4). The ethical considerations of undertaking 
an unproven and invasive treatment for a disease with 
an unknown pathophysiology have prompted us to sur- 
vey previous experience with this disease in our own 
and m other hemodialysis centers. 


Method 


In our dialysis unit, we treated two patients who had 
been diagnosed as schizophrenic before they devel- 
oped end-stage renal disease. These patients required 


frequent hemodialysis for longer than 7 months (5). A 
y 
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questionnaire inquiring about similar patients was sent 
to the medical directors of 81 hemodialysis units in 
Veterans Administration hospitals. We asked respond- 
ents to supply the number of patients in the chronic 
hemodialysis unit who had both renal failure and 
schizophrenia, as confirmed by psychiatric consulta- 
tion. In the case of patients who had schizophrenia be- 
fore hemodialysis was started, we asked, according to 
clinical judgment, how many improved, worsened, or 
remained unchanged with dialysis, independent of 
psychotropic medications. We asked a separate ques- 
tion about patients who developed schizophrenia after 
the initiation of hemodialysis. 

Results 


Fifty-two centers returned the completed question- 
naire, a response rate of 64%. Twenty-six centers 
(including ours) reported experience with a total of 
53 patients who had an establishec diagnosis of 
chronic schizophrenia. Two patients developed schiz- 
ophrenia while they were being maintained by hemo- 
dialysis and 1 became schizophrenic a week before 
dialysis while uremic. These 3 patients were excluded 
to limit the sample group to patients who had been 
diagnosed as schizophrenic before the initiation of 
hemodialysis. Of the remaining 50 patients, symptoms 
of schizophrenia were unchanged in 40, improved in 
8, and exacerbated in 2 pauents with dialysis therapy. 
One of the patients who improved with dialysis sub- 
sequently relapsed after nephrectomy, despite contin- 
ued dialysis. Thus the maximum improvement rate for 
schizophrenia among patients undergoing hemo-, 
dialysis for chronic renal failure was 16%. 


Discussion S 
The results of this survey of 50 schizqphrerNc pa, | 


tients with renal failure suggest that hemodiimyeis «tees 
not improve the clinical manifestations of this psvchi-^ 


i N, e 743 


e ko DEAE AND RESEARCH REPORTS 





d atric disorder. Given the difficulty in obtaining diag- 

nostic reliability for schizophrenia arfd the likely pla- 
cebo effect of any professional intervention, it is un- 
likely that an improvement rate of 16% indicates any 
‘specific effect of hemóqialysis therapy. In fact, these 
results are very similar to those of the classical work 
by Kraepelin (6), who found a spontaneous complete 
remission rate of 12.6% in a large group of schizo- 
phrenic patients before modern psychotropic agents 
were, available. 

Hemodialysis is not new in the treatment of schizo- 
phrénia. In 1960, Feer and associates (7) reported 
some improvement in 3 of 5 cases of schizophrenia af- 
ter only 1 or 2 treatments. The recent report by Wage- 
maker and Cade suggested a similar success rate in 5 
of 6 patients. Even when one considers the potential 
weakness of a multicenter survey. the improvement 
rate in our study differs strikingly from those of both 
previous reports (p«.001, chi-square test). Further- 
more a series of letters published in the Journal seri- 
ously questioned the efficacy of hemodialysis, citing 5 
patients who did not improve with this treatment (8) 

The biochemical mechanisms by which hemo- 
dialysis might affect schizophrenia remain speculative, 
and the suggestion that an etiologically important toxin 
is removed by hemodialysis remairs to be proven. At 
best, we would have to postulate that the toxic sub- 
stance is cleared by the artificial kidney but not by the 
normal kidney. However, the dialyzer membrane is 
generally less permeable than the glomerular mem- 
brane; in fact, the artificial kidney would add less than 
5% to the glomerular filtration capacity of the in vivo 
kidney in schizophrenic patients with normal kidney 
function undergoing dialysis on the proposed weekly 
schedule. Therefore, we would have to speculate that 
the toxin is normally filtered in the glomerulus and 
reabsorbed in the proximal tubule as is the case with 
phosphate, amino acids, or other organic acids. The 
artificial kidney might clear such substances more eas- 
ily because it has no reabsorptive mechanism, thus ex- 
plaining the possible advantage of hemodialysis tn this 
situation. For example, the removal of amino acids by 
the artificial kidney accounts for an average of 8.1 2 
per dialysis (9), whereas little or no amino acids are 
ordinarily lost by the normal kidney. However, the 
clearance of larger substances such as **middle mole- 
cules” (polypeptides, molecular weight of 300-5,00) 
daltons) is much lower for the artificial kidney than for 
the in vivo kidney, as has been shown by the urinary 
excretion and disappearance from serum of thes2 
molecules following renal transplantation (10). There- 
fore, postulated schizophrenic toxins in the middle 
molecular weight range, such as the polypeptide of 

,endorphins; should be poorly removed by the artificie] 
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kidney while cleared by the normal kidney. jns 
that are proteins or protein-bound substances are kot' 
removed by either hemodialysis or the normal kidn 
Thus, the toxin of schizophrenia should be a, Sit 
non-protein-bound molecule that is narmally” reab- 
sorbed by the renal tubule; otherwiSe, it would®e diffi- 
cult to reconcile claims for the role of sucka toxin with 
claims for the efficacv of treatment with hemodialysis. 

Differences between the results of this survey and 
those of recent reports of successful treatment could 
be attributed to the effect of renal failure on schizo- 
phrenia. However, if renal failure did alter the efficacy 
of hemodialysis in treating schizphrenia, then one 
would expect the course of schizophrenia to be altered 
by renal failure itself. 1n fact, there have been no sug- 
gestions in the recent literature that renal failure af- 
fects the course of schizophrenia consistently. It is un- 
likely, therefore, that renal failure interferes with the 
effectiveness of hemodialysis in treating the psvchidw 
ric disorder. 

Although the results of cur survey indicate that 
schizophrenic patients do not improve with hemo- 
dialysis, the efficacy of dialysis in this disorder can on- 
ly be adequately evaluated in a controlled study that 
takes into account the likely *'placebo effect” of this 
dramatic therapeutic intervention. Our results strongly 
suggest that enthusiastic general utilization of hemo- 
dialysis therapy for schizophrenia, with its multiple 
medical risks, is not indicated unti] the value of this 
therapy has been proven. 
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There Is often a feeling of surprise and sometimes li- 
tigious indignation among the general public when a 
person identified as a psychiatric patient commits sui- 
cide. It is presumed frequently that such an incident 
would not occur unless the professional involved 
"made a mistake.” One factor that might seem to sup- 
port this tenuous notion is the apparent infrequency of 
patient suicide. This study was undertaken to explore 
the prevalence of the experience of patient suicide 
within a psychiatric residencv and the actual frequen- 
cy of patient suicide. 


Method 


Two approaches were used. First, all senior (third 
and fourth vear) residents in psychiatry at the Los An- 
geles County-University of Southern California Medi- 
cal Center (LAC-USC) were individually interviewed 
to determine whether any patient they had evaluated 
professionally at any time during their residencies had 
committed suicide. 

Then, in a manner similar to that used by other in- 
vestigators (1), I reviewed a recent 3-month sample of 
the daily records of the Los Angeles County Medical 
Examiner. Computerized patient identification was 
used to select those persons who had died by suicide 
and had also been patients at LAC-USC at any time. 
Examination of the selected patient files led to the 
identification of 23 people who had had documented 
professional contact with a psychiatric resident within 
12 months of their deaths by suicide. 

This was the arbitrary definition used for ‘‘patient 
suicide." If the definition seems ‘‘generous,’’ one 
must keep in mind the array of factors that tend to re- 
duce the sample size. The abundant difficulties in de- 


* termining suicide as the mode of death are well 


known (2, 3). In addition, this study was restricted to 
only one source of information, the Los Angeles 
County Coroner. All opiate overdoses were excluded 
by the coroner as ‘‘accidental’’ self-inflicted death. 
The chart retrieval rate was only 86%. Finally, only 
one psychiatric contact per patient was counted, al- 
though several of these individuals had had multiple 


contacts with different residents in the year preceding - 


their deaths. 
Results 


The 32 psychiatric residents interviewed reported a 


otal of 16 instances of suicide by patients they had 
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evaluated at some time during their residencies. Therė 
were no significant differences between the third- and 
fourth-year groups. In each group, 60% of the resi- 
dents had no knowledge of the death by suicide of any 
patient they had ever seen professionally. A simple 
calculation using the total years of psychiatric sesi- 
dency represented in the sample yields a predictive fig- 
ure for a resident’s experience of patient suicide at 
LAC-USC: 1 such experience for every 2 three-year 
residencies completed. However, this appareni in- 
frequency should not be considered representative of 
the incidence of the event. Extrapolating from the 3- 
month sample of patient suicide and using the total 
number of psychiatric residents in training at LAC- 
USC, one can estimate the actual incidence of patient 
suicide. This figure proves to be almost 6 instances per 
3-year residency. The ratic of “‘known’’ to ''un- 
known” patient suicides Is thus 1:12. 

The conservativeness of this ratio was verified by 
questioning the residents who had had the last contact 
with 20 of the 23 patient suicides in the study sample. 
Of these 20 residents, 19 were totally unaware of the 
suicides. This 1:19 ratio implies that while senior resi- 
dents knew of only 16 suicides by patients they had 
evaluated professionally, more than 300 had probably 
taken place. 


Discussion 


The data confirm that the incidence of patient sui- 


` cide far exceeds the prevalence of the experience of 


patient suicide among senior psychiatric residents at 
LAC-USC. Therefore, any impression that patient sui- 
cide is infrequent which is based only on these experi- 
ences is likely to be in substantial error. The facts in- 
dicate further that patient suicide is a common, if not 
universal, part of the psychiatric residency at LAC- 
USC. It might be suggested that this assertion would 
be accurate for all but the most carefully selected prac- 
tices of psychiatry. 

General awareness of the true frequency of patient 
suicide may do much to ease the bitterness and tor- 
ment of *'survivor-victims," both familial and profes- 
sional (4). It might also encourage a productive shar- 
ing of the experience, perhaps through some type of 
psychiatric ‘‘morbidity and mortality" conference. 
Such conferences have long been considered funda- 
mental to the training and continuing education of our 
surgical colleagues. Knowledge of specific instances of + 
patient suicide is prerequisite to learning from and 
about the experience. Therefore, it would seem that, - 
we need to study further the factors which tead to 
shield us from this often disturbing knowledpe-er bisd- 7 
er our efforts to obtain it. 
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Muscimol: GABA Agonist Therapy in Schizophrenia 


BY *CAROL A. TAMMINGA, M.D., JOHN W. CRAYTON, M.D., AND THOMAS N. CHASE, M.D. 


Recent pharmacologic evidence supports the view 
that manipulation of neuronal systems which contain 
y-aminobutryic acid (GABA) could affect schizo- 
phrenic symptoms (1). The direct injection of bicucul- 
line, a GABA receptor antagonist, into the nucleus ac- 
cumbens of cats produces behavioral alterations char- 
acterized by withdrawal, hypera_ertness, approach- 
anxiety, and motor stereotypes. These responses in 
cats are suggestive of certain behaviors that accom- 
pany psychosis in man (2). Moreover, although not all 
data are consistent (3), certain biochemical evidence 
suggests a reciprocal relationship between GABA- and 
dopamine-containing neural systems in the brain. 
GABA agonists act to decrease dopamine (DA) turn- 
over in the limbic and striatal regions (4, 5), while DA- 
blocking ager.ts appear to augment GABA activity in 
those areas (6). Since dopamine blockade tends to al- 
leviate symptoms of schizophrenia, GABA-active drugs 
could improve psychotic symptomatology through a 


-GABA-mediated diminution of dopaminergic trans- 


mission (4). 

Neither GABA nor its metabolic precursor glutamic 
acid enters the central nervous system when peripher- 
ally administered. Therefore, other pharmacologic 
probes capable of passing into brain must be used to 
evaluate the potential role of GABA in modifying cog- 
nitive dysfunction. Muscimol (3-hydroxy-5-amino- 
methvlisoxazole), originally isolated from Amanita 
muscaria, is the structural analogue of GABA. When 
iontophoretically applied to single neurons, muscimol 
is a potent GABA agonist with respect to bicuculline- 
sensitive and strychnine-insensitive postsynaptic re- 
ceptors (7). The drug antagonizes isoniazid-elicited 
seizures more potently than strychnine-induced con- 
vulsions and counteracts the isoniazid-induced in- 
crease in cerebellar cyclic GMP, both biochemical 
properties characteristic of a GABA receptor agon- 
ist (8). Tritium-labeled muscimol] has also been dem- 
onstrated to bind to neural tissue with a distribution 
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characteristic of GABA and a binding profile similar to - | 


known GAB A-active drugs (9). 
In this report, we will describe the effects of mus- 


cimol on psychotic symptoms in a group of chron ` 


hospitalized schizophrenic patients. The data do not 
support a role for a GABA-ergic mechanism in the reg- 
ulation of schizophrenic symptoms. 


Method 


Muscimol was administered to six patients in a " 
double-blind, placebo-controlled design. All subjects. 


were diagnosed as having chronic schizophrenia (three 
undifferentiated, three paranoid) by the Research Di- 
agnostic Criteria of Spitzer and Endicott (10). Each 
subject voluntarily consented to take the drug after 
having been informed of the nature of the study. Con- 
sent was also obtained from patients’ families when- 
ever possible. Patients were free from neuroleptic 
medication sor at least 5 days prior to testing. Single 
oral doses of muscimol were given daily at 9 a.m. in 
increasing dose levels until evidence of central drug 
effect occurred or significant adverse effects super- 
vened. Mental status changes were recorded by a blind 


observer immediately before drug administration and . 
hourly thereafter for 4 hours. Psychosis scores were ` 


derived from the assessment of specific psychotic 
symptoms elicited in a semi-structured interview and 
rated on a codified, graded scale. General medical 
state, including vital signs, was monitored at regular 
intervals. 


Results 


At maximum dose levels, ranging from 7 to 10 mg, X 


mental status as well as neurologic effects were ob- 
served in all patients. None of the psychosis scores 
improved following muscimol (see table 1). In fact, 
there was a significant tendency for overall psychosis 


ratings to worsen (p«.05), with scores for confusione 


affect, and thought disorder showing the most consis- 
tent deterioration. Confusion was charactérizeg bY in- 
tense internal preoccupation, with loss of attentidy 
and orientation. Peak behavioral effects occurred 1- 
hours after drug ingestion; residual effects disappeared V 
by 5 hours after a single dose. 
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X Placebo Drug 
N * Baseline 2 Hours Baseline 2 Hours 
Psychotibà ,  ———9—— =O A 


Symptom . Mean SE Mean SE Mean SE Mean SE 
Hallucinations 2.5 6 2.5 C- 22 > Zo 0.4 
Thought 

disorder 3.3 3 3S 3 33 4 3.8 0.5 
Paranoid 

ideation 2.8 S 3.3 8 2.0 8 2.0 0.8 
Affect 

disturbance 2:5 „5 2.3 Ss 1:5 S 2.6 0.5 
Confusion 8 8 0 5 3 2.5 1.0 
Mean 2.4 4 2.3 us 1.9 3 2.7** 03 


*Ratirgs are on a 0-5 point scale where 0 = absent and 5 = most severe. 
**Significantly higher than baseline compared with placebo change score 
(p « .05, t test for paired data). 
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During high-dose muscimol treatment, all study sub- 
jects evidenced diffuse myoclonic twitching or somno- 
lence, and many experienced vivid dreams, dizziness. 
and confusion. At dose levels below 5 mg, many pa- 
tients experienced a tranquilizing effect from mus- 
cimol. These subjects, when receiving the active drug, 
reported feeling more relaxed and less anxious and 
claimed a positive drug experience, despite their lack 
of relief from psychotic thinking. No significant 
change in vital signs or routine laboratory studies oc- 
curred. 


Comment 


The foregoing observations make it necessary to re- 
consider the hypothesis that pharmacologic augmenta- 
tion of GABA transmission will improve symptoms of 
schizophrenia. Despite a compelling preclinical ratio- 
nale, the results with muscimol in schizophrenic sub- 
jects not only failed to suggest an antipsychotic effect 
but actually showed an exacerbation of certain psy- 
chotic manifestations. Since drugs have a spectrum of 


pharmacologic actions, studies with additional GABA’ 


agonists will be required to determine conclusively 
that augmenting the GABA system will not benefit 
schizophrenia. These data could suggest a causal con- 
nection between GABA system hyperfunction and the 
pathophysiology of schizophrenia; however, musci- 
mol is known to produce an altered state of con- 
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sciousness in normal individuals, including internal * 
preoccupation and vivid dreams, which could well ac- 
count for the menial status worseping in schizophrenic 
patients. 

A tranquilizing effect was noted during the admin- 
istration of low and moderate doses of muscimol. 
This effect may be a clinical correlate of Jaboratory 
studies which have shown that muscimol potentiates 
certain biochemical effects of diazepam, an antianxiety 
agent.’ Further study may uncover a participationeóf 
the GABA system in the biochemical mediation of 
anxiety. E 
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- Klinefelter's Syndrome and Bipolar Affective Illness: A Case Report 


BY STANLEY N. CARN TS M.D. 


Klinefelter’s syndrome has been déscribed in associ- 
ation with a variety of psychiatric disorders since its 
originá] clinical description in 1942. The syndrome, 
which is characterized by small, firm testes, azoosper- 
mia, gynecomastia, elevated urinary gonadotrophins, 
and* 47 XXY karyotype, has been reported in associa- 
tion with schizophrenia, neurologic syndromes, men- 
tal retardation, personality disorders, sexual deviance, 
criminality, and alcoholism (1, 2). Eight cases of bipo- 
lar affective illness in patients with Klinefelter's syn- 


` drome have been reported. Hambert (1) found 2 pa- 


‘tients with episodes of depression and mania among 75 


patients with chromatin-positive Klinefelter’s syn- 
drome. Both had positive family histories of affective 
illness. One had an abnormal EEG with normal in- 


tellect; the other had a normal EEG but appeared re- 


tarded. Peitersen and Aggernaes (2) described a case 
of bipolar affective illness in a 20-year-old man with 


© Klinefelter's syndrome. The patient was of normal in- 
_telligence, had a marked familial predisposition to af- 


fective illness, and responded well to lithium. Jan- 


* car (4) reported manic and depressive episodes in a re- 
'tarded male with an XXYY karyotype and abnormal 


slow waves on EEG. Nielsen (2) studied 28 hypogo- 


. nadal males with positive sex chromatin and reported 
: | case of bipolar affective illness. This patient was an 


81-year-old man with a 46 XY/47 XXY karyotype, a 


: family history of affective illness, abnormal slowing on 


EEG, and typical manic and depressive episodes. Re- 
cently Sorenson and Nielsen (5) described 2 additional 
patients with Klinefelter's syndrome and bipolar af- 
fective illness: Christodorescu (6) reported a 63-vear- 
old man with Klinefelter's syndrome, average in- 


`- telligence, and slowing of the alpha rhythm on EEG 


who presented with mania. Family history was not re- 


‘ported. 


Although reports of Klinefelter’s syndrome with 
bipolar illness are rare, lack of standardized diagnostic 
criteria may have obscured any actual association be- 
tween these two disorders. For example, Hoaken and 
associates (7), in a report on pedophilia in patients 


- with Klinefelter’s syndrome, described 1 patient with 


recurrent depression who developed ‘‘what seemed to 


- .be a marked hypomanic reaction with elation, verbosi- 


a. 
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ty, poor judgement and hyperactivity when treated 
with ECT. On various admissions, this was diagnosed 
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as schizophrenic reaction, depressive reaction, or per- 
sonality trait disturbance. Nielsen (2) pointed out that 
depression and páranoid psychosis of unknown type 
were the most common psychoses among reported pa- 
tients with Klinefelter's syndrome. In addition to Z 
cases of bipolar illness in his series of patients with 
Klinefelter's syndrome, Hambert (1) reported another 
6 with .depressive reactions, 9 who expressed delu- 
sions of grandeur with a schizophreniform psychosis, 
and 5 who had "'short periods of mania-like dis- 
orders." Hambert stated that, in general, psychotic re- 
actions in these patients were nonspecific, but Wo 
disorders occurred remarkably often in the cases 
psychotic illness—megalomania and short episodes of 
mania-like disorders.' 

The association of bipolar affective illness and 
Klinefelter's syndrome may be of significance in un- 
derstanding the pathogenesis of affective disease. The 
following case is presented to further document and 
draw attention to this association. 


Case Report 


A 43-vear-old single unemployed man was admitted to the . 


University Psychiatric Service with a 3-week history of ex- 
cited and inappropriate behavior. He had discontinued lith- 
ium on his own initiative 1 month before his admission and 
began to sleep poorly, shout at his parents, destroy impor- 
tant papers, and exclaim, “I am the king!" 

Gestation and delivery had been without complications. 
He was an average student and completed the eighth grade. 
Although he was shy and dependent as an adolescent, he 
was arrested for burglary and placed in a reformatory. He 
was first hospitalized a: age 26 for withdrawal, apathy, and 
depression. One year later he was readmitted and noted to 
be overtalkative, hyperactive, irritable, and labile. Sub- 
sequent episodes of mania and depression necessitated hos- 
pitalization annually. He was first diagnosed as schizo- 
phrenic and treated with neuroleptics, tricyclic antidepres- 
sants, and sedatives. Three years before the index 
admission, the diagnosis was changed to manic-depressive 
illness and he was started on lithium maintenance, although 
noncompliance precluded successful prophylaxis. 

His history included head trauma with brief loss of con- 
sciousness at age 36. The Reitan-Indiana Aphasia Screening 
Test was normal on two occasions. The EEG was reported 
as abnormal on two examinations. Of 10 siblings, 1 brother is 
an alcoholic, but no other mental illness was reported in the 
family. 

On admission, he appeared alert and cooperative, with a 
joking, facetious manner. He was agitated and hyperactive. 
His affect was labile and inappropriate. His speech was rapid 


and pressured, with flight of ideas, tangentiality, and ON, 


pression of non sequiturs. Grandiosity and irritable moo 

were present. Schneiderian first-rank symptoms end per- 
ceptual disturbances were absent. Orientation, memory, and 
cognitive functioning were intact. 
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Pical examination. on admission revealed diffuse 
'wieezfhg on auscultation of the chest, bilateral gyneco- 
stia, testicular atrophy, female escutcheon, and sparse 
cal hay. His height was 170 cm, and weight was 67 kg. 
No n&roló&ic deficits were found. Routine laboratory stud- 
ies, 24-¥our urinary, hydroxy and ketosteroids and thyroid 
function fests were normal. Serum testosterone was 698 ng/ 
ml (normal 200-1200 ng/ml). Serum follicle-stimulating hor- 
mone was 37.8 MIU/ml (normal=5-20 MIU/ml) and serum 
luteinizing hormone was 66.0 MIU/ml (normal 25-20 MIU/ 
ml). Cytogenetic study of cultured peripheral blood leuko- 
cytes showed a 47 XXY karyotype. The Wechsler Adult In- 
telligence Scale showed a full-scale IQ of 86 (verbal 83, per- 
formance 921. An EEG done while the patient was on lithium 
showed slowing of the alpha rhythm to 7 cycles per second 
with increased amplitude. 

He again showed good response to lithium at a daily dose 
of 1200 mg. Fluphenazine decanoate, 25 mg, was given intra- 
muscularly on a biweekly basis because of his non- 
S but severe extrapyramidal symptoms unrespon- 
Sive to anticholinergics necessitated discontinuation. He was 
discharged to his own care on lithium maintenance. 


Discussion 


This patient presented with irritability, hyper- 
activity, pressured speech, flight of ideas, grandiosity, 
and insomnia, thus fulfillmg Feighner’s criteria for 
mania. The occurrence of bipolar affective illness in 
patients with Klinefelter's syndrome raises the ques- 
tion of the nature of the association between these two 
disorders. In men, the prevalence of Klinefelter’s syn- 
drome is approximately 0.2%, and the risk of devel- 
oping manic-depressive illness is roughly 1.0%. Both 
conditions are relatively common, so the association 
between them may be coincidental. However, if bipo- 
lar affective illness is, at least in some pedigrees, a sex- 
linked dominant disorder, then the additional X 
chromosome may increase the risk of affective illness 
in patients with Klinefelter’s syndrome. Thus, these 
patients should resemble women in terms of increased 
risk for developing affective illness. Another possi- 
bility is that bipolar illness in patients with Klinefel- 
ter's syndrome may be a secondary phenomenon. Evi- 
dence from EEG studies, autopsy reports, and de- 
scriptions of neurologic deficits other than intellectual 
limitetions suggests a high frequency of subclinical ce- 
rebral dysfunction in these individuals, which may 
predispose them to a variety of behavioral disorders, 
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including those in the affective spectrum (1, 2, 8.o 


There have been reports of other types of brain disease 
presenting with a behavioral syfdrome that is in- 
distinguishable from classical pania (9, 10). This is 
consistent with the hypothesis għat bipolar affective ill- 
ness 1s a heterogeneous disorder. Dalen (10) suggested 
that “manic depressive psychosis may be of different 
origins, that. in some cases a genetically determinéd 
specific propensity to the disease is mairly responsible 
and that when this propensity is lacking the cause fs 
generally a cerebral lesion.” Finally, the expression of 
bipolar illness in patients with Klinefelter's syndrome 
may be a result of the interaction of genetic load, cere- 
bral damage, and environmental factors. 

This report of bipolar affective illness in a patient 
with Klinefelter's syndrome suggests thet further stud- 
ies of patients with Klinefelter's syndrome, using well- 
defined criteria for psychiatric diagnosis, may reveal-a 
greater than expected association with affective dis- 
ease. Further, this association emphasizes that partic- 
ular attention saould be paid to detecting evidence of 
neuropsychological dysfunction and underlying brain 
disease in patients with bipolar affective illness, espe- 
cially in the absence of a positive familv history. 
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* Inhibition of Ejaculation by Amitriptyline Ff E 


BY JAMES E. NININGER, M.D. 


Ejaculatory disturbances have been found to occur 
as side effects of various psychotropic medications. 
One report estimated that a third of male patients on 
antipsychotic medications show changes in ejaculation 
imthe form of decreased semen vclume and/or sperm 
count (1). 

Delayed ejaculation, with or without changes in libi- 
do and difficulty in achieving and maintaining erection, 
has been reported as a side effect of tricyclic antide- 
pressants (2). Total inhibition of ejaculation at orgasm 
has not been reported to my knowledge. 

In 1961 Singh (3) reported a case of complete failure 
of ejaculation at orgasm as a side effect of thioridazine. 
Numerous similar reports have since been published, 
and thioridazine is now the psychotropic drug most of- 
ten associated with this difficulty. 

There have been case reports of failure to ejaculate 
at orgasm with chlorpromazine and chlorprothixine, 
and reports to drug companies have implicated several 
other phenothiazines in occasional inhibition of ejacu- 
lation. Of the benzodiazepines, a case of chlordiaze- 
poxide-induced ejaculatorv failure has been docu- 
mented (4). The butyrophenones have been shown oc- 
casiorally to alter semen volume and/or sperm count 
but to my knowledge have not been reported to totally 
inhibit ejaculation (I). Interestingly, the monoamine 
oxidase inhibitors, which can cause various side ef- 
fects in areas of sexual function, including perhaps in- 
hibition of ejaculation with isocarboxazid (5), are said 
to increase spermatogenesis (6). 

The following case of a patient treated with amitrip- 
tyline is to mv knowledge the first report of complete 
failure to ejaculate during orgasm that seemed to be 
related to treatment with a tricyclic. The manufac- 
turers of Elavil (brand of amitriptyline) have not had 
reports of anv cases of ejaculatory failure at orgasm 
associated with the drug.! 


Case Report 


A 22-year-old single man was placed on amitriptyline (Ela- 
vil) as an outpatient for treatment of a clinical depression. 
The patient was begun on 100 mg h.s. and after a period of 4 
days noticed that at orgasm he had no ejaculation. His dos- 
age was raised to 150 mg after 1 week and to 200 mg a week 
later. He remained on the 20C0-mg dose for 4 months, and 
during this period he failed to ejaculate during orgasm. He 
experienced no associated pain and no other disturbing side 
effects. He was reassured by his physician that the side ef- 
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fect was reversible and he thought thatthe Ew 4 Was 


helping alleviate his depression, so he did not $top taking the* 


medication. After 4 months on the medication he felt good 
and decided to discontinue the amitriptyline. Within 1 day he 
was again able to ejaculate at orgasm. He denied being on 
any other medications during this ttme and had no history of 
genitourinary difficulty. 


Discussion 


An examination of the neurophysiology involved 


may provide some insight into the mechanism of the ` 


dysfunction caused by amitriptyline. 

Normal ejaculation involves two physical progess- 
es: emission and true ejaculation. Emission involves 
peristalsis of the smooth muscles of the vasa defe- 
rentia, seminal vesicles, and prostate and is mediated 
through the second to fourth lumbar sympathetic gan- 
glia. True ejaculation involves the tonic-clonic con- 
traction of the bulbocavernosus and ischiocavernosus 
muscles and is controlled by the nervi erigentes (pelvic 
nerves) from the sacral parasympathetic outflow. In 
addition, in normal or anterograde ejaculation, the in- 
ternal sphincter at the base of the bladder, which is 
under sympathetic control, closes, and the external 
sphincter, which is under parasympathetic control, 
opens (7). 

Retrograde ejaculation is the discharge of semen in- 
to the bladder rather than through the urethra due to 
inadequate closing of the internal sphincter. Patients 
experiencing failure of ejaculation sometimes report 
‘white? urine after orgasm, which seems to result 
from the presence of ejaculate in the bladder (4). 

Tricyclics are known to interfere with cholinergic- 
mediated systems, thus having some antiparasympa- 
thetic properties (6). It can be seen how the action of a 
drug such as amitriptyline might interfere with antero- 
grade ejaculation in certain individuals. The patient I 
have described, however, experienced fully the sensa- 
tion of orgasm with the associated contraction of the 
perineal muscles. Thus it seems possible that tricyclics 
may have localized sympatholytic properties in certain 
individuals that lead to retrograde ejaculation and/or 
interference with emission. 

Green (cited in reference 4) has attributed the failure 
of ejaculation seen with thioridazine to the sympa- 
tholytic properties of the drug leading to varying de- 
grees of inhibition of emission together with failure of 
closure of the internal sphincter (4). 


Patients often do not report ejaculatory failure to the^ 


physician, probably because of embarrassment rather 


than lack of concern. The disturbance is occasfonally. 


accompanied by a tearing, suprapubic pain, and.the 
sudden loss of ejaculate can be extremely frightening, 


especially to prepsychotic or psychotic patients (4). `. 


More frequent direct questioning of patients treated 
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ws wiüumitriptyline and other medications might show 
£ ~  'thht @ side effect occurs more often than- has been 
` * tought. Before treatment is begun, ejaculatory failure 
x m be discussed along with other possible side effects, 
and Atientscan be reassured as to the nature and re- 


d versibitiėy of the disorder. 
* ` 
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BY DAVID WALD, M.D., AND JACOB LERNER, M.D. 


Gjessing (1, 2) described a syndrome that he re- 
. ferred to as periodic catatonia and classified as a sub- 
group of the catatonia previously described by 
Kraepelin (3). This syndrome is characterized clinical- 
ly by the periodic abrupt appearance and disap- 
pearance of catatonic excitement or stupor. Physio- 
logically, this sudden onset of catatonia appears to be 
a switchover from a predominantly cholinergic state to 
an adrenergic state characterized by mydriasis, saliva- 
tion, pallor, inhibited peristalsis, increased pulse rate 
and blood pressure, and decreased sleep. In addition, 
urinary catecholamines, their metabolites, and ste- 
roids frequently increase. 
The literature regarding lithium treatment of period- 
ic catatonia is sparse compared with the literature on 
. Other cyclic disorders. Gjessing (4) and Annel (5) re- 
ported that lithium was effective in prolonging the 
symptom-free intervals without affecting the psycho- 
sis. Sovner and associates (6) failed to achieve any 
therapeutic effect with lithium. Recently Petursson (7) 
reported a specific effect of lithium on a patient with 
periodic catatonia whom he followed up for several 
years. 


9 Case Report 


A 44-year-old woman who had been born in Iran had im- 
migrated to Israel 13 years before admission. She has been 
married 8 years and had four children. No information about 

. her life before immigration was available. Since her arrival in 

e Israel she had been admitted many times to other hospitals 

while in a state of catatonic excitement or catatonic stupor, 

which was generally followed shortly by a remission of 

-sympi6ms. During the periods of remission, her general 
è 6 Y ° e 
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` Mithium in the Treatment of Periodic Catatonia: A Case Report 


functioning was limited by her low intelligence. She func- 
tioned marginally as a housewife; her children had previous- 
ly been placed in foster families. 

On admission the patient was uncooperative, unkempt, 
and constantly moving and had frequent outbursts of ag- 
gressive behavior. She tore her clothing and answered in- 
quiries laconically and negatively. Forced feeding was 
required. After four days of hospitalization she developed 
a deep catatonic stupor. She was motionless, mute, and rigid 
and remained in bed all day. This pattern of frequent shifts 
in behavior marked her period of hospitalization. It was 
noted that sympathetic arousal always accompanied the ex- 
cited phase. 

There were no pathological findings from neurological 
examination or from laboratory examination of blood sugar 
levels, liver function, blood count, and urine. 

In some periods during this patient's hospitalization there 
were many rapid and large fluctuations between extreme 
states of stupor and excitement, almost without any symp- 
tom-free intervals. During other periods there were a few 
slow, small changes with long, almost symptom-free inter- 
vals (see table 1). These periods alternated in an almost 
two-month sequence, with a slow change from one pattern 
to the other, but there was no real remission during this 
period. 

During her year of hospitalization, the patient received 
high doses of neuroleptic drugs of different groups (see table 
1) for long periods without any noticeable influence on her 
clinical state. However, a remarkable change occurred after 
] week of lithium carbonate treatment. The patient became 
symptom-free for 4 months, after which she was discharged. 
She did not remain in contact after her discharge. 


Discussion 


Why was lithium effective in treating this patient's 
periodic catatonia after neuroleptics failed for 8 


- 
, 


months to effect any clinical improvement? Theoreti--. 
cally, recovery could be attributed to chance remis- . 


sion, which is known to occur in this type of illness. 
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Medication and Fluctuation in Periodic Catatonta 
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Month Medication 
4 Trifluberidol, 15 mg/day 
2 Trifluperidol, 30 mg/day 
| Perphenazine, 32 mg/day 
- Fluphenazine-decanoate, | ml/3 weeks 
3 Trifluperidol, 15 mg/day 
X Perphenazine, 32 mg/day 
Fluphenazine-decanoate, 1 ml/3 weeks 
ty Haloperidol, 40 mg/day 
Perphenazine, 32 mg/day 
Fluphenazine-decanoate, | ml/3 weeks 
5 Haloperidol, 30 mg/day 
Fluphenazine-decanoate, 1 ml/3 weeks 
6 Halopendol, 40 mg/day 
Chlorpromazine. 400 mg/day 
Fluphenazine-decanoate, 1 ml/3 weeks 
7 Chlorpromazine, 400 mg/day 
Fluphenazine-decanoate, | ml/3 weeks 
8 Trifluoperazine, 300 mg/day 
Chlorpromazine. 400 mg/day 
' Fluphenazine-decanoate, 1 ml/3 weeks 
9 Perphenazine, 40 mg/day 
Lithium carbonate, 1.2-1.5 g/day 
10 Perphenazine, 32 mg/day 
Lithium carbonate, 1.2-1.5 g/day 
]1 Perphenazine, 16 mg/day > 
Lithium carbonate, 1.2-1.5 g/day 
12 Perphenazine, 16 mg/day 


Lithium carbonate, 1.2-1.5 g/day 


The coincidence of spontaneous remission during the 
same week that lithium therapy was introduced, after a 
prolonged absence of remission in the clinical course, 
is highly unlikely. An alternative explanation is that 
periodic catatonia appears to have several features in 
common with the bipolar affective disorders. 

Winokur and associates (8) noted the presence of 
catatonic signs in some bipolar affective disorders. 
Morrison (9) mentioned that the more favorable course 
of excited catatonia raises the question of whether this 
type cf catatonia may be more closely related to af- 
fective disorders than to schizophrenia. In a recent ar- 
ticle Abrams and Taylor (10), after summarizing their 
data and those of others, reached the conclusion that 
catatonic signs are nonspecific and are seen most fre- 
quently in patients with diagnosable affective dis- 
orders. We strongly recommend further trials of lith- 
ium treatment with catatoniz patients, even if they do 
not fulfill all the diagnostic criteria for periodic cata- 
tonia. ; 


Days in Each Catatonic State 
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Numbergf Swit 


Excitement Retardation Between y^ | 
19 9 e. 
16 12 o 7 
7 5 2 
14 9 8 
5 5 2 
9 17 6 
8 8 4 
=, 
12 5 7 
0 0 0 
0 0 0 
0 0 0 
0 0 0 
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<. isådic Violence with Lithium: A Case Report 
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Little is known about psychobiologic aspects of the 
etiology of violent behavior, which increases the dif- 
ficulty in prediction and management of violent epi- 
sodes. Treatment with lithium carbonate has been 
reported to be effective in quelling compulsive-ag- 
gressive outbursts in three categories of psychiatric 
disorders. 

1. Manic-depressive illness: According to Kraepe- 
lin (1), there may be episodes of psychotic aggressive 


behavior during the ‘‘maniacal excitement phase.’’. 
* Deeribing a patient in a “maniacal phase” Kraepelin 


stated, **he was irritated by his surroundings, smashed 
tables, chairs, and window panes . . . he behaved in 
very disgusting ways. At other times, by teasing and 
ill-treating the other patients . . . he was almost un- 
bearable” (1, p. 61). 

2. Emotionally unstable character disorder: Rifkin 
and associates (2) described uncontrollable mood fluc- 
* tuations and "excessive" emotional displays about 
which such patients are ''embarrassed and dis- 
mayed.”’ 


3. Prisoners with histories of assaultive, violent be- . 


havior: Tupin and associates (3) and Sheard and asso- 
ciates (4) have noted an ‘‘extremely rapid and intense 
reaction to provocative stimuli’ in this group. 

We believe that many of these patients can best be 
classified as suffering from primary affective disorders. 
However, evidence to support this classification can 
often be discovered only after diligent and persistent 
clinical evaluation, treatment, and follow-up. The fol- 
lowing case illustrates this point. 


Case Report 


A 20-year-old man was admitted to a psychiatric hospital 
for tke first time in a state of agitated despair. His affect 
was full and appropriate, but he appeared guarded at times. 
There was no evidence of a thought disorder. The patient 
gave a 6-year history of impulsive, violent, assaultive be- 
havior for which he had been arrested numerous times. The 
frequency of these episodes of violence varied from three 
times a week to once every 2 months. During the past 6 
years he described himself as a ' balloon ready to explode,” 
and he could cite no reasonable cause for his numerous 
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altercations and arrests. The patient stated that he felt 
“happy-go-lucky” before the violent behavior, and he ex- 
perienced no aura, such as strange odors or the smeil of 
burning rubber. There was no refractory period between 
the trivial precipitating events and the patient’s response 
of violent behavior. His family history was negative for vio- 
lent behavior, suicide, affective disorder, and other mental 
illness. 

The initial diagnosis was, for lack of a better term, ex- 
plosive personality. Sociopathy, temporal lobe epilepsy, 
and affective disorder were considered but ruled out. The 
patient was feared by the hospital staff because of his 
anxious appearance and his history of assaultive behavior. 
Physical examination, including routine SMA 6-12, CBC, 
and ECG, were all within normal limits. Repeated EEGs 
with nasopharyngeal leads demonstrated no abnormalities. 
Psychological testing, a 99 Tc-pertechnetate brain scan, and 
a skull series were negative for organicity. His profile on the 
Minnesota Multiphasic Personality Inventory showed no 
evidence of psychiatric disorder. After informed consent 
was obtained from the patient, an empirical trial of lithium 
carbonate, 1800 mg/dav, was suggested on the basis of re- 
lated readings (3). Six days after treatment with lithium 
carbonate was begun, the patient had a serum lithium level 
of 0.92 mEg/liter and stated :hat he had started to feel a 
definite change in his behavior. He said he was able to feel 
a 2-3 second pause in his urge to respond impulsively, 
which allowed him enough time to assert self-control and not 
react violently. 

It was much later, after intensive diagnostic interviewing, 
when the patient's girlfriend reported that he had had peri- 
ods of elated mood, hypomanic behavior, and poor judgment 
marked by undertaking but not completing several jobs, 
buying sprees, and constantly changing his living location. 
Despite these features of an affective disorder, by standard 
objective research criteria (5) the patient cannot be labeled 
as suffering from bipolar manic-depressive disorder. He has 
remained on lithium carbonate, with an average dose of 
1800 mg/day and an average serum lithium level of 0.95 
mExQg/liter, since his discharge from the hospital 18 months 
ago. There have been no episodes of violence. This is the 
longest period that he had remained at a job and been free of 
assaultive violent behavior in the past 6 years. 


Discussion 


Our case differs from previous studies of violent in- 
dividuals in that this patient showed no signs of a psy- 
chosis, manic-depressive or otherwise, or of a signifi- 
cant personality disorder (3). 

This case report describes an example Of a mosaic- 
type affective disorder with an apparently beneficial 
response to lithium carbonate. Such patients have. 
some features of a bipolar manic-depressive illness: ` 
The patient's violent episodes began at age 23, whieh.. 
is consistent with the peak Incidence of bipolar illness . 


Ph.D., for helpful comments. at age 25 (6). His clinical picture was, marked by impul- ~ 
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vhich may suggest a switch process sim- 


from minutes to hous to days (2, 5). These switches 
apparently can be indused bv environmental stress (6). 
Our patient demonstrated many other hypomanic and 
manic qualities of affective disorder, such as an elated 
mood with irritability and impulsivity, buying sprees, 


change from po to mania in a period ranging 


. multiple jobs, and changing his abode erratically. It 


was difficult for us to obtain this history, and we won- 
der how many patients diagnosed as having an emo- 
tionally unstable character disorder or merely de- 


| scribed as assaultive have similar but undetected his- 


tories suggestive of a primary affective disorder. 


.Finally, the patient's positive response without un- 


*. 
* 


.requests to Dr. Holinger at 1500 Lake Shore Dr., 


wen 


3 


toward reactions to lithium carbonate suggests that the 
diagnosis 1s probably manic-depressive illness, even if 
atypical. Of concern are studies which have demon- 
strated that lithium-induced neurotoxicity (7) and dys- 
phoria (8) are higher among normal individuals and pa- 
tients diagnosed as having illnesses other than a prima- 
ry affective disorder. Lithium carbonate Is not a 
laboratorv test for affective disorder, but it does lend 
support to our hypothesis of an affective component 


ee, ' "o. e. 
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for this patient’s illness and that of other patiens ith 


similar features. 
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Adolescent Suicide: An Epidemiological Study of Recent Trends 


BY PAUL C. HOLINGER, M.D. 


Suicide is the third leading cause of death among 15- 
24 year olds in the United States; accidents and homi- 
cides account for more deaths (1). Underreporting, 
federal classification changes, and differences in re- 
porting at the state level are among the methodological 
problems in adolescent suicide'research that uses na- 
tional mortality statistics. Also, 10-year age intervals 
used to report data (5-14 and 15-24 years) awkwardly 
split adolescence." Five-year intervals (5-9, 10-14, 
15-19, and 20-24 years) are more useful, but fewer 
data are available for them. 


General Perspectives 


An overview of suicide from 1900-1975 puts adoles- 
cent suicide in perspective. Rates are consistently 
higher for males than females (ratio, 23:1). Suicide 
rates increased during years of economic depression 
and decreased during World Wars I and II, with rates 
for males primarily accounting for these shifts. Male 
suicide rates increase with increasing age (1-4). Over 


5 Dr. Holinger is Fellow, Psychiatric Epidemiology, Harvard Univer- 
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the past 15 years suicide rates for older males de- 
clined, while the rates for younger males rose gradu- 
ally (1, 4). The age distribution for suicide in females is 
different: the middle intervals (35-64 years) have the 
highest rates, and the youngest (5-24 years) and oldest 
(65-84 years) groups have the lowest (1-4). Over the 
past 15 years, suicide rates have increased for females 
in all groups except ages 65-74 and 75-84. The in- 
crease is greatest in younger groups (5-14, 15-24, 25- 
34, and 35-44 years) (1, 4). Suicide rates are almost 
always higher for whites than nonwhites (i-4). Age 
and sex distributions of suicides in whites are consist- 
ent with national totals, whereas the highest recent 
rates for nonwhites of both sexes are in the 20-39 age 
group (1, 4). 


Recent Suicide Rates Among the Young 


From 1961-1975, the age-adjusted suicide rate in the 
United States increased from 10.4 to 12.7 per 100,000, 
a 22.1% increase, resulting primarily from higher rates 
in younger groups (1, 4). With one exception, the 15. 
24 age group experienced the largest increase in SUI- 


cide rate. The rate for the 15-24 age group rose tô, 118° 


per 100,000 in 1975 (total suicides in this group in 1975 * 


were 4,736), an increase of 131% since 1961 and the 
i 
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l 1961 1975 . Percent Change 1961 1975 Percent Change 
. ~ ~.0 3.4 7.6 +124 Tol 16.3 r T1325 
: Male & 5.3 12.2 +130 11.1 26.4 + 13% 
Feraale 1.5 2.9 +93 3.2 6.8 PHN | 
White 3.6 8.1 +125 S70 16.9 +14] ^ 
Maile 5.5 13.0 +136 10.9 26.8 +] 
7 Female 1.6 3.1 +94 3.2 6.9 +116 -- 
5 Nonwhite 2.5 4.6 +84 7.8 14.4 +92 
Ma.e 3.7 7.0 +89 12.5 23.6 +89, 
Female 1.3 2.1 4:07 2.9 6.0 +107 
*Rates are given per 100,000 population. Data are from references 1 and 5. 


highest rate recorded in this country for this age group 
since national mortality statistics (death-registration 
states) were begun in 1900 (1-4). Only the 5-14 group, 
b- vfi very few total suicides (a total of 170 in 1975) had 
: a greater increase— 15046, from 0.2 to 0.5 per 100,000 
(1, 4). 
A more detailed breakdown of the rates among 15- 
24 year olds will enhance the understanding of this rise 
(see table 1). First, the total suicide rates for both the 
.« * 15-19 and 20-24 groups more than doubled in the years 
. 1961-1975, with the increases occurring gradually (1, 
4). Second, the 1975 rate for the 20-24 group is more 
than twice that for the 15-19 2roup, accounting for the 
bulk of the suicide rate in the 15-24 age group. Third, 
among the 15-19 group, the rates for whites were con- 
sistently higher than those for nonwhites from 1961- 
1975. whereas among 20-24 year olds the rates for 
whites and nonwhites were about equal. Fourth, sui- 
cide rates increased more for whites than for non- 
whites in both age groups; 20-24 year old white males 
had the greatest increase (14696). Fifth, the male to fe- 
male ratio of suicide rates tends to be greater for the 
15-24 year old group than for the total population. 


pt 


' Geographic Trends 


In 1961, suicide rates in the United States by geo- 

graphical divisions ranked as follows: for all ages, the 

Pacific and Mountain divisions were highest and the 

zi West South Central lowest. For ages 15-19 years, 

rates were highest in the Pacific and Mountain divi- 

sions and lowest in the East South Central division. For 

ages 20-24, Mountain and Pacific were highest, with 

° East North Central the lowest. By 1973 the rankings 

had shifted somewhat: for all ages, Pacific and Moun- 

tain division rates were highest, with Middle Atlantic 

lowest. For ages 15-19, Mountain and Pacific were the 

highest, and Middle Atlantic and East South Central 

tied for the lowest ranking. For ages 20-24, Mountain 

r “and Pacific were highest, with Middle Atlantic lowest 
| f (5). 

e 


-— "The population sources for deriving suicide rates for the 15-19 and 
* 20-24*age groups in the geographic divisions were for 1961, the 
fr, U.S- Census of Population (1960); for 1973. the U.S. Census of 
Population (1970). The number of suicides was obtained from refer- 
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Keeping in mind the methodologic problems in com- 
parability (6), U.S. adolescent suicide rates can be 
compared to those of other countries. In 1969, U.S. 
rates per 100,000 population for 15-24 year olds were 
approximately midway between highest and lowest 
rates for European countries. For males the rates 
were Hungary, 28.9: Czechoslovakia, 27.3; Finland, 
22.1; U.S., 12.3; Scotland, 6.3; Norway, 6.0; Nether- 
lands, 4.0. For females, the rates were: Czech- 
oslovakia, 11.9; Hungary, 8.2; Finland, 6.7; U.S., 3.8; 
Scotland, 2.8; Netherlands, 2.0; Norway, 1.7 (4, 6). 


Methods of Suicide 


Methods of suicide of 15-19 and 20-24 year olds are 
similar. In 1973, the percentages by method for 15-19 
and 20-24 year olds, respectively, were poisoning by 
liquids and solids, 13.6% and 13.2%; poisoning by gas, 
6.7% and 7.8%; hanging, 18.6% and 16.0%; firearms 
and explosives, 55.4% and 54.9%; and other, 5.7% and 
8.0%. In contrast, 10-14 year olds in 1973 had a greater 
percentage of suicides by hanging (45.596) and a small- 
er percentage by firearms and explosives (46.8%), poi- 
sonings by liquids and solids (4.5%), poisoning by gas 
(0.0%), and other (3.2%). No major shifts have oc- 
curred in these percentages since 1949, when methods 
of suicide began to be reported in more detail than the 
previous ''total suicides’’ and ‘‘poisonings’’ (7). The 
small percentage of suicides by poisoning in the 10-14 
age group may result from the fact that it is easier to 
term a poisoning ‘‘accidental’’ in that age group than 
in the older groups. In all three age groups, suicides by 
firearms, hanging, and poisoning with gas have been 
carried out predominantly by males. The male to fe- 
male ratio for suicides by firearms has ranged from 3:1 
to 7:1 for the three age groups since 1949, and the ratio 
is even greater for hangings and poisoning with gas. 
However, the male to female ratio for suicides by poi- 
soning with solids or liquids is about 1:1 for the 20-24 
year olds, slightlv less for males than females in the 


15-19 group, and markedly less in the 10-14 group, * 


where the ratio ranges from 1:2 to 1:6 (7). * 


Discussion iet 
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The increased suicide rate among the young “may 
represent real change; it may be partially an artifact 
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affects younger age groups (e.g.. great- 
er acceptance Wf existence of youthful suicides and 
better diagnosis) w it may be a combination of both. 
It is unlikely that Ne increase 1s an artifact due to 
changes in federal classification: the major change be- 
tween 1961 and 1975, the Eighth Revision of the Inter- 
national Classification of Diseases (ICD-8) (first used 
in,1968 in the United States), results in a decrease in 
the Number of deaths classified as suicide.” 

: Breakdown to 15-19 and 20-24 age groups enhances 
an understanding of this increase. Rates for both 
grofips have doubled over the past 15 years, but 20-24 
year olds are at far greater risk for suicide, with rates 
twice as high as those for 15-19 yezr olds. Recognition 
of this difference is important for planning therapeutic, 
preventive, and research strategies. Intrapsychic and 
environmental tasks confronting middle and late ado- 
lescents aged 15-19 are different from those faced by 
young adults of 20-24 years. Many theories of suicide 
among youth have been advanced from biological, 
psychoanalytic, sociocultural, nosological, and gener- 
al systems perspectives. The rise of youthful suicides 
makes continued research in those fields essential. Dif- 
ferences in rates within the 15-24 group suggests that 
detailed investigations of economic factors, age, and 
race are warranted (see, for example, reference 9). Fi- 
nally, although suicide is a leading cause of death 
among 15-19 year olds, investigations are needed to 


that selecti 


"The comparability ratio for suicide between /CD-7, used in this 
country from 1958 to 1967, and ICD-8 was 0.9472 (8). 
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determine why the suicide rate among adole 
aged 15-19 remains lower than any group pt 
and 10-14. Such research might reveal factofs i 
lescence that serve to protect specific grou 
cide. s 
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ERS TO THE EDITOR 


This section contains reactions to Journal articles, statements of opinion, comments on Association acltvities, 
requests for information, etc. Letters should be submitted in duplicate to the Editor, who makes all decisions 
regarding publication. Letters must be typed double spaced throughout and should not contain more than 500 
words and 5 pertinent references. Criticisms of published articles will automatically be sent to the author(s) for 
response. Letters will be edited for clarity and conformance with Journal style. We regret that we cannot inform 
writers of the disposition of letters or return those which are not printed. 


Ageifferent Experience with Pretrial Evaluations 


Sir: The excellent article *"The Process of Criminal Com- 
mitment for Pretrial Psychiatric Examination: An Evalua- 
tion" by Jeffrey L. Geller, M.D., and Eric D. Lister, M.D., 


and the comments by Dr. Alan Stone (January 1978 issue) . 


reached me as I was completing a review of all evaluations of 
defendants “pre- and posttrial) performed at an outpatient fo- 


.rensic psychiatric center in Lucas County, Ohio, for the 


years 1973-1976 inclusive. The results of this review are 
being preparec as a series of articles. However, many of my 
findings differ so much from those of Drs. Geller and Lister 
that ] believe that they should be reported before too many 
generalizations are based on their findings. The demographic 
features of the two populations studied are quite similar. 

Despite the absence in Ohio of a law mandating pre- 
commitment evaluations on an incompetency plea, such 
commitments have diminished by more than 6546 since the 
establishment of the psychiatric center. Thus precom- 
mitment evaluation can markedly reduce unnecessary 
commitmen-. In marked contrast to others’ experience (1), a 
plea of incompetency to stand trial is rarely used in Lucas 
Courty to divert deviants from the criminal system. There is 
an almost total lack of such a plea for misdemeanants. Fur- 
ther, although requests for evaluation come administratively 
through the court, the overwhelming number originate with 
deferse counsel, not judge or prosecutor. The total number 
of requests, although rising, is still smaller than that reported 
for Worcester, but an opinion leading to a finding of in- 
competency is offered in a greater percentage of cases. Since 
the criteria used for such an opinion are extremely stringent, 
this vould seem to indicate a greater degree of selectivity on 
the part of referring attorneys. Even so, only 4096 of the 
pleas entered seemed to have any rational justification, even 
as a legal maneuver. 

In this respect, the findings confirm Dr. Stone's belief that 
the solution does not lie in further legislation. The need 


would seem to be better education for attorneys (as well as : 


psychiatrists), since one of the most striking findings is the 
confusion between a plea of incompetency to stand trial and 
that cf not guilty by reason of insanity. This is evidenced bv 
the relatively high incidence of two situations: 1) requests for 
évaluation as to competency to stand trial when the question 
at issue is the defendant's mental status at the time of the 
offense,'and 2) requests for evaluation of the defendant's 
mental status at the time of the offense in those who are 
early incompetent to stand trial. 
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HENRY L. HARTMAN, M.D. 
Toledo, Ohio 


Are Clinicians Afraid to Ask About Violence? 


SiR: I should like to comment on the article entitled 
“Emergency Psvchiatry and the Assaultive Patient” by An- 
drew E. Skodol, M.D., and Toksoz B. Karasu, M.D. (Febru- 
ary 1978 issue). 

Drs. Skodol and Karasu briefly reviewed work done by me 
and my colleagues on violent patients who voluntarily pre- 
sent in emergency room settings with chief complaints relat- 
ing to violence. The authors stated that ‘‘the emergency 
room psychiatrist evaluating the ‘dangerous’ patient knows 
that this is often an unrealistic expectation; violent pro- 
clivities of the average emergency room visitor are usually 
either ego syntonic or specifically denied. . . .”’ 

In our experience, the problem is not so much a matter of 
whether violence !s syntonic or dystonic to the patient; 
rather, the problem lies in whether or not the clinician dares 
to ask about violent propensities in the first place. Denial 
plays a very great role. Psychiatrists often avoid asking 
frightening questions about past violent and criminal acts or 
ownership of weapons. When properly elicited, the aggres- 
siveness of a patient may be seen very well. 

By all means, a medical model should be used when a psy- 
chiatrist is dealing with the violent individual. It was this 
principle that gave rise to the APA task force report titled 
"Clinical Aspects of the Violent Individual." 

JOHN R. Lion, M.D. 
Baltimore, Md. 


Manic-Depressive Illness Associated with Klinefelter’s Syn- 
drome and Essential Tremors . 
s 


Sır: We wish to report the case of a patient who is sur 


fering from three genetically transmitted diseases. The pa- 


tient, 27 years old. was first admitted for a manic episode at -` 
the age of 25 and readmitted at 26 for the samexeasonHis «e 


ro 







~ 


787 - 






of manic-depressive bipolar illness (fa- 
ther and one sister). "No psychietric illness was found in the 
mother. The patient hag been receiving lithium for 2 years 
and is considered a good responder. The patient is also suf- 
fering from Klinefelter's syndrome and has testicular at- 
rophy and borderline mental retardation. The diagnosis was 
*- confirmed by a karyotype in 20 lymphocytar mitoses out of 
20 (4 XXY). 

The Association of manic-depressive illness and Klinefel- 
ter’s syndrome is of interest since it could explain some of 
the controversy regarding the X-linked tnheritance of manic- 
depr@ssive illness. Our patient is to our knowledge us first 
to be reported with both illnesses. 

Manic-depressive illness has been described as an X- 
linked dominant genetically transmitted disease (1). How- 
ever, in light of the fact that fa-her-to-son transmission ex- 
ists, a different type of transmission must also exist (2). We 
think that at least certain cases of father-to-son transmission 
could be explained by an XY spermatozoid. The son's kar- 
yotype would be 47 XXY, but that does not mean that he 
would necessarily suffer from Klinefelter’s syndrome, since 
it is known that many patients with the genotype have a nor- 
mal phenotype. We think that studies on the genetics of man- 
ic-depressive illness should at least verify, by buccal smear, 
the son’s sexual chromatin in the case of father-to-son trans- 
mission. 


This patient has also suffered since childhood from heredi- 


tary essential tremor, diagnosed by a neurologist specializing 
in the study of tremors (Dr. A. Barbeau’. Essential tremor is 
transmitted by autosomal dominant inheritance (3). It may 
appear from childhood to advanced age. The association of 
Klinefelter’s syndrome and essential tremor has also been 
described by Baughman (4) and others (5), but to our knowl- 
edge this is the first report of the association of the three 
diseases. 
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JACQUES LESAGE, M.D. 
Guy CHOUINARD, M.D. 
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A New Mental Health Profession 


SIR: I would like to thank Peter G. Bourne, M.D., for his 
excellent article, ‘“The Psychiatrist’s Responsibility and the 
Public Trust” (February 1978 issue). 

. The Master in Mental Health Program in the Department 
^ ofPsychiatry and Behavioral Sciences at the Johns Hopkins 
.. University School of Medicine is a three-year program that 

. teaches psychotherapy’primarily on the basis of experiential 


training. Students do approximately 1,900 hours of clinical 
OTe 4 . 
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work under the direct supervision of senior staff psyçħia- " 





we now face many of the dilemmas of any nevs/prof. sion— 
acceptance by physicians, certification, mf@tical su 
the job market, and third-party payments. It i$ an arduous ° 
struggle. 

I was impressed and delighted by Dr. Bourne's emphatic 
statement that the burden of quality control inevitably lies 
with the psychiatrists. I also agree that unless we receive 
help, there will be a two-class system of mental health care 
and an increase in the *'fad" treatment approach to life prob- 
lems because of the gap between supply and demand. There 
must be security and support for the trained mental health 
professional or the critical shortage of manpower will en- 
courage quackery to flourish. 


PEPPY ZULVER, M.M.H. 
Baltimore, MTS 


The Capgras Syndrome in Old Age 


SIR: I wish to propose an alternative explanation for the 
conclusions derived in **The Capgras Syndrome as an Adap- 
tational Maneuver in Old Age,” by the late Alvin I. Gold- 
farb, M.D., and Marcella Bakur Weiner, Ed.D. (Clinical and’ . 
Research Reports, December 1977 issue). 

The articles described two patients, both 78 years old, 
who acutely developed the inability to recognize a pre- 
viously familiar face. Patient 1 was found wandering and dis- 
oriented in the street and patient 2 had irreversible memory 
loss. The authors stated, **In our experience, the Capgras 
syndrome occurs with frequency in association with those 
difficulties of memory and learning classified as organic brain 
syndrome (OBS) or dementia.'' They concluded that dynam- 
ically these cases are an adaptive solution whereby the pa- 
tient communicates that the second person (the unrecog- 
nized double) needs to alter the relationship or transaction 
with the patient. 

I suggest that in elderly patients with OBS, these dynamic 
formulations may be spurious. Án alternative explanation 
could be the phenomenon of prosopagnosia (failure to recog- 
nize familiar faces) (1). This failure to recognize previously 
well-known faces is a visual dysgnostic entity. Face identifi- 
cation requires a complex visual mnemonic synthesis and a 
dynamic cerebral matching of the person's specific physiog- 
nomic facial characteristics. A dynamic mismatching may 
result from: 1) failure to discriminate because of faulty visual 
acuity, 2) neural distortion of a visual transmission pattern, 
and 3) a disturbance of the stored visual memory template ot 
the face (2). Most investigators of prosopagnosia feel that 
bilateral cerebral lesions in the medial-ventral occipital lobes 
are an obligatory condition for nonrecognition of familiar 
faces. It seems that dementia of a variable degree and a visu- 
al field defect are necessary conditions. The few published 
autopsy findings have consistently shown occipital lobe le- 
sions in the area of distribution of the posterior cerebral ar- 
tery, and all autopsy cases have shown destruction of ong or . 
both fusiform gyri. These findings suggest that the fuSiform . 


gyrus functions as a visual association area for the deis id M 
e 


tion of faces (2). 
In the two cases they presented, the authors did not in- 
dicate whether visual fields were examined, but these cases 
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% > dossem to display significant evidence of organic brain syn- 
° "'dibm ould seem prudent to evaluate thoroughly the 


ic status of elderly patients who present with the 
ility to recognize previously familiar faces and an 
orgamc bra syndrome. Thus, other causes for Capgras syn- 


dromeWa ay De found. 
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R.P. GRANACHER, JR., M.D. 
. Lexington, Ky. 


SIR: I read with great interest ‘The Capgras Syndrome as 
an Adaptational Maneuver in Old Age.” The association of 
the syndrome with organic brain damage is interesting; how- 
ever, | do not completely agree with the account of the psy- 
chodvnamics. 

In my experience with the Capgras syndrome (see, for ex- 
ample, reference |), I gained the impression that the dynam- 
ics were based on a resurrection of the pervasive childhood 
fear/fantasy that the child's parents may not be the rea! par- 
. e ents, who are thought to have been kidnapped, replaced, etc. 
.The present family member thought to be a double is, essen- 
tially. a displacement and symbolic representation of the pa- 
tient's own parent. It is my belief that in the two cases pre- 
sented, the organicity fostered this regression rather than ex- 


m plained it. 
v 
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. Dr. Weiner Responds 

E SiR: Dr. Granacher's suggestion offering an alternative ex- 


planation is both interesting and valuable. It would seem that 
in all cases of OBS a neurological examination is crucial. As 
you may know, the other author (Dr. Goldfarb, deceased? 
was z neurologist and did examine the patient, finding no 
evidence of any visual defec:. However, it may be that more 
extensive examinations could have been undertaken. | do 
ẹ feel that Dr. Granacher's points were well taken and should 
be considered. Unfortunately I cannot give him a more de- 
tailed. ‘“‘medical’’ reply. 
To respond to Dr. Schlesinger, it was our belief that re- 
gression in the cases presented was selective in that the pa- 
tients were seeking an environment that was more benevo- 
lent than the current one. Obviously. all explanatory con- 
cepts, in terms of metapsychology, are open to the 
S obser ver s bias and framework. 

. | thiftk Dr. Schlesinger's genetic constructs could only be 
Ko validated if the patient could “go back” psychoanalytically. 
Z7 i do fhirfk it 1s an interesting possibility that could be ex- 
4 plor ec empirically (if it has not been). 

Our point of view was basically one which stated that the 
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older person suffering from organicity is Ware of this on 
some level; the Way in which he/she h es the fragility of 
this state is to seek to alter the envifónment by making it 
more benign. This type of interpretation would appear to 
have value in that the symbolic content may be explained to 
the family and/or the patient as a.way-of helping all involved 
deal with the current, pressing reality. In this way it is adap- 
tational. wise 

MARCELLA BAKUR WEINER, ED.D. 

New York, N«Y.' 


Hysteria and Briquet’s Syndrome 


Sir: Barry I. Liskow, M.D.. and associates found that a 
group of patients with the diagnosis of Briquet’s syndrome 
had a mean MMPI profile very similar to that of a group of 
patients with the diagnosis of hysterical personality disorder 
(‘‘Briquet’s Syndrome, Hysterical Personality, and the 
MMPI,” October 1977 issue). On the basis of this observa- 
tion, they proposed two possible relationships between Bri- 
quet's syndrome and the hysterical personality disorder: 1) 
patients with a diagnosis of hysterical personality disorder 
are similar to or indistinguishable from those meeting the cri- 
teria for Briquet's syndrome, ard 2) patients with Briquet's 
syndrome are a subgroup of those with hysterical personality 
disorder. Since the MMPI results on cases of hysterical per- 
sonality disorder came from our series, additional data about 
the patients may help to resolve the issue. 

Of the 32 cases that formed our original index group of 
hysterical personalities (1), only 3 had ‘‘frequent or unex- 
plained vague illnesses requiring hospitalization or pro- 
longed treatment of symptoms called ‘hysterical.’ " Further, 
fewer hysterical personalities than psychiatric controls 
matched for age and sex had histories of abdominal surgery, 
and patients with hysterical personality disorder as a group 
had fewer abdominal operations. It is thus unlikely that our 
patients would have met the diagnostic criteria for Briquet’s 
syndrome. The finding by Dr. Liskow and associates that 
their group of patients with Briquet’s syndrome had signifi- 
cantly higher scores on the hypochondriasis scale of the 
MMPI than did our hysterical personalities reflects the rela- 
tive lack of medical cemplaints clinically observed in our 
group. From our experience, then, many patients receiving 
the diagnosis of hysterical personality disorder are distin- 
guishable from those with a diagnosis of Briquet’s syndrome 
because they report few somatic symptoms. 

If the two groups differ in the frequency of somatic com- 
plaints, however, they appear to be quite similar in personal- 
ity traits and response to stress. Like patients with hysterical] 
personalities, many witn Briquet's syndrome are described 
as self-dramatizing individuals who often present with de- 
pressive symptoms (2-4). For this reason, we support the 
view that some patients with Briquet's syndrome represent a 
subgroup of those with hysterical personality disorder and, 
like Liskow and colleagues, look to other prominent charac- 
ter traits, the effects of aging, or other features te account for 
their preoccupation with somatic symptoms. However, we y 
have seen other patients fulfilling the criteria for Briquet's 
syndrome who could not be diagnosed as having hysterical -, 
personality disorder, and we are now completing a study 
patients with Briquet's syndrome matched for age and sex ^ 
with patients receiving the diagnosis of hysterical personal. , : 
ity disorder in an attempt to address several of these points. e 
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s PHILLIP R. SLAVNEY, M.D. 
PauL R. McHuau, M.D. 
Baltimore, Md. 


Dr. Liskow Replies 


Sır: We did not make it clear in our paper that we hoped 
attempts would be made to develop operational criteria fer 
diagnosing hysterical personality. This option seems prefer- 
able to deleting hysterical personality as a diagnosis, espe- 
cially in the light of the striking similarity of the MMPIs cf 
Slavney and McHugh’s patients and our group of patients 
with Briquet’s syndrome. 

Drs. Slavney and McHugh do not seem, on the basis cf 
their letter, to be oriented toward explicating reliable criteria 
for hysterical personality. Rather, they make inferences re- 
garding the diagnosis of Briquet’s syndrome in their patients 
that are not justified and, if accepted, would dilute the reliz- 

i bility of the diagnosis. For example, the consequences cf 
| Briquet's syndrome, such as abdominal surgery, cannot be 
used to infer the presence or absence of the diagnosis cf 
Briquet's syndrome any more than leukocytosis alone can 
be used to infer the presence or absence of pneumococcal 
pneumonia. 

The desirability for a number of research centers working 
independently to clarify the relationship of hysterical per- 
sonality, Briquet's syndrome, and the MMPI is eviden:. 
Therefore, Slavney and McHugh's planned study, noted in 
the last paragraph of their letter, is of importance. However, 
I would like to suggest that they direct some of their effort 
toward specifying operational criteria for the diagnosis of 
hysterical personality so that the diagnosis can be reliably 
utilized by independent researchers. I recognize that such a 
task is difficult to achieve, but without an operational defini- 
tion of hysterical personality, research in this area will 
quickly become embroiled in controversy, caused by the 
failure to define terms before using them. It is hoped that 
recognition of this potential problem, which has historically 
plagued hysteria research, will prevent its occurrence. 


BARRY I. Liskow, M.D. 
lowa City, Iowa 


A Question of Causation 


Sır: In "Nuclear Symptoms of Schizophrenia After Cir- 
j gulotomy” (November 1977 issue) Javier I.. Escobar, M.D., 
and Vijaya Chendel, M.D., suggested a causal relationship 
. befween schizophrenia and cingulotomy. They report a 
‘yfngle case studied retrospectively without information on 

` the preoperative psychological assessment. 
_, After more than a quarter century cingulotomy is the old- 
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est and best established procedure in psychiatric surgery for ` + 
affective disorders and intractable pain when 
are refractory to conservative techniques. Reporgfd series  . 
worldwide now include many thousands of paties wit 

the slightest evidence of the etiological relatigriship/fo the 
perceptive and cognitive distortions of gchize rent. Affect 

is chained, usually in an idiosyncratic manner: cingulum tar- 
gets have only a slight benefit or no lasting benefit on this 
deep fronto-temporal limbic dysfunction. 

I suggest the authors review Neurosurgical Tr eatment in 
Psychiatry, Pain and Epilepsy edited by Sweet, Obrador, 
and Martin-Rodriguez (Baltimore, University Park Press, 
1977) for its massive data and bibliography. . : 

Professor Aris Cox of Tulane conducted neutral outcome 
assessments on 88 patients including 22 controls. Of particu- 
lar interest were 15 cases of cingulotomy for presumptive 
affect disorder in whom a later diagnosis of schizophrenia . 
was confirmed and multiple targets added. This group pro-  * 
vided an ‘‘own control" comparison as well as a **sham con- 
trol" to lay any placebo effect to rest. Median improvement .. 
significant at the .001 level was +3 in this group compared to 
a median improvement of 0 in the controls. 

In the case these authors reported it appears that the orig- 
inal process was schizophrenic and the fullblown picture 
flowered with the passage of time, irrespective of the cingu- 
lum targets. 






M. HUNTER Brown, M.D.. 
Santa Monica, Calif. ° 


Dr. Escobar Replies 


SIR: I found Dr. Brown's letter informative, although a bit 
one-sided. Psychosurgery is a controversial treatment and 
the literature is full of emotionally charged reports, many of 
which lack a truly scientific approach. It was not our purpose 
to take sides in the ongoing controversy on psychosurgery 
but simply to present a clinical vignette we thought support- 
ed the dopamine hypothesis of schizophrenia. We never 
stated that **psychosurgery produces schizophrenia." What 
we said was that symptoms commonly seen in schizophrenia 
followed a cinguletomy in a patient suffering from affective - 
disorder. If one uses diagnostic criteria for schizophrenia * 
(for example, DSM-JII , Feighner's criteria, or the WHO cri- 
teria), our case qualifies for the diagnosis if we consider only 
the symptoms. Three of Schneider's first-rank symptoms (1) 
and six of the International Pilot Study of Schizophrenia's 
“discriminating” symptoms for schizophrenia (2) were pres- 
ent in our patient. True schizophrenia is ruled out primarily 
because affective symptoms played a prominent part in her 
illness. l 

A psychological testing prior to the cingulotomy showed e. 
"*generalized impairment of higher cortical functions, as well 
as a complex tactile-agnosia and some evidence of bilateral 
parietal dysfunction.’’ The patient's presurgical IQ was 75. 
Essentially the same results were obtained after the surgery. 
These test results were interpreted as reflecting the patient's 
severely depressed state. Obviously, the surgical procedure 
did not alleviate depression and gave rise to symptoms ap- 
parently not present before. These symptoms, thought td be. 
discriminating for schizophrenia, were worsened by dopd- * 
mine enhancers and improved with dopamine blockers, : thus = 
supporting the dopamine hypothesis. 

We hope that follow-up studies of patients inderne Sur- Y 
gical procedures in the limbic system will be carried out a 
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V. ^ thgt diagnostic criteria will be incorporated in further scien- 
< tif nication. 
$ e. 
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š . JAVIER I. EscoBAR, M.D., M.S. 


Memphis, Tenn. 


Recertification and Persistent Underlining 


Str: Dr. Newton D. Bowdan's letter “If Not Freud, Why 
Us?" (February 1978 issue) struck a concordant note. The 
need for recertification and the scurrying around for the mag- 
ical number of points is indeed degrading. Psychiatrists, like 
other physicians, become better healers with the passage of 
time, despite the fact that they do not know the chemical 
formula for 3-methoxy-4-hydroxyphenylglycol and are not 
sure whether it goes up, down, or sideways during a period 
of "depression." 

After passing board examinations in both Internal Medi- 
. e cine and Neurology and Psychiatry, I still find myself under- 
lining Time, Playboy , and the American Journal of Psychia- 
try. 


WILFRED DORFMAN, M.D. 
Brooklyn, N.Y. 


Request for Information: Lithium and Aggressiveness 


Sir: In order to prepare a comprehensive evaluation of the 
efficacy of lithium in the treatment of aggressive behavior, I 
would like information on both positive and negative results 
of its use in aggressive patients, including those in whom 
management of aggressive behavior was a primary or sec- 
ondary goal. Please send any such information to the address 

. below. 


JAMES L. MARINI, PH.D. 
Department of Psychiatry 

Yale University School of Medicine 
ü 34 Park St. 
New Haven, Conn. 06508 


What Should Be Included in Residency Files? 


Sir: In The Hearst Trial and the Confidentiality of Resi- 
dency Records" (November 1977 issue) Lenore C. Terr, 
M.D., raised questions for psychiatric educators, particular- 
ly directors of residency training programs, that go beyond 
the important issues she addressed. 

Since it is doubtful that training records can be protected 
from subpoena, it is essential that the quality, objectivity, 
anderelevance of training records be carefully considered. 
‘With af increasing likelihood of residency records being sub- 

poened, it is the responsibility of training directors, teachers, 
antl sypetvisors of residents to see that such records accu- 

: rately reflect their proper function, the documentation of 

learner progress in attempting to achieve specified objectives 
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in the areas of skills, knowledge, and attitydes. This should 
be done for the tenefit of the teachers apf the learners, who, 
should always have full knowledge of the records’ contents. 

The typical narrative statement evaluating the resident is 
strongly influenced by subjective impressions that may only 
reflect the compatibility of teacher’and learner; it often 
reads like a summary of a therapy relationship. The relative 
rarity of face-to-face mutual evaluation between supervis ^ 
and residents helps to perpetuate an atmosphere that ei 
recording the supervisor's personal bias. 

The issue of mutual evaluation and open records is an’ im- 
portant one. If a competency-based model of psychjatric 
education is used to provide a measure of objectivity and 
specificity to the evaluation precess, the assessments must 
be shared with the learner. Only then can the resident con- 
centrate on those knowledge or performance areas most in 
need of improvement. At the same time, those of us who 
teach and supervise need the constant corrective feedback 
provided by learning about our impact on the resident. These 
mutual evaluations should become part of the record. Every 
resident should know exactly what is in his/her training file. 
If records are subpoened, it should not be in court that the 
psychiatrist learns for the first time of evaluations made dur- 
ing residency training. 

What should remain in a resident's file after his training 
has been completed? It is my view that the function of the 
record is to document learning progress and to specify areas 
in which additioral or remedial work is needed for the bene- 
fit of both the resident and his teachers. Once a resident has 
satisfactorily completed training and has been so certified by 
appropriate agencies, the details become irrelevant. An ab- 
stract summarizing the subject raatter covered and the clini- 
cal experience provided, as Dr. Terr suggested, would be 
sufficient. Of course, when a resident is dropped, documen- 
tation of the unsatisfactory performance should be kept on 
file. A case might be made also for keeping all of the detailed 
records in those programs that conduct educational re- 
search. Even in such instances, the resident should give 
written consent for such records to be kept. This is consis- 
tent with current guidelines for informed consent in research 
on human subjects. 

Dr. Terr's point about the use of patients’ names in resi- 
dency records is self-evident. That 1s a clear violation of con- 
fidentiality and adds nothing to the record. If a specific case 
Is so exemplary that it must be cited for assessment pur- 
poses, a description of the clinical problem and the perform- 
ance issue involved is far more relevant than the name of the 
patient. 

Psychiatric education cannot continue to condone vague- 
ness of purpose, ambiguous global impressions in evalua- 
tion, and failure to fully inform the resident of his/her prog- 
ress and status. Every item placed in a resident's folder 
should be scrutinized for validity, specificity, reliability, 
relevance, and value to the resident. Dr. Terr has done the 
field a great service by highlighting the problem. 





ALLEN J. ENELow, M.D. 
San Francisco, Calif. 


ECT in Pregnancy : 


Sir: The acutely psychotic pregnant patient presets ` 
thorny therapeutic dilemma. The teratogenic effects of psy- ^ 
chotropic drugs is a subject of continuing study. Reports to. , - 
date have indicated caution in their use, egpecially in the first ke 
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trimester. th mata malformations are rare but have been 
reported with maternal use of phenothiazines (1, 2), tricyclic 
antidepressants (2), «nd lithium (3). 

The effects of ECT during pregnancy on both mother and 
fetus have received comparatively little attention. The major 
textbooks usually have ne more than a sentence on ECT in 
pregnancy, stating that it is a safe treatment with no unto- 

ard effects for mother or fetus. As far as we are aware, this 


stamement is based on literature consisting entirely of case . 


reports (1, 4-6). Unfortunately, there are no controlled stud- 
ies ài this area. We believe that the use of ECT and/or psy- 
chotropic drugs in pregnancy merits further investigation. 
ECT may indeed be a safer form of treatment for some psy- 
chiatric disorders in pregnancy than long-term pharmacolog- 
ical treatment, especially in the first trimester. We also be- 
lieve that common-sense suggestions for clinicians using this 
treatment in pregnancy should be outlined and would be 
helpful even before further research is undertaken. We thus 
propose that the following be considered guidelines for the 
use of ECT in pregnancy: 

1. A thorough physical examination should be part of the 
routine evaluation of all psychiatric patents. In pregnancy, a 
pelvic examination should be completed at an early prenatal 
visit and again near term. If proper prenatal care has been an 


-ongoing aspect of the pregnancy, then a pelvic examination 
prior to ECT is not necessary. However, if the patient is not 


know to have had prenatal care, a pelvic examination must 


- be done before ECT is started. In the uncooperative patient 


an adequate pelvic examination can be completed under 
anesthesia before ECT. | 

2. An obstetrician should be a member of the team of pro- 
fessionals managing electroconvulsive :herapy in a pregnant 
patient and should be involved in the ongoing pre- and post- 
natal care of the mother. Knowledge of the diagnostic tech- 
niques used to determine fetal status (2.g., ultrasound, am- 
niocentesis) is invaluable. 

3. High-risk pregnancy should be considered a relative 
contraindication to ECT. There are several obstetrical con- 
ditions that are at high risk for the induction of premature 
labor, including incompetent cervix, history of premature la- 
bor, multiple pregnancy, hydramnios, antepartum hemor- 
rhage, maternal hypertension including pre-eclampsia, ma- 
ternal diabetes, Rh isoimmunization, maternal cardiac dis- 
ease, and maternal renal disease. Insofar as these conditions 
are relative contraindications, the physi must weigh the 


benefits and the risks. 


4. External fetal monitoring should be P before and for 
several hours after ECT. As previously noted, little is known 
of uterine physiology associated with ECT. External fetal 
monitoring is an extremely safe procedure, and its use offers 
the opportunity to begin to answer many questions con- 
cerning both maternal and fetal physiology that may be of 
some clinical significance. 


~~ 
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These guidelines are proposed as a result of our mee in^ 


this treatment modality and our wish that it be ely 


when indicated. 
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RONALD A. Remick, M.D. 
WILLIAM L. Maurice, M.D. 
Vancouver, B.C., Canada 


Corrections 


There are two errors in the reference list accompanying 
"Possible Withdrawal from Endogenous Opiates in Schizo- 
phrenics" by Michael Gitlin, M.D., and Michael Rosenblatt, 
M.D. (March 1978 issue, p. 378). The correct title in ref- 
erence 3 is ‘‘Naloxone-induced reversal of schizophrenic 
hallucinations.” The correct title in reference 4 is "Lack of 
effect of naloxone on schizophrenic symptoms.” 

In “Evidence for an Endogenous Inhibitor of Platelet 
MAO in Chronic Schizophrenia" by Wade H. Berrettini, 
M.D., and Wolfgang H. Vogel, Ph.D. (May 1978 issue) there 
are two errors in table | (p. 606). Under the column heading 
“Dialysis Experiment with Dopamine as Substrate” for the 
row entry ‘“‘Mixed with normal platelet-poor plasma,” the 
Viner Value should be 13 rather than 14 and the Kf Vnaz 
value should be 0.23, not 0.21. 

There was also an error in *'Haloperidol and Thyroid 
Storm” by William H. Hoffman, M.D., Gary Chodoroff, 
and Leonard R. Piggott (April 1978 issue). On page 485 the 
next to last sentence of the case report should read, '*Free 
T, 10 days after admission was 7.0 ng/100 ml...” 

The staff regrets these errors. 
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Schizophrenia: The Sacred Symbol of Psychiatry, by Thomas 
Szasz. New York, N.Y., Basic Books, 1976, 229 pp., $10.00. 


. Reviewing a book by Thomas Szasz is always a task asso- 
ciated with ambivalent feelings. The reviewer can anticipate 
the stimulation of Szasz's exceptional intellect and the an- 
noyance of his remarkable conclusions. Szasz reasons in the 
manner of the scholastic philosopher. He writes in an appar- 
ently syllogistic fashion, using logic and ad hominem argu- 
ments with only rare references to data. He castigates his 
"erimminal'" colleagues for making money through the fake 
diagnosis of nonexistent illnesses, all the while collecting 
royalties for “‘exposing a scientific scandal.” Parenthetical- 
ly, Szasz does not oppose private practice, although it is dif- 
ficult to comprehend how one can justify charging a medical 
fee to an insurance company for a social visit. 

His approach is not at all empirical. It therefore lends itself 
to argument rather than to scientific debate. Nevertheless, in 


this review I will attempt to present some of his positions 


and some of the evidence that challenges his ‘‘logic.’’ At 
times Szasz appears to deny the existence of psychosis in 
general as well as the existence of schizophrenia in particu- 
lar. At other times he acknowledges that *'*madmen"' exist. 
He does not seem truly to object to the effort to classify mad- 
ness, although he recognizes that these efforts have no ex- 
ternal independent validation. Obviously, the lack of valida- 
tion is unfortunate, but it does not make the effort a fraud. 
The attempt to classify illnesses clinically until the time that 
more rigorous methods are available has a long and success- 
ful history in medicine. Admittedly, we may fail in our ef- 
forts with psychosis, but the strategy has proven helpful in 
the past. Interestingly, this "fraudulent" approach that 
Szasz rejects has already proven to be of some use scien- 
tifically. 

À large number of patients who suffer from another nonex- 
istent disorder called ‘‘manic-depressive illness" have done 
extraordinarily well on the drug lithium. It is puzzling that 
Szasz makes virtually no reference to manic-depressive ill- 
ness in this volume. He borrows Kraepelin's category of de- 
mentia praecox but ignores the group from which it was sep- 
arated. Undoubtedly this is an inadvertent oversight, but it is 
difficult not to speculate that the illness failed to meet his 
preconceived conclusions. 

Szasz makes much of the fact that no anatomic pathology 
has been consistently demonstrated in schizophrenic pa- 
tients. He repeatedly refers to the model of syphilis but con- 
veniently ignores the long-term failure to demonstrate the 
spirochete or anything else in the nervous system of syphi- 
litic patients. The failure to demonstrate is not evidence that 
something is absent; it is merely a failure to demonstrate. 
Mos: workers today believe that the CNS of the psychotic 


pafieng is functionally and perhaps even structurally im- 


paired. Szasz fails to cite the considerable presumptive evi- 
dence to support this opinion. In a manner that can only be 
generously described as cavalier, he dismisses the genetic 
data clearlv showing that this heterogeneous disorder is 


` fgansmitted biologically. One hopes that the definitive dem- 
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onstration of these impairments will cause Szasz to retract 
his destructive diatribes. It will be interesting to se% his 
scientific response if time favors us with the opportunity to 
test it. 

He argues that involuntary commitment is reprehensible. 
This is not a trivial position that can be rejected out of hand. 
A counterargument relies on the public health model. Battle 
lines between the rights of the individual and the nghts of the 
community can be drawn. None of us has the wisdom neces- 
sary for writing a specific algorithm to resolve this conflict. 
Here the voice of Szasz becomes useful. He articulates pow- 
erfully a point of view that must be considered. 

The major contention that schizophrenia (which has risen 
from the level of a myth to the status of a metaphor) is non- 
existent has to be understood before it can be rejected. Szasz 
argues that schizophrenia is a metaphor and that the diagno- 
sis masks human disagreement. He minimizes the difference 
between symptom and normal experience by analogy and 
deliberately blurs distinctions to obfuscate issues. Hallucina- 
tions that compel the individual to kill are dealt with evasive- 
ly and with sophistry. Obviously, Szasz is correct in his 
statement that the concept of schizophrenia is a manmade 
imposition on the data and does not derive from the patholo- 
gy laboratory. Nevertheless, the construct is useful and the 
patients and their suffering are not imaginary. It is difficult to 
improve on Kety's comment that if schizophrenia is a myth, 
it is a myth that is transmitted genetically. 


RoBERT CANcRO, M.D. 
New York, N.Y. 


Practical Psychiatry in Medicine, by John B. Imboden, M.D., 
and John Chapman Urbaitis, M.D. New York, N.Y., Apple- 
ton-Century-Crojts (Prentice-Hall), 1978, 291 pp., $9.50 (pa- 
per). 


This is a good book. It is well researched, up-to-date, 
clearly written, and keeps faith with its title. The authors 
manage in a relatively small book to provide a useful in- 
troduction to the major psychiatric problems family physi- 
cians are likely to meet, how to cope with most of them, and 
which they should refer to the specialist. 

The book is divided into five main sections: Introduction, 
Psychological Aspects of Physical Illness, Psychiatric Prob- 
lems and Disorders Encountered in Medical Practice, Evalu- 
ation and Management, and Psyehosomatic Medicine. The 
authors do not confuse the reader with the many theories in 
which psychiatry delights or with the controversial area of 
diagnostic labeling, which continues to plague the specialty. 
They set out to help the general practitioner beeome a better 


physician. If one reads this very readable book or, rather, : 


studies it, he or she will achieve a level of competence in the 


assessment, treatment, and management of the psychiatrie : 


problems of medical practice that most psychiatrists achieWfe 
only after years of work in a.general hospital setting. Tfe^ 


surgeon and internist will also find this book useful because. ' 
it will help them to understand thespsychological ppeGlemy e 
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associated with hospitalization, surgery, and life-threatening 
situations. X 

In a first edition one does not expect perfection, and this 
one has some omissions, such as the absence of reference to 
the psychiatric problems of pregnancy and abortion and of 
gynecological disorders apart from those involved with sex- 
ual malfunction. The publishers would be well advised to 


bp ee lettering on the front cover because, although it 
l ma 


e artistically attractive, it is extremely difficult to read; 
my Gestalt was stretched to an uncomfortable extent to deci- 
phe¥ it. This is unfortunate because the book deserves a 
clearer statement of its title and authors. Many would glance 
at this cover, fail to decipher it, and pass on and miss what 
they were looking for. 


Myre Sim, M.D., D.P.M. 
Ottawa, Ont., Canada 


The Neuropsychopathology of Written Language, by Joseph 
H. Rosenthal, M.D. Chicago, Ill., Nelson-Hall, 1977, 157 
pp., $12.95. 


This book has an ambitious title, but it probably succeeds 
in.its aims of surveying, in synoptic form, the basic sciences 
relevant to dysfunctions of writing and reading language. Dr. 


Rosenthal is a pediatrician who is director of the Learning. 


Disabilities Clinic of the Department of Pediatrics at the Kai- 
ser-Permanente Medical Center in Oakland, Calif.; he is also 
Assistant Clinical Professor in the Department of Psychiatry 
at the University of California at San Francisco. The book’s 


jacket states that he is also working toward his Ph.D. in. 


physiological psychology at UCSF. These facts support the 
belief that the author is a serious scholar and clinician with 
laudable industry. 

In his introduction Dr. Rosenthal states, 


It is the special aim of this book to discuss the neuro- 
psychology and the neuropsychopathology of written 
language from historical, comparative, developmental, 
cognitive-perceptual, neuropsychological, genetic, edu- 
cational-clinical, and  neurophysiological vantage 
points. It is hoped that the book will integrate data—at 
times confusing and contradictory—accumulated from 
many different disciplines to establish a clearer and 
more understandable model of writing-reading-spelling 
processes and dysfunctions thereof. (p. xiii) 


The author has assembled, organized. and presented much 
relevant material in readable form, but each reader must de- 
cide for himself or herself to what extent the author has pro- 
gressed toward the ideal he has set for himself. The book is 
arranged in eight chapters encompassing basic definitions 
and concepts for communication and language, origins of hu- 
man language, written language and reading, dysfunctions of 
writing and reading language, subgroups of primary develop- 
mental dyslexia, secondary psychological effects of primary 
developmental dyslexia, neurophysiological studies, and, fi- 
nally, three.out-of-the-mainstream approaches (Doman and 
` Delacato, optometric visual treatment. and cerebellar-ves- 
tibular dysfunction). 


v fobviously, the first three chapters are reviews of theories, 


nd the remainder are clinical and experimental. On the 


-7"whole the author seeks to be judicious and point out diffi- 

+, «culties in arriving at a consensus. He does not seek to force 

oy consensus; sather, whenever feasible he presents various 
Ld 
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clinical and experimental hypotheses and data in the context, zr 
l hapter . ` 
does he clearly emphasize the failure of the threefreatment --*- 


of a larger theoretical framework. Only in the 
systems under discussion to achieve promised réSultsys ^ ~ 


The primary readers of this book will protoly pe child 
speciggists who 


psychiatrists, pediatricians, and the 


diagnose and treat children with reading and writing dis-. 


orders, but I can recommend it highly to all professional 
people who have some curiosity about current thinking re- 
garding these dysfunctions. There is ample referencing to a 
generous selected bibliography, which is most helpful for the: 
orientation of the reader. Dr. Rosenthal is to be applauded 
for completing a difficult task. 


HENRY W. BROSIN, M.D. 
Tucson, Ariz. 


Juvenile Victimization: The Institutional Paradox, by Clem- 
ens Bartollas, Stuart J. Miller, and Simon Dinitz. New York, 
N.Y., Sage Publications (Halsted Press, John Wiley & Sons, 
distributor), 1976, 316 pp., $17.50. ` 


A recent movie advertisement read, Anybody who could 
turn Lot's wife into a pillar of salt, incinerate Sodom and 
Gomorrah, and make it rain for 40 days and 40 nights has got 
to be a fun guy.” This jibe reflects the punitiveness of man's 
ancient and Biblical views of his inherently evil ways. These 


views prevail persistently and strongly today even though * 


we may not ascribe them to religious origins, as Men- 
ninger (1) pointed out. In his review of Menninger’s The 
Crime of Punishment, Coles (2) noted that only in relatively 
modern times has confinement become a designated form of 
punishment. Previously jail had been thought of as tempo- 
rary, although the punishment there was cruel and severe. It 
has been only recently that extended commitments, at first 
to mines and workhouses and in the past century to jails, 
have become a form of punishment—a cruel one. This be- 


comes evident in Juvenile Victimization, an account of con- . 


finement in a juvenile institution. 

The authors are sociologists. They note the history of the 
development of juvenile institutions and take a thorough 
look at a modern, carefully created, end-of-the-line maxi- 
mum security juvenile correctional institution. The book is 
difficult to put down because it is well written, easy to read, 
and the material is intriguing, even though the authors objec- 
tively, systematically, and coolly present the report of sever- 
al years of study with only occasional low-key revelation of 
the passion and drama they clearly feel but articulate only in 
their conclusions. 3 

The main thrust of their study was to reveal the dynamic 
reality in the evolution of the social structure that develops 
in juvenile institutions. They place particular emphasis on 
the chief element of this subculture, which they call the *'ex- 
ploitation matrix." This defines the chief element of that 
subculture, victimization, which includes the involvement ot 
staff as well as inmates. 

The authors note the problems of what data to obtain and 
how to obtain it and observe the many obstacles to their 
methodology. They note the variables and the shortcomings 


_of their study and remark on untested assumptiong. They 


make many useful references to other studies of adult prison 
life as well as juvenile institutions, noting the similarities and 
differences between them. Chapter by chapter thé authórs 
reveal their studies of particular aspects of the institutional 


subculture. They emphasize the way each of these aspects *: 
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cotkributes to the social stratification within the exploitation 
aw ^ mhtre bese reveal clearly the nature and extent of victim- 
€ izatiorkhow it works, and the many different forces that con- 
Unbtte t& and maintain the social structure. The authors re- 
poNeon the psychological, sociological, and demographic 
: charac'eristlüg of the people involved. They deal with the 
elements of staf Problems, the bureaucracy, inertia, and 
even the lack of defensible space created by the very archi- 
tecture of the institution. One chapter is devoted to labeling 
theory and the part labeling may play formally and informal- 
. ly in determining assigned social roles within the exploitation 
matrix. Not only do the institution and society have formal 
: labels, but the inmates have their own language with unique 
labels for one another. 
The authors look on the facility they studied as a micro- 
cosm of corrections systems within institutions, and I think 
_ we can easily see that it is also a microcosm of the general 
. social order—but with none of the saving graces or supports 
that make survival on the outside possible. We know that 
outside there are many injustices that human beings inflict on 
one another, and only recently have there been concerted 
efforts to raise our awareness of them and to reduce our ca- 
-pacity for denial of those inequities. 

The problem of delinquent behavior and what to do about 
it 1s persistently controversial. Our consciousness should be 
raised by daily reports in the newspaper, letters to the editor, 
and the many accounts and views of crime and punishment. 
This continual din should make us aware of the extent and 
» ` formidableness of the problem and the ineffectiveness of our 
| coping. From daily revelations and from the account given tn 
this book we must conclude, as the authors do, that existing 
institutions must go. There have been some efforts to elimi- 
nate institutions and to provide new methods and concepts, 
but they are few. 

This book is excellent as a sociological study. Although it 







that can and must be read by everyone. 
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James G. DELANO, M.D. 
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The Narcissistic Condition: A Fact of Our Lives and Times, 
edited by Marie Coleman Nelson. New York, N.Y., Human 
Scierces Press, 1977, 289 pp., $18.95. 


Nercissism has increasingly become a focal point for psy- 
choanalysts, psychiatrists, and psychotherapists. However, 
this focal point all too frequently remains beclouded in unde- 
tectable hypotheses. It is used as a generalized concept to 
. A incorporate a plethora of pathological phenomena as well as 
E to maintain relevance to normality. Perhaps one can best be- 

gin by reviewing the etymology of the word, particularly as it 
applies to psychiatry and psychoanalysis. 

e « Nartissism is, of course, derived from the Greek myth of 
Narcissus, a beautiful youth who fell in love with his own 
reflection and pined away. The initial introduction of the 
term for psychological phenomena was made by Ellis in 1898; 
he described a special state of auto-erotism as Narcissus- 





«T - 9. 


will be of interest to many professionals, it is clearly a book. 





like. In this condition the sexual emotions become absorbed * 
or entirely lost ih self-admiration. The normal germ of nar- 
cissism was regarded as particularly SI 4 gnificant in women. 
Contemporary with Ellis, the German psychiatrist Nacke, 
who referred to the work of Ellis, used the term “‘narcismis”’ 
simply as a translation of Ellis’ "*Narcissus-like tendency" in 
speaking of extreme self-admiration as a special variant of 
auto-erotism. 

Freud and the psychoanal ysts made the decisipé n- 
troduction of the concept of narcissism into their theóries. In 
his first edition (1905) of Three Contributions to the Theory 
of Sexuality, Freud wrote of auto-erotism but not of narcis- 
sism; the concept of narcissism was introduced int this 
work after he completed his paper ‘‘On Narcissism” in 1914. 
Having derived the term from Nacke and Ellis, Freud spoke 
of narcissism as a sexual perversion in which one's body is 
taken as a sexual object. Freud also conceptualized narcis- 
sism in a broader sense to include the libidinal component of 
the instinct of self-preservation. Narcissism became incorpo- 
rated into Freud's libido theory as an initial phase, primary 
narcissism, in which the individual is unaware of sources of 
pleasure outside the self and at-aches to himself or herself a 
degree of omnipotence. Eventually the ego attaches itself to 
objects, mainly parents, who become the source of gratifica- 
tion. However, the longing for a state of narcissism remains. 
Freud used the concept of narcissism to explain many psy- 
chotic phenomena. He also distinguished a narcissistic char- 
acter formation, which probably has been more readily in- 
corporated into psychiatric nomenclature than all other con- 
cepts of narcissism. 

In the adult, narcissism often takes on the meaning of self- 
centeredness, egotism, impulse gratification, and a lack of 
concern about the needs of others. Kernberg, who has writ- 
ten extensively on the subject, continues to follow the libidi- 
nal hypotheses of Freud. He refers to narcissism as the nor- 
mal and pathological vicissitudes of the libidinal investment 
of the self, while admitting a need for clarification of the con- 
cept of libido. 

For Nelson and the contributors to this volume, narcis- 
sism is more than a clinical condition. It is a social reality 
principle. Narcissistic pathology is seen in such sociocultur- 
al phenomena as politics, cults, primitive character disorders 
in children and adolescents, and alienation. In brief, it is as if 
man has passed into an ''age of narcissism’’ because 


in the entire matrix of men's everyday activities few is- 
sues are and will remain as fateful as the ascendencies 
and qualities of narcissism in continuing but historically 
differentiated shaping of selves in the process of social 
and cultura! change. If truth be told, we would have to 
say that narcissism, has been a great deal more than a 
clinical condition over the last decade and a half; it has 
been a popular cult and a ruling fashion. 


Within this broader concept of narcissism, seen as self-orien- 
tation and gratification in a social context, the libidinal con- 
cept of narcissism is largely rejected; most of the authors 
follow a neo-Freudian, more descriptive view of narcissism. 
This collection of papers has difficulty in reaching the im- 
plied goals of the initial chapter; in fact, the clinicaPconcept 
most widely accepted under the rubric of narcissism, the 
narcissistic character, is nowhere clearly described. On the . 
whole, the presentation lacks the scope of clinical orienta! | 
tion of interest to most psychiatrists and- becorhes lost in di— 
verse speculative articles on such subjects as “René Des-. 
cartes and the Dream of Reason, "Narcisgism and the, V 


a ' .— 76S 
` i AS 


1 


? 


¥ 


he cma EOS j 
Am J Psychiatry 135:6, June 978 * 





. 
è i 
* Defiance of Time," “The Mathematician as a Healthy consider Ernest Hemingway a better candidate). If adopted; g 
.  Narcissist,”’ and “The Existential Therapy of Alienated Per- this interesting idea would significantly modify"rgery long 
sons.” This work makes for interesting perusal on a number tradition about hysteria and would require extengfe TE WE: crt. 
of provocative subjects but leads one to seek more valid ot- ing of diagnostic criteria. l ° 
servations concerned with the narcissistic phenomena them- Aubrey Metcalf's chapter on childhood aspggts of t hys- 
selves. One can only took forward to the DSM-III operation- terical personality, after a rather PNEU de nd over- 
al criteria for the description and diagnosis of the narcissistic general section on character formation in gene»al, contains a, 
Sees disorder, in which some clarification of many of valuable and perceptive discussion of the family con- 
thede issues may be reached, particularly in terms of their —— stellations predisposing to the adult development of hys- 
immediate clinical significance. terical personality characteristics. These formulations are 
" s based on the rather sparse literature on the subject and on 
GARFIELD TOURNEY, M.D. Metcalf's own observations and theoretical judgments rather 
T Detroit, Mich. than on objective or controlled studies, which are lacking in 


this as in many areas of psychiatry. 
The two treatment chapters are well worth perusal by both 
Hysterical Personality, edited by Mardi J. Horowitz, M.D. neophyte and experienced psychotherapists. These chapters 
New York. N.Y., Jason Aronson, 1977, 424 pp., $17.50. provide guidance in the endeavor to bring about significant 
change in patients manifesting the exasperating but common 
This book purports to provide a definitive treatment of its clinical condition of hysterical personality. However, it 
subject. It consists of chapters on the history of hysteria (by should be pointed out that, as both Allen and Horowitz ac- + 


Ilza Veith}, on developmental and social theories of hysteria knowledge, their treatment proposals are based on the 

(by Kay Blacker and Joe Tupin), on epidemiology of hys- healthier (phallic) hysterical personalities rather than on the, | 

terical phenomena and psychosocial theory (by Lydia Temo- more disturbed (and more numerous) individuals given tke 

shok and C. Clifford Attkinson), on childhood aspects (by label of oral (or so-called ‘‘good’’) hysterics. 

Aubrey Metcalf), and on treatment issues (one by David Al- Allen's chapter deals with its subject in general terms but 

len, the other by Mardi Horowitz). | uses clinical vignettes. He puts together in a perceptive fash- 
Not surprising in a book dealing with a subject so en- ion many of the insights that have been accumulated rather e . 


crusted with layers of meaning as hysteria (which has a painfully by therapists attempting to deal with the hysterical 
4,000-year history), Hysterical Personality suffers from personality disorder. I particularly liked the distinctions ke * 


some definitional confusion. It never quite makes up its mind makes between the problems of dealing with obsessional and 
as to whether the hysterical personality is a separate condi- hysterical individuals, summarized by the statement that it is 
tion or is part of a larger entity, *hysteria," with both pe-- necessary to teach the hysteric to think and the obsessional 
sonality and symptomatic manifestations. Although Horo- to feel. 
witz’ preliminary statement defining the hysterical personal- The long chapter by Mardi Horowitz focusing on a singie 
ity in phenomenological terms is certainly adequate, it is case is meticulously organized and closely reasoned. It re- 
honored more in the breach than in the observance in tke quires and will repay careful reading. Although his formula- 
other chapters. The general psychoanalytic orientation of tions and treatment techniques are contained within a psv- 
the book provides a shared point of view for the authors but choanalytic framework, Horowitz also pays welcome atten- 
is also responsible for a somewhat parochial quality and a tion to the need with these patients to supplement the 
relative neglect of nonpsychoanalytic contributions. traditional approach by an emphasis on new learning proce- 
Like many multiauthored books, this one unfortunately dures. He lays considerable stress on the arduous but re- 
contains a significant degree of overlapping of material, par- warding task of persistently correcting their faulty informa- 
ticularly in the Blacker-Tupin and the Temoshok-Attkinscn : tional processing and cognitive malfunctioning. All in all, - 
chapters. More vigorous editorial scrutiny would have pre- this is a model chapter, an example of psychoanalytic think- * 
vented such unnecessary repetitions as the mention and dis- ing at its disciplined best. 
cussion of the case of Anna O. in four separate chapters. The 
book is too long—certain sections could have been eliminat- PAUL CHODOFF, M.D. 
ed—and, finally, the publisher is to be faulted for the undu. y Washington, D.C. 


large number of typographical misprints. 
Despite these caveats, Hysterical Personality can be rec- 


ommended. It is a serious and thoughtful treatment of a sub- Case Studies in Medical Ethics, by Robert M. Veatch. Cam- 
ject of considerable importance to psychiatrists primari.y bridge, Mass., Harvard University Press, 1977, 413 pp., 
concerned with the psychotherapeutic aspects of their pro- $14.00. ° 
fession. It is generally well written, it includes a great deal of 
information and some relatively new ideas, and proper atten- Medical ethics, as discussed in this fine book, is not medi- 
tion is given to treatment issues. cal etiquette, such as advertising, fee-splitting, the consul- 
Possibly its most innovative idea is that put forward by tant's role, and so forth. Rather, it is the really important 
Blacker and Tupin as they elaborate on my suggestion that things—how a physician carries out his responsibilities to his 


the hysterigal personality can profitably be conceptualized patients and often to the larger society. The author is an ethi- 
as a cfricature of femininity. They suggest that the same cist and Senior Associate at the Institute of Society, Ethics, NN 







* conceptualization can be applied to both sexes and that bz- and the Life Sciences in Hastings-on-Hudson, New, York. 
havior can be considered hysterical to the extent that it coa- In the proper role of the ethicist, Dr. Veatch helps us a$ 

^ ‘forms either to a feminine or a masculine sexual caricature, the right questions so that we as physicians, in concert, wit 
—thus providing for pseudomasculine as well as pseudo- our patients, can determine the morally right thing'to do. 'H 


_ feminine forms. They put forth the Don Juan figure as a pro- asks five basic questions: 1) What makes right acts right? : 
totype of tbe pseudomasculine hysteric (although I would (“To say that abortion prior to twenty-four weeks is right 
766 ; 1 : d : t4 
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ma} be to say that it is moral or only that it is legal.’’) 2) To their contributions, Roy survevs the historical, soctological, 
x° '" whoM-ieenoral duty owed? (If all cannot be treated, whom 


< a. do we Noose? What is our duty to the fetus or the terminally 





iH? TheiX may be conflict between our duty to a patient and 
to Society 3) What kinds of acts are right? (If the con- 
sequences a , Was the act right? Or, are acts inher- 
ently rightqr wrong, irrespective of the consequences? Is it 
right to deceive a patient for his or her benefit or are informed 
consent and telling the truth higher moral principles?) 4) 
How do rules apply to specific situations? (Can we deter- 
mine unerringly what is right if we follow the rules, or even 
the laws? Or, must we take each situation as unique? One 
extreme leads to rigidity and totalitarianism; the other ex- 
treme leads to paralysis or anarchism.) 5) What ought to be 
done in specific cases? (Not only must the ethical issues be 
defined, but the physician must draw on his or her biological 
knowledge of the case, the religious consequences to the pa- 
tient, and the psychological impact of the act on which he or 
she finally decides.) 

Having provided the questions, the author then describes 
112 cases for scrutiny. These are organized under the follow- 
ing headings: duty to the patient and society; health care de- 
livery; confidentiality; telling the truth; abortion, steriliza- 
tion, and contraception; genetics, birth, and the biological 
revclution; transplantation, hemodialysis, and the allocation 
of scarce resources; psychiatry and the control of human be- 
havior; experimentation on human beings; consent and the 


_ tight to refuse treatment; and death and dying. 


One of the most attractive qualities of this book is that, 
true to his role as an ethicist, the author does not give us the 
answers, just the questions. After some case presentations, 
he presents contrasting viewpoints of others, but he never 
closes the issue. Obviously, Dr. Veatch, for all his wisdom, 
could not “‘know all the right answers,” nor can we. Many of 
the cases present moral dilemmas that have so far defied so- 
lution and may continue to do so. 

In reviewing this book, I am expressing the bias I devel- 
oped over the past five years as chairperson of the APA Eth- 
ics Committee. We have struggled over rules, procedures, 
and etiquette, perhaps because the really important matters 
of ethics were more difficult (1). However, the greatest prob- 
lems facing medicine and psychiatry today are not those of 
science and technique but those of moral principles and the 
renegotiation of our contract with society. Thus, this book is 
a valuable tool for our own education and the education of 
our students. 
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Battered Women: A Psychosociological Study of Domestic Vio- 
lence, edited by Maria Roy. New York, N.Y., Van Nostrand 
Reinhold Co. (Litton Educational Publishing), 1977, 329 pp., 
$18.95, 


If one is not consciously aware of the scope of the prob- 
léms of Wife beating before reading Maria Roy's book, he or 
she certainly will be after reading it. Through her choice of 

6 authors and with an extensive bibliography after each of 
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psychological, and legal aspects of this tragic reality. In her 
own contribution to the anthclogy from her experience as 
the founder and executive director of Abused Women's Aid 
in Crisis, Inc. (AWAIC), the first comprehensive service 
program for battered women im New York State, she. suc- 
cessfully conveys her sense of urgency and her determina- 
tion that something must be done. 

Throughout the references from pre-Biblical times, the 
story of Adam and Eve, Greek mythology, and the political 
history of several nations one sees very clearly the chage in 
society's attitude from regardirg women as ''sovereign in re- 
ligious and in all matters’’ (the ancient idea of mother-god- 
dess) to an acceptance of patriarchal dominance. Because of 
this dominance and the psychological needs of men to main- 
tain that status, women were Kept in their ‘‘rightful place.” 
And because the laws of the land were made by men and 
women deferred to these men, neither was consciously 
aware of the unequal, inhumane consideration of women. 

Even though the evolution of the battered wife syndrome 
becomes apparent through the pages of this book, it is also 
apparent that much is unknown about the cause and the 
scope of the problem. One gets a sense of urgency that some- 
thing must be done, but the need for sociological change 
gives one a futile feeling. However, Maria Roy is able to 
address some specific tasks that can be accomplished. These 
range from case finding through schools, hospital emergency 
rooms, social agencies, lawyers, the police, and the court 
system. She emphasizes raising the conscious awareness of 
everyone connected with the problem. 

As with most books that are a collection of articles, there 
is a fair amount of repetition in Battered Women. However, 
repetition helps to reemphasize the salient features of the 
problem. One area not adequately covered, to my dismay, is 
the need to educate today's children who are tomorrow's 
battered and battering parents and spouses. The schools 
have not continued the momentum started about five years 
ago in providing comprehensive health education, which 
would include courses on the psychological needs and inter- 
actions of humans. Roy could have put as much emphasis on 
this mode of prevention as she did on the treatment of bat- 
tered women. 

As a psychiatrist, I became painfully aware of how much 
more we need to contribute to the basic understanding of this 
syndrome, how much of what we already know needs to find 
its way into books like this, and how much more we need to 
do in taking an active role in the treatment and prevention of 
such abuse. The author successfully conveyed this message 
to me. I anticipate that she will do so to everyone else who 
reads this book. 


MARY ANN Bartusis, M.D. 
Morrisville, Pa. 


Helping Troubled Children, by Michael Rutter. New York, 
N.Y., Plenum Press, 1976, 368 pp., $17.50. 


Dr. Rutter, a British child psychiatrist, is quite gbviously 
knowledgeable and well read in his field. He has worked asa , 
member of the mental health team for some time; and this 
shows in his writing. NS 

The book begins with a chapter on ‘‘Understanding Chái- 
dren's Problems,’’ moves on to ''Child Development? and ^ 
then to "'Individual Differences.” Dr. Rutter then deals with. 
"Families" and "Communities, Schools and Peer Groups." « 
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His other chapters are ‘‘Emotional Disorders," ''Aggres- 
sion, Overactivity and Delinquency,” ‘‘Underachievement, 
Learning Inhibitions and Other Problems," and, finally, 
"Methods of Treatment and Their Effects." 

I would agree with Stella Chess, who wrote the foreword, 
in 3 positive evaluation of,the book. As she mentions and as 
is obvious in the book, Dr. Rutter presents all reasonable 

jewpoints. Throughout the book he questions various re- 
search methods that have been used in child psychiatry, and 
he is quite correct in doing so. He is neither for nor against 
anytspecific method of approaching child psychiatry, but he 
points out the deficiencies in each one. 

The book is filled with case vignettes that are concise and 
to the point. The author covers a wide variety of subjects, 
including physical and emotional development of the child, 
the family in which the child lives, the child's community, 
and his or her school. Dr. Rutter points out many fallacies in 
theories long thought to have been prcven. 

The chapter on various types of therapy is particularly ir- 
clusive in that it covers everything from psychoanalysis to 
family therapy to behavioral therapy. Dr. Rutter is well ac- 
quainted with the literature and studies done not only in Eng- 
land and the United States but throughout the world. The 
more one reads, the more one is impressed and intrigued 
with his ideas and proposals. 

I recommend this volume not only as good reading fcr 
mental health professionals but as a valuable source for 
those in general medicine and nonprofessionals involved in 
the care of children. 


STUART M. FiNCH, M.D. 
Tucson, Ariz. 


- Psychobabble: Fast Talk and Quick Cure in the Era of Feel- 


ing, by R.D. Rosen. New York, N.Y., Atheneum, 1977, 233 
pp., $8.95. 

R.D. Rosen is a professional writer; '*psychobabble" is 
his term for the jargon that has emerged from many currert 
therapies. He sees this psychological patter as ‘‘institution- 
alized garrulousness . . . spoken by magazine editors, man- 
agement consultants, sandal makers, tool and die workers, 
chiefs of state, Ph.D.s in clinical psychology and just about 
everyone else.” He goes on: 


Their jargon seems . . . to free-float in an all-purpose 
linguistic atmosphere, a set of repetitive verbal formal- 
ities that kills off the very spontaneity, candor, and un- 
derstancing it pretends to promote. It's an idiom that 
reduces psychological insight to a collection of stan- 
dardizec observations, that provides a frozen lexicon to 
deal with an infinite variety of problems. 


For example, ''uptight? describes someone ‘‘experiencing 
anything from mild uneasiness to a clinical depression. .. . 
One is no longer fearful; one is paranoid." Rosen says that 


- psychobatble *'does not refer simply to certain modes of ex- 


pression, byt to a social mood as well—a verba] anxiety, a 
certain™sort of disposition to talk about oneself, a way cf 
thinking.” 

,Among the help measures in vogue and discussed by Ro- 


"gen are Sensitivity, Inc., est, cocounseling, computer thera- 


—y, rebirthifg, and primal therapy. Rosen addresses himself 


0007 


not only to the therapeutic techniques and programs but of- 
ten, sharply and cuftingly to their advocates. He describes 
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one as ‘“‘a psychobabble cottage industry unto himself: 
other ‘‘sold cars in the 1950s, but even then . taf iei. 7l 
ested in a more grandiose future, a master pla 
finds among adherents to many of the current th 
"their words don't belong to them so much as je the effrrent 
guru of choice or best-selling self-help irs as jf they've 
rented their insights for the occasion. P3 

Apart from the accuracy of Rosen's observations, his bias, ' 
which he admits, is apparent: 


Psychobabble signifies not just the mass caricaturing 
of insights, but something deeper: the manipulation of 
language in order to mask the ways that the unconscious 
often manipulates us through language. . . . A virtue of 
Freudian theory, for all its shortcomings as practiced in 
America, is that it points out the extraordinary ordi- 
nariness of psychic processes: the structure of our un- 
conscious mental life is preserved in the structure of our | 
natural verbal behavior. Freudianism insists that the 
monologue which achieves a measure of spontaneity is 
the best evidence we have for determining what has 
gone wrong with us. 


Rosen feels that ‘‘psychobabble represents the rejection of 
narration in favor of psychological ad copy.’’ He says that 
“the concern is less the treaty than the shape of the negoti- 
ating table. True psychobabble has all the intimacy of two 
PDP-8 computer terminals conversing in an Artificial In; 


rd 
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apies tA. 
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telligence lab, and all in the name of interpersonal rela- * 


tions.” He sees a ''subtle totalitarianism’’ at work and says 
that “therapeutic benefits are received at the cost of relin- 
quishing one's ability to develop more independent judg- 
ments about oneself.” In fairness, he also acknowledges that 
"traditional psychoanalytic terms and concepts have been 
absorbed into the mainstream in ways that make them seem 
every bit as authoritarian as the newest cliché, and even 
more so considering their venerable status.” 

The title of this book might convey to some readers the 
impression that the content is trivial and the discussion light- 
hearted. Its substance is, in fact, serious. The book is well 
written, easy to read, and informative. There is an opportu- 
nity here to learn something about therapies that one might 


not have encountered more directly. The book ends with a . 


selected bibliography, but an index, which could be useful, is 
not included. I recommend this volume for readers who 
would like to view ‘‘psychobabble’’ in greater detail for 
pleasure and enlightenment. 


JEROME M. ScHNECK, M.D. 
New York, N.Y. 


Borderline Personality Disorders: The Concept, the Syn- 
drome, the Patient, edited by Peter Hartocollis, M.D., Ph.D. 
New York, N.Y., International Universities Press, 1977, 517 
pp., $22.50. 


During the course of the past 15 years a small group of 
psychodynamically oriented psychiatrists have accom- 
plished the extraordinary task of defining and elucidating 
(against considerable resistance in both descriptive and psy- 


\ 


choanalytic circles) a new concept of psychopathology—thex, . “ 


borderline personality disorder. Although the term “‘barder- 
line” had been used earlier, it was only on isolated bccasión 
and often with restricted reference to what might more accu- 
rately be seen as latent or borderline schizophrenic illness. 


s’ . 
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CerXrast that state of affairs with the current proliferation of 
articles erf! books on the borderline personality. Grinker, 


l au pd Masterson, Chessick, and Wohlberg have all con- 
k- o e 


i. 


uted 6ne or more volumes on the borderline patient. The 
importanceagf the concept of a borderline state, personality 
disordeg, a Nenad 1s indicated not only by the growing 
number of books and articles but by the popularity with 
which they are received within the psychiatric community. 
Dynamically oriented psychiatrists know from experience 
that there is a group of patients seen in both inpatient and 
outpatient settings who, because of the particular nature of 
their pathology, often require more time, energy, and worry 
and who generate more disturbing countertransference reac- 
tions than either neurotic or frankly psychotic patients. 
This text on borderline personality disorders might at first 
appear to be a burdensome additional reading task for the 
alreedy overworked psychiatric clinician. Keeping up with 
.the major contributors in this area of study has been no easy 
task. Therefore, I was pleasantly surprised to find that this 
volume brings together many of the contributors who have 
helped define the borderline concept. The book is the out- 
growth of the International Conference on Borderline Dis- 
orders held in Topeka in March 1976. Dr. Hartocollis has 
carefully organized the conference papers into five different 
sections: The Concept, Explanatory Formulations, Empiri- 
cal Studies, Treatment Approaches, and The Patient. To 
each of these sections he adds introductory remarks that are 


. clear and helpful and always manage to give an integrating 


^ 
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tone to contributions that are at times sharply competitive or 
antagonistic to each other. In fact, one of the major strengths 
of this volume is its ability to bring together clinicians and 
researchers with differing opinions in such a way that the 
reader can begin to appreciate some common themes despite 
different theoretical approaches. 

In the section on explanatory formulations the contribu- 
tions by Rinsley, Mahler, and Kernberg are all com- 
plementary. Basically these authors agree that the develop- 
ment of future borderline individuals has been inadequate in 
relationship to the early mother-child relationship, which is 
characterized by Mahler as not permitting adequate separa- 
tion-individualization, particularly in the rapprochement 
phase of this process. Mahler and Kaplan present two de- 
tailed cases illustrating pathological early parent-child inter- 
actions and the impact on substage differentiation through 
early adolescence. Unfortunately, even these detailed case 
presentations fail to explain many of the difficulties that bor- 
derline patients experience in both life and psychotherapy. 
Furthermore, failures of separation-individualization are of- 
ten found in neurotic patients, so the specific connection be- 
tween this kind of separation difficulty and later borderline 
pathology cannot be substantiated. 

Kernberg's article on the structural diagnosis of borderline 
personality organization is one of his two contributions to 
this volume. Kernberg's thinking is not always fully acces- 
sible because of the density of psychoanalytic jargon 
coupled with relatively sparse clinical examples. However, 
his systematic presentation of his concept of assessment in- 


_ terviews that enable the clinician to identify structural weak-. 


nesses in the patient's personality organization should serve 
as a useful model for broadening approaches to the diagnosis 
dius xia disorders. Kernberg's approach contrasts with 
the efforts of both Grinker and Gunderson to outline a de- 
scripiive phenomenological approach to the diagnosis of bor- 
dede Personality. 

The controversy and frank disagreements between various 
gontributors in this book, although potentially somewhat 
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confusing, are basically positive if viewed in terms of the 
need for contrasting approaches to a relatively new concep- 
tual area in psychiatry. The section of the book on treatment 
begins with Kernberg’s article on structural change and its 
impediments and outlines quite clearly his major treatment 
hypotheses for the psychoanalytic psychotherapy of border- 
line personality organization. What Kernberg calls ‘‘pre- 
dominant transference paradigms” is at the core of his tre 
ment approach. He is exquisitely sensitive to the central role 
of aggression and dysphoric aifect in the emotional life of 
borderline patients. That these are important but dangerous 
aspects in the transference and must be dealt with by inter- 
pretation 1s central to his treatment strategy. 

Donald Klein’s article on psychopharmacological treat- 
ment of borderline patients ts singularly at odds with the oth- 
er contributions in this volume. Klein is deeply dissatisfied 
with psychodynamic formulations regarding borderline pa- 
tients. He finds hypotheses regarding the ego state of these 
patients unsatisfactory and concentrates instead on the com- 
ponent of the iliness that is like affective disorder. Despite 
the intensity of conflict between Klein and the other contrib- 
utors to this volume, the inclusion of his paper is a definite 
asset to the book. It appears that Klein’s pharmacological 
treatment has been successiul with certain borderline pa- 
tients after psychotherapeutic approaches have failed. What 
he has to say in this chapter may offer clinicians who are 
unable to turn the corner in psvchotherapy with difficult bor- 
derline patients a series of medication interventions that may 
be specifically selected for a variety of subtypes of border- 
line patients. The use of medication and a structured, posi- 
tive relationship may protect against the development of un- 
workable psychotic transferences. Unfortunately, Klein en- 
tirely ignores the concept of transference in the treatment of 
borderline patients. His antipsychotherapy stance would de- 
prive severely borderline patients of the help that insight 
might give them. 

Two areas of concern about this collection are worth men- 
tioning briefly. First, there is some tendency to continue the 
confusion between borderline psychotic states (latent or 
marked schizophrenia, ‘‘pseudo-neurotic schizophrenia’’) 
and ‘‘true borderline patients," whose infantile life exists 
without a strong enough defensive ego structure of adequate 
observing ego. Second, the major contributors are exces- 
sively dependen: on specific psychoanalytic formulations to 
explain the origins and current dynamics of borderline pa- 
tients. None of them acknowledges the fact that borderline 
patients are particularly disruptive to a structured explora- 
tion of their unzonscious and dynamic past. The chaotic 
transference cannot be taken as a measure of early object 
relations because it often has conscious or unconscious ma- 
nipulative aims in the present. These formulations seem bet- 
ter suited to describing the regressive state, which is induced 
by an unstructured transference-oriented psychotherapy, 
than to explaining its origin. None of the dynamic formula- 
tions meets the criteria for specificity because neurotic pa- 
tients often have experienced similar early life traumas and 
experiences. 

Overall, this volume has much to offer psychiatric clini- 
cians who have been following the developmentgin the diag- 
nosis, treatment, and theoretical understanding of borderline 


patients. Space limitations preclude summarizing the many ` 
excellent contributions, which cover a broad range ot topics, - 


including behavior, group, day hospital, and family treat- 


ments of borderline patients. It is a particularly useful bodR™ 
for those who have not paid a great ded] of attention to devel- , : 
opments in this area and want to cafch’yp with some of the , 
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* major trends in current thinking on this subject. Although 
many of the articles represent small additións to what their 

. authors have writter previously, their collection in a single 

J volume is a great practical aid. Furthermore, much that is 

included here is presented in a clear and stimulating form. 


~~ 


Interpersonal Approach to Psychoanalysis: Contemporary 
View of Harry Stack Sullivan, by Gerard Chrzanowski. New 
York,*N.Y., Gardner Press (Halsted Press, John Wiley & 
Sons, distributor), 1977, 240 pp.. $16.95. 


HENRY J. FRIEDMAN, M.D. 
Boston, Mass. 


This book provides an excellent summary of Harry Stack 
Sullivan's approach to the theory and practice of psychiatry. 
The author feels that, next to Freud, Sullivan has made the 
most significant contributions to the field of psychology. Dr. 
Chrzanowski compares and contrasts Sullivan's views point 
by point with the classical views of Freud and concludes that 
the Sullivanian approach is an improvement over classical 
Freudian psychoanalysis. In general, he presents Freud's 
views correctly and clearly. His comparison is made pre- 
dominantly at an abstract theoretical level, and few clinical 
data are provided to support the author's preference for the 
Sullivanian model and terminology. Dr. Chrzanowski feels 
that Sullivan's emphasis on intrapersonal as opposed to in- 
trapsychic processes has provided a powerful stimulus for 
psychiatric research and practice. He feels that Sullivan's 
rejection of individual uniqueness as a viable area for psy- 
chotherapeutic investigation has been the foundation for 
genuine clinical progress. 

sullivan's use of terms is explained in the book. For ex- 
ample, parataxic diszortions are differentiated from transfer- 
ence reactions: parataxic distortions arise from all develop- 
mental phases, whereas transference rezctions originate on- 
ly from childhood and infancy. The author explains that 
Sullivan saw anxiety as the most powerful barrier to mean- 
ingful integration rather than as the motive for ego defense 
mechanisms and integration. He devotes an entire chapter to 
defining Sullivan's use of the terms ''self" and “‘self-sys- 
tem." 

Contrary to Freud, Sullivan felt that outright sexual needs 
do not occur until puberty. Sullivan felt the most important 
area of man's psyche relates to interpersonal situations 
rather than to an intrapsychic unconscious. He felt, further, 
that the part of the personality that is totally hidden from 
consciousness has little or no significance in human relation- 
ships. Sullivanians feel that Freud's constructs of primary 
and secondary process have not been helpful and that his 
prescribed form of dream work and his idea of psychic 
energies have stood in the way of progress. Sullivan did not 
find the classical structural model of ego, super ego, and id 
useful. . 

Chrzanowski points out that Sullivan rejected Freud's 
idea of strict psychic determinism and with it the idea that 
people tend to repeat in transference reactions earlier memo- 
ries, feelings, drives, attitudes, fantasies, and defenses. Be- 
cause Suntan rejected the concept of transference, he dis- 

‘couraged the development of a transference neurosis in in- 
terpersonal practice. He did not foster regression; instead, 
” he dealt with current aspects of the patient's interpersonal 
-siscommunications. misunderstandings, and other apparent 
. distortions. Sullivan pyéferred the word ‘‘parataxis’’ to the 
. word "transference' because he felt that he was dealing 
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with a present-day transactional field that he did not con der. 
to be significantly influenced by past experiences 


Pon 


In the area of technique, the author points out that — 


van did not deem free association and interpretation to 
the decisive and' ultimate tools of psychoanalytic ps¥tho- 
therapy. Transference neurosis is dispensed asa useful 
clinical tool; therefore, there is no need for thesherapist to 
maintain a neutral position in order to permit and foster such 
a transference. The Sullivanian therapist does not attempt to 
maintain his or her neutrality, as does the classical analyst, 
because he or she is more intent on creating and working on 
the interpersonal relationship with the patient as a partici- 
pant observer. Sullivan felt that neutrality is uncesirable be- 
cause it prevents the therapist from displaying a therapeutic- 
ally important “‘caring’’ attitude toward the patient. 


Along with the important Freudian concepts of transfer- . 


ence and transference neurosis, Sullivan also dispensed with 


the genetic point of view because he felt that the genesis of. 


intrapsychic malfunctioning had little to do with immature 
strivings, early experiences, and reactions to these early ex- 
periences. He felt that to be helpful to a patient one should 
not feel compelled to find answers on the basis of obscure 
past events. Thus the book demonstrates that Sullivan dis- 
pensed with many of Freud's most useful clinical and theo- 
retical contributions, which are accepted and used by most 
psychotherapists today. 


FELIX F. LosB, JR., M.D. 
La Jolla, Calif. 


Behind the Wall of Respect: Community Experiments in Her- 
oin Addiction Control, by Patrick H. Hughes, M.D. Chicago, 
Ill., University of Chicago Press, 1977, 151 pp., $10.95. 


In a well-written narrative style, this book presents the 
experience of the Illinois Drug Abuse Program's attempt to 
control the spread of heroin abuse in six areas of Chicago. 
The book is uncomplicated by technical Jargon in its descrip- 
tion of the application of epidemiological methods to the 
control of drug abuse. Although it is clear that the author has 
reviewed, read, and understood a variety of contributions 
from social scientists, psychologists, social workers, and 
epidemiologists, he tends to stick to basic information and 
eschew grand theories. Nowhere in the book do | find the 
author attempting to equate the increase in drug abuse with 
Watergate, Viet Nam, or the general decline of family life. 

The real strength of this book lies in its clarity of style and 
its lack of overborne claims, exaggerations, or grand 
schemes. Hughes does not claim that there is any simple, 
easy, inexpensive way to control a drug abuse epidemic. He 
demonstrates that with hard work, using traditional epidemi- 
ological case-finding methods and key informants, most cas- 
es of heroin addiction arising out of key copping areas can be 
identified. The hypothesis of the book is that such identifica- 
tion permits rapid intervention and treatment of cases, thus 
preventing the spread of heroin to new users. This technique 
Is not unlike that used in venereal disease and the control of 


. tuberculosis. 


For additional, more technical information the author pro- 
vides 20 pages of notes and references. This allows him «to 
use a simple narrative style and to make conclusions that - 
might be questioned by others in the main narrative of the 
book. One cannot fault the author on his statements becysise 
there is adequate documentation in the section of notes. The 
criticism most likely to be leveled at this book is that it is tog 
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it is too simple, and it is too easy to read. It is for just 
roh reasdhs that I would recommend that it be part of the 
pe of any drug abuse treatment program, since it pre- 
ents a rather basic picture of drug abuse control in a short, 
"ducit fashi | suspect that the book is more likely to be 
read thag so onger, more technical books. In addition, 
since it pr?wents a more realistic picture of the hard work 
involved in drug abuse control, particularly in the measure- 
ment of outcome, | hope that this book will lead to more 
realistic appraisal of other programs. 


PETER L. PUTNAM, M.D. 
Washington, D.C. 


A Structural Theory of the Emotions. Psychological Issues 
Monograph 40, by Joseph De Rivera. New York, N.Y., Inter- 
Aational Universities Press, 1977, 169 pp., $12.50. 


This short but thoughtful book on human emotion should 
be of interest for all who work with disorders of emotion, 
although it has obviously been written for a much more spe- 
‘cialized audience: those concerned with the subject of emo- 
tion in a more abstract sense. The author, a psychologist at 
Clark University, offers his analysis of the subjective experi- 
ence of normal human emotion and proposes a “‘structural 
theory'' to account for some of the qualities peculiar to these 
states. His approach would unite under a single system (or 
"structure" ) what appear at first blush to be qualitatively 
quite different kinds of feeling-states. It is the function of this 
hypothetical system, he argues, to describe the relation that 
exists at any moment between a person and others-in-the- 
world. 

De Rivera holds that what is felt as an emotion represents 


a bodily readout of some newly arrived and imperative need. 


for a transformation to deal with some change that has oc- 
curred in one's relation to the world. This situation differs 
fundamentally from reactions made to events affecting our 
interests that give rise to voluntary (or ‘‘willed’’) behavior. 
He states that the emotions occur when an activity cannot be 
initiated by the self but is nonetheless demanded by the 
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world, which abruptly confrents the person with seme 
change directly affecting his or her interests (such as signs of 
success, failure, or the presence of danger). 

I readily admit that a certain queasiness of the spirit often 
afflicts me while reading phenomenological analyses of com- 
plex states of human consciousness. I suppose this, has 
something to do with their usual air of unreality and word- 


iness. However, 1 was not so affected while reading th 


book. The author is very clear about his ideas and presénts 
them in as lucid and straightforward a manner as is possible 
given the complexity of the subject matter itself. To agrae or 
disagree with a theoretical position is, of course, a quite dif- 
ferent matter; first of all one must know exactly whBt the 
position is. No reasonablv careful reader is likely to mistake 
the ideas put forward here, and the reader can reach an inde- 
pendent judgment about the explanatory value of De Ri- 
vera's formulation in a way that is mercifully unencumbered 
by cloudiness or incertitude about the nature of his argu- 
ment. 

I believe that this provocative essay belongs on the 
shelves of every serious psychiatric library, and it would add 
strength to any private reader's small trove of guides that 
help light the way through some rather difficult terrain on the 
subject of emotion. It is not a book for the hurried practition- 
er. However, it would make an excellent starting point for 
any discussion of emotion in an advanced seminar in psychi- 
atry or in a study group attempting to gain a clearer under- 
standing of that universal but baffling ingredient of all impor- 
tant human experience, emotion. 

The appendix contains useful material bearing on thé for- 
mal similarities among theories of emotion promulgated by 
earlier writers (McDougall and Cannon, for example). The 
author also provides a detailed account of his empirical at- 
tempt to assign appropriate names to the experience of emo- 
tion, the better to undertake a formal test of his structural 


' theory, as described in the text. The preface, contributed by 


Hartvig Dahl, M.D., provides an introductory essay titled 
"Considerations for a Theory of Emotions.” 


H. E. KiNG, PH.D. 
Lexington, Va. 
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Behavioral Approaches to Weight Control, by Edward E. 


Abramson. New York, N.Y., Springer Publishing Co., 1978, 
175 pp., $12.95. 


Applied Research: Impact on Decision Making, by Daniel J. 
Anderson, Ph.D., Sister Mary Leo Kammeier, Ph.D., and 
Helen L. Holmes, Ph.D. Center City, Minn., Hazelden, 
1978, 31 pp., $3.95. 


.Models of Madness, by Erica M. Bates, Ph.D. Lawrence, 


Mass., University of Queensland Press, 1978, 175 pages. 
$16.25. 


Emergency Psychotherapy and Brief Psychotherapy, 2nd ed., 
by Leopold Bellak, M.D., and Leonard Small, Ph.D. New 
York, N.Y., Grune & Stratton (Harcourt Brace Jovanovich), 
1978, 274 pp., $18.50. 


Second Thoughts: Selected Papers on Psycho-Analysis, by 
W.R. Bion, D.S.O., B.A. New York, N.Y., Jason Aronson, 
1967, 166 pp., no price listed. | 


Abnormal Psychology: An Experimental Clinical Approach, 
2nd ed., by Gerald C. Davison and John M. Neale. New 
York, N.Y., John Wiley & Sons, 1978, 658 pp., $15.95. 


Trilingual Psychological Dictionary, edited by the Inter- 
national Union of Psychological Science, Hubert C.H. Duij- 
er, and Maria J. van Rijswijk. New York, N.Y., Masson, 
1975, 355 pp., no price listed (3 volumes, one in English, one 
in French, and one in German). 


Crisis Intervention as Psychotherapy, by Charles Patrick Ew- 
ing. New York, N.Y., Oxford University Press, 1978, 125 pp., 
$7.95; $3.50 (paper). 


Drinking: Alcohol in American Society—Issues and Current 
Research, edited by John A. Ewing, M.D., and Beatrice A. 
Rouse. M.Ed. Chicago, lll., Nelson-Hall, 1978, 432 pp., 
$19.95; $8.95 (paper). 


Civil Commitment and Social Control, by Martin L. Forst. ' 


Lexington, Mass., Lexington Books (D.C. Heath & Co.), 


* 1978, 171 pp., $16.00. 


The}dlushan Dimension in Psychoanalytic Practice, edited by 


. Keüneth A. Frank, Ph.D. New York, N.Y., Grune & Strat- 
DD ^ 


* 


ten (Harcourt Brace Jovanovich), 1977, 202 pp., $14.75. 
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El Doctor Lafora y Su Epoca, by Luis Valenciano Gaya. Ma- 
drid, Spain, Ediciones Morata, S.A., 1977, 226 pp., no price 
listed. 


Professional Responsibilities and Peer Review in Psychiatry, 
edited by Robert W. Gibson, M.D. Washington, D.C., 
American Psychiatric Association, 1978, 29 pp., $1.00 (pa- 


per). 


Education for Clinical Social Work, edited by Mary L. 
Gottesfeld, M.S.S., and Helen Pinkus, D.S.W. New York, 
N.Y., Human Sciences Press, 1977, 366 pp., $9.95. 


Changing Approaches to the Psychotherapies, edited by Hen- 
ry H. Grayson, Ph.D., and Clemens Loew, Ph.D. New York, 
N.Y., Spectrum Publications (Halsted Press, John Wiley & 


Sons, distributor), 1978, 33! pp., $25.00. 


The Care and Management of the Sick and Incompetent Physi- 
cian, by Robert C. Green, Jr., M.D., George J. Carroll, 
M.D., and William D. Buxton, M.D., Springjield, Ill., 
Charles C Thomas, 1978, 95 pp., $8.50. 


Psychopolitics, by Milton Greenblatt, M.D. New York, N.Y., 
Grune & Stratton (Harcourt Brace Jovanovich), 1978, 268 
pp., $18.50. 


Epileptics in Prison, by Jon Gunn. London, England, Aca- 
demic Press (Harcourt Brace Jovanovich), 1977, 114 pp., 
$12.75. 


Clinical Uses of Dreams: Jungian Interpretations and Enact- 
ments, by James A. Hall. M.D. New York, N.Y., Grune & 
Stratton (Harcourt Brace Jovanovich), 1977, 350 pp., 
$22.50. 


Two Homes to Live In: A Child's Eye View of Divorce, by 
Barbara Shook Hazen; illustrated by Peggy Luks. New 
York, N.Y., Human Sciences Press, 1978, unnumbered 
pages, $6.95. 


Behavior Therapy in the Psychiatric Setting, edited by Michel 
Hersen, Pa.D., and Alan S. Bellack, Ph.D. Baltimore, Md., 
William & Wilkins Co., 1978, 400 pp., $15.95. A 


Alcoholism Is the Common Denominator: More Evidence (d. 
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* Research on Smoking Behavior. NIDA Research Monograph 
17, edited by Murray E. Jarvik, M.D., Ph.D., Joseph W. 
Cullen, Ph.D., Ellen R. Gritz, Ph.D., Thomas M. Vogt, 
M.D., M.P.H., and Louis Jolyon West, M.D. Rockville, 
Md., Natioral Institute on Drug Abuse. 1977, 377 pp., no 
price listed. | 


~ Behavioral Tolerance: Research and Treatment Implications. 
NIDA Research Monograph 18, edited by Norman A. 
Krasnegor, Ph.D. Rockville, Md., National Institute on 
Drug Abuse, 1978, 148 pp., no price listed. 


The Four Fundamental Concepts of Psycho-Analysis, by 
Jacques Lacan; edited by Jacques-Alain Miller; translated 
by Alan Sheridan. New York, N.Y., W.W. Norton & Co., 
1978, 283 pp., $18.95. 


Parent Education and Elementary Counseling. New Vistas in 
Counseling, Vol. 5, by Jackie Lamb, M.Ed., and Wesley A. 
Lamb, Ph.D. New York, N.Y., Human Sciences Press, 
1978, 151 pp., $9.95. 


Psychotherapie in der Sowjetunion, by Wolf Lauterbach. Mit- 
nich, Germany, Urban & Schwarzenberg, 1978, 178 pp., 24 
Deutsch marks. 


Medical Sociology, 2nd ed., by David Mechanic. New York, 
N.Y., Free Press (: Macmillan Publishing Co.), 1978, 570 pp., 
$15.00. 


Family Medicine: Principles and Applications, edited by Jack 
H. Medalie, M.D., M.P.H. Baltimore, Md., Williams & Wil- 
kins Co., 1978, 350 pp., $15.95. 


A New Life Plan: A Guide for the Divorced Woman, by Lou- 
ise Montague. Garden Ciry, N.Y., Dolphin Books (Double- 
day & Co.), 1978, 241 pp.. $3.95 (paper). 


Alcoholism: A Comparison of Treatment and Advice, with a 
Study of the Inffuence of Marriage. Maudsley Monograph 26, 
by Jim Orford, M.A., Dip.Psych., Ph.D., and Griffith Ed- 
wards, M.A., D.M., D.P.M. Oxford, England, Oxford Uni- 
versity Press, 1978, 167 pp., no price listed. 


Communication and Social Interaction: Clinical and Thera- 
peutic Aspects of Human Behavior, edited by Peter F. Ost- 
wald, M.D. New York, N.Y., Grune & Stratton (Harcourt 
Brace Jovanovich), 1977, 337 pp., $24.50. 


The Alcoholic Marriage: Alternative Perspectives, by Thomas 
J. Paolino, Jr., M.D., and Barbara S. McCrady, Ph.D. Nev 
York, N.Y., Grune & Stratton (Harcourt Brace Jovanovich), 
1977, 200 pp., $14.50. 
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School Stress and Anxiety: Theory, Research, and fag pa 
vention, by Beeman N. Phillips, Ed.D. New York N.Y”, Hu-' ‘ 


man Sciences Press, 1977, 165 pp., $9.95. 

pp., — 
Abnormal Behavior: Perspectives in Conflict, Jnd ed^, re 
Richard H. Price. New York, N.Y., Holt, , Rigghart and Win- 
ston, 1978, 267 pp., no price listed. ” 


Clinical Aspects of the Rapist, edited by Richard T. Rada, 
M.D. New York, N.Y., Grune & Stratton ney Brace 
Jovanovich), 1978, 225 pp., $15.50. 


The Epidemiology of Heroin and Other Narcotics. NIDA Re- * 
search Monograph 16, edited by Joan Dunne Rittenhouse, 
Ph.D. Rockville, Md., National Institute on Drug Abuse, 
1977, 247 pp., no price listed. 


Research on the Mental Health of the Aging, 1960-1976. > 
Rockville, Md., National Institute of Mental Health, Divi- 


. sion of Special Mental Health Programs, Center for Studies , 


of the Mental Health of Aging, 1977, 67 pp., $2.20 (paper). 


Language and Cognition in Schizophrenia, edited by Steven 
Schwartz. Hillsdale, NJ., Lawrence Erlbaum (New York, ' 
N.Y., Halsted Press, John Wiley & Sons, distributor), 1978, 

276 pp., $16.00. 


The Community Training Center: An Educational-Behavior-- 
al-Social Systems Model for Rehabilitating Psychiatric Pa- * . 
tients, by Michael D. Spiegler, Ph.D., and Haig Agigian, 
M.S.W., A.C.S.W. New York, N.Y., BrunneriMazel, 1977, 

363 pp., 515.00. 


Psychological Disorders of Children: A Handbook for Primary 
Care Physicians, by Mark A. Stewart, M.D., and Ann Gath, 
D.M. Baltimore, Md., Williams & Wilkins Co., 1978, 160 
pp., $9.95 (paper). 


Breakdown, by N.S. Sutherland. Briarcliff Manor, N.Y., 
New American Library, 1976, 280 pp., $1.95 (paper). 


Biochemistry of Mental Disorders: New Vistas, edited by Earl 
Usdin and Arnold J. Mandeli. New York, N.Y., Marcel Dek- 
ker, 1978, 268 pp., $29.50. 


The Therapeutic Self: Developing Resonance—Key to Ef- 
fective Relationships, by John G. Watkins, Ph.D. New York, 


 .[N. Y., Human Sciences Press, 1978, 524 pp., $19.95. 


Will You Die for Me?, oy Tex Watson as told to Chaplain 
Ray. Old Tappan, N.J., Fleming H. Revell Co., 1978, 216 
2p., $7.95. 

Cost/Benefit Analysis in Mental Health Services. Report on a 
Working Group, World Health Organization, Copenhagen, 
Denmark, World Health Organization Regional Office for 
Europe, 1976, 76 pp., no price listed (paper). 
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M Scar ACTIONS 


Report of the Task Force on Religion and Psychiatry: Phase IT] 


IN 1970 the American Psychiatric Association conducted a 


. “U.S. Census of Psychiatry" in which psychiatrists were 


asked whether they provided any psychiatric services to reli- 
gious institutions. A surprising 2,198 of our membership 
(13%) responded affirmatively. 

In Phase [ of our study, these 2,198 “providers” were stud- 
ied to determine who they were, their personal and medical 


‘backgrounds, and the nature of their psychiatric practice. 


The data came from information already in our computer. 

For Phase H, a questionnaire was devised in 1972 to solicit 
more detailed information about the ‘‘providers’’ and the na- 
ture of their services to religious institutions. In addition, 
confdential questions about their personal religious beliefs 
and practices, as well as those of their children, were includ- 
ed. The results of the Phase I and Phase II surveys have been 
publ:shed.! Phase I and II gave the ‘‘providers’ " view- 
points about their services. To complete the picture, APA 
felt that the institutions served should be consulted. 

On the Phase II questionnaire the ‘‘providers’’ had named 
about 400 religious institutions that they had served, includ- 
ing theological seminaries, denominational colleges, 
churches, social agencies connected with religious groups, 
national church headquarters, and the like. 


PHASE III 


A questionnaire was devised in 1976 to elicit from the ad- 
ministrators of these institutions their evaluation of the psy- 
chiatric services rendered (see appendix 1). 

Although four years had elapsed since the original study, 
we hoped that recollection of the services supplied and the 
psychiatrists who supplied them would be strong enough io 
render an objective evaluation. Another goal of the Phase III 
study was to elicit suggestions from the institutions as to 
how APA might better meet the needs of religion and psychi- 
atry in the future. 


The Task Force on Religion and Psychiatry included Abraham N. 
Franzblau, M.D., Ph.D., chairperson, Angelo D'Agostino, S.J., 
M.D., Edgar Draper, M.D., Merritt H. Egan, M.D., William N. 


IHE RESPONSE 


Of the 369 questionnaires sent out, 152 (41.2%) usable re- 
sponses were returned. Although this may be regarded as a 
satisfactory response in view of the time that had elapsed 
between the 1972 and the 1976 surveys, the fact remains that 
over 200 institutions did not respond. Some of the institu- 
tions were no longer in existence, and some addresses were 
incorrect; we have no clues about why the rest did not re- 
spond. We have no way of determining the facts about the 
present status of psychiatric services in those institutions or 
how they regarded the services rendered in 1972. 

Twelve institutions used psychiatric services less than in 
1972. It might seem logical that their responses would give us 
some explanation of why 58.8% of the institutions did not 
respond, but their comments were not helpful. One stated 
that their psychiatric consultant had left, but they were seek- 
ing another; one, for practical reasons, is using clinical psy- 
chologists for ‘‘day-to-day services" and employing a psy- 
chiatrist for ‘‘difficult cases"; another is using a psycholo- 
gist, “but apparently with little results." One uses 
psychiatric services ''for screening, since the costs are too 
high for anythirg else.” The remaining comments from these 
12 institutions were not relevant. Comments from institutions 
in which psychiatric services are utilized to the same extent 
as in 1972 were no more helpful in pointing to the reasons 
why over 200 did not respond. 

We may coniecture that some of the nonresponders were 
institutions in which psychiatric services are no longer used; 
hence, present personnel lacked the information necessary 
to evaluate what went on in 1972. Another segment may 
have been institutions that were dissatisfied with the services 
rendered in 1972 and did not care to take the time now to 
cooperate. Others may have neglected to reply for the same 
reasons questionnaires rarely gain anywhere near a 100% re- 
sponse—they get lost or misplaced, ‘‘filed and forgotten,’’ 
are put aside for later reply and preempted by more urgen: 
matters, etc. : 


Institutions’ Attitudes Toward Services Rendered 


In the 152 institutions that did respond, the psychiatric 
services rendered by our members appear tobe well re- 
garded and well remembered. The questionnaire's request 
for ‘“‘essay-type’’ comments was complied with abundantly 


S 
vo :Ampfican Psychiatric Association Task Force Report 10: Psychia- 


. trisis’ Viewpoints on Religion and Their Service to Religious Insti- 
7} `- Witions and the Ministry. Washington, D.C., APA, December 1975. 


by most of the responders. These have been analyzed and v, 
classified (appendix 2). "o 

The findings presented in the, remainder of the report are; ^ 
of course, characteristic of the 152 institutions that respond. , : 
ed and not a basis for wider generaljzaon. 
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* Present UHlization of Psychiatric Ser vices Compared with 
1972 


Almost one-half (47.5%) of the institutions that responded 
stated that they were utilizing the services of psychiatrists 
in larger measure than they were in 1972. About one-third 
(33.696) were using such services to about the same extent 
as in 1972 and about one-tenth (9.8%) less. The remainder 
(9.0%) did not reply to this item. 


Institutions’ Ratings of Psychiatrists’ Services 


The institutions were asked to rate the quality of the serv- 
iceserendered by the psychiatrists in zhe various areas in 
which the “‘providers’’ served them (table 1). These included 
teaching and/or training, therapy, screening and/or diagno- 
sis, consultation, and research. Proportionately, these serv- 
ices were reported as having been utilized to more or less the 
same degree, except for research, in wh:ch psychiatrists par- 
ticipated in only a small percentage of institutions. 

Combining the ratings of excellent and satisfactory, well 
over 90% of the responding institutions gave ratings of at 
least acceptable quality to the services rendered by APA 
members, and most ratings were excellent. It should be re- 
membered that only a small percentage of institutiors used 
psychiatrists for research, which may account for the lower 
ratings in that area. 


Other Services 


In the section of the questionnaire dealing with evaluation 
of the services rendered, there was a space for services other 
than those listed, but only five institutions specified any oth- 
ers. These were crisis care, supervision, clearance fer mar- 
riage, evaluation of marriage cases, and psychological test- 
ing. 


-~ Were the Institutions’ Goals Achieved? 


In answer to the question "Were your goals achieved by 
the services rendered?’’ 91.0% of the institutions replied 
“yes,” 2.5% replied ‘‘no,’’ and 6.5% did not answer. 

We also asked whether the religious knowledge and/or 
identification of the participating psychiatrist affected the 
services and found that the answers proved to be ambiguous, 
since we had not allowed a choice between affected favor- 
ably or unfavorably. Almost one-half (47.5%) of the institu- 
tions answered ''yes," 29.5% answered ''no," and 23.0% 
did not answer. This was the highest ‘‘no answer’’ response 
to any part of the questionnaire, confirming that the question 
was not as clear as it might have been. 


Are Additional Types of Psychiatric Services Desired? 


In response to the question '*What additional or modified 


services would you like to receive?" The first four services ' 


listed, namely, teaching and/or training, therapy, screening 
and/or diagnosis, and consultation, were again specified to 
about the same degree (19%- 25%), and research was again 
listed by only a small number (N= 2) of institutions. Evi- 
dently, the services actually received in 1972 and those the 
institutions specified as desirable in 1976 were almost identi- 
cal. As a matter of fact, 17 institutions answered by stating 
"the sæ r "present services are sufficient." The sug- 
gested services other than those specifically listed in the 
questionnaire were scattered over IO categories, ncne of 


‘which were named by more than 2 institutions. They includ- 
ZYéd such suggestions as meeting with parent groups, agency 


referrals, "medicine/religiorf" breakfasts, guidance in wel- 
' fare -paymeniss uy Ed programs, and the like. 
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TABLE 1 
Religious Institutions' Rating of Psychiatric Services * 





Rating (%)* 


Satisfactory 


«21. "n 
217 
22.0 


Fair” Poor 
1.4 


Excellent 


75.4 
75.9 
72.0 


Type of Service 


Teaching and/or training 
Screening and/or diagnosis 
Consultation 

Therapy 

Research 


*The difference from 100% in each line represents no answer responses: 


DISCUSSION 


It has long been assumed that psychiatrists. as a class, 
were antagonistic to religion or at least not particularly sym- 
pathetic. It is possible that this stems from common assump- 
tions about the incompatibility of the scientific and religious 
points of view as well as from Freud’s well-publicized defini- 
tion of religion as the ‘‘universal obsessional neurosis of hu- 
manity’’ and his unregenerate atheism. 

With reference to Freud’s attitude toward religion, it 1s not 

well known that in The Future of an Illusion, he says, '' And 
now you must not be surprised if I plead on behalf of retain- 
ing the religious doctrinal systems as the basis of education 
and of man's communal life . . . It seems to me that the iud 
gious system is by far the most suitable for the purpose . 
It allows of a refinement and sublimation of ideas which: 
makes it possible for it to be divested of . . . primitive and 
infantile thinking." Like so many of our own colleagues, 
Freud found it compatible to react ambivalently. 

We demonstrated in the Phase I and Phase II surveys that 
one-fourth of the typical APA membership lists itself as 
"atheistic," one-third as ‘agnostic, and two-fifths as 
"theistic."" Slightly fewer than 3 members in 10 claimed that 
they never go to church; all the rest go, whether regularly, 
occasionally, or rarely. 

Although the ultimate harmonization of science and reli- 
gion may still be in the future, people with a lifework in these 
fields often find it possible to cross over the boundaries and 


Tum 


cooperate professionally with each other. Also, the areas of 


overlap shown in this study were wider than theoretical con- 
sideration might predict. 

In the area of service to religious institutions, the APA 
membership included many who cooperate by rendering 
psychiatric services in appreciable amounts. The facts are 
clearly set forth in our published report on the Phase II sur- 
vey. Two questions remained: 1) Was this report a one-sided 
assessment, from the point of view of the psychiatrist alone? 
2) Would the institutions served agree on the extent. and 
quality of the services rendered by our "provider" mem- 
bers? Both answers are evidently affirmative. E/'en after an 
interval of 4 years, the psychiatric services rendered by our 
membership to religious institutions are well remembered 
and well regarded. 

No less a scientist than Albert Einstein stated, ‘‘Science 
without religion is lame, and religion without science is 
blind." The theory about how the universe came to be, 
which is held by at least half of the astronomers of our day, 


bears a striking resemblance to the ‘‘creatio ex nihilo® of the. 


Biblical accounts of the Creation. 

Compatibility is possible, both theoretically and iri om 
tice. Our study revealed that there is no conflict between 
religion and psychiatrv. 
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Cover Letter and Questionnaire Mailed in April 1976 ° 


_«titention: Administrator 


In a recent survey, your institution was named as one of those to which psychiatric services were rendered by a member of the Ámerican 
Psychiatric Ass&ciation. These services may have taken the form of therapy, screening, training, consultation and/or other. 

In this survey, it was found that a surprising number of our member-psychiatrists (12.5%) were actually rendering such services to religious 
institutions. The results of the analysis of our data, recently published, had fascinating upiera uoni as to the interrelationship of psychiatry 
and religion. , 

Now, the Task Force on Religion and Psychiatry is eager to secure data on your side, the side of the institutions served. This is the purpose 
of the present inquiry, and we earnestly hope to have your cooperation. 

Realizing that time has elapsed and that personnel and programs may have changed since 1972, when our survey was made, we nevertheless 
trust that we may have from you your evaluations and comments on the psychiatric services rendered, as well as on your current utilization 
and needs. We are printing a brief questionnaire to elicit this information and we will be very grateful for your cooperation in completing it and 
returning it to us in the enclosed stamped and addressed envelope. Your promptness will be appreciated and we assure you that confidentiality 
will be respected. 


I. PSYCHIATRIC SERVICES RENDERED AT YOUR INSTITUTION IN 1972: 





Are you aware of services rendered to your institution by our members? (please circle) YES NO 
Indicate the type(s) of psychiatric services utilized at your institution, and then rate the service(s) that were used: 
«— 7 Service Utilized Rating 

]. Teaching and/or Training Used Not Used Excellent Satisfactory Fair Poor 
2. Therapy Used Not Used Excellent Satisfactory Fair Poor 
3. Screening/Diagnosis Used Not Used Excellent Satisfactory Fair Poor 
4, Consultation Used Not Used Excellent Satisfactory Fair Poor 
5. Research Used Not Used Excellent Satisfactory Fair Poor 

: 6. Other, please specify Used Not Used Excellent Satisfactory Fair Poor 
Were your goals achieved by the services rendered? (please circle) YES NO 

In what way? C EIER ———— ÁÉÓn—P———Àitr—— e ———ÀY— 

Did the religious knowledge and/or identification of the participating psychiatrist affect the services? {please circle) YES NO 


Il. PSYCHIATRIC SERVICES CURRENTLY USED AT YOUR INSTITUTION: 


Compared with 1972, are the psychiatric services now rendered at your institution: MORE THE SAME LESS 

xit SC CIE TP ——————áÓP———————— — —— 
Under your present operational conditions, what services would you like to receive from psychiatrists? Please list SERVICE and OBJEC- 
TIVE. l 

SERVICE OBJECTIVE SERVICE OBJECTIVE 


eeren u ee e a a a a RNR LA 


How can the APA Task Force on Religion and Psychiatry be of service to you? 
Please specify: 


III. SUPPLEMENTARY NOTES: We would greatly appreciate any additional comments you might wish to make on any of the above topics. 
Please add pages as necessary. 





IV. DO YOU DESIRE INFORMATION ABOUT THE RESULTS OF THIS SUEVEY? (please circle} YES NO 
APPENDIX 2 
Samples of Suggestions, Comments, and Criticisms Received from Ins-itutions : 
WERE YOUR GOALS ACHIEVED? It improved our skills in pastoral care. 
Cerera Coments Individuals receiving hel» recognized the positive side of eeuchia: 
try, and may help others to overcome negative attitudes. 
It enabled us to deal with the whole person in meeting emotional Seeing patients and families trezted with respect by professional 
. needs. psychiatrists helped personalize and humanize services. 
Our eervices to the public have become better directed and more s 
E realistic. Specific Comments 
_ „Training and consultation were done in a competent and profes- We were helped to gain a better ungerstanding of the children w- 
- = sional manner, serve. 
It assisted us to broaden our awareness of emotional and psycho- Our men were helped to know themselves belles: to be more open | 
+ . logical factors in patients and parishioners. and to grow. (0€ 
s . * d 
. id ? : 
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‘It assisted me to get a handle on the weaknesses and strengths of 
my own supervision and provide more effective education. 

Early detection and prevention of psychiatric problems helped 
avoid needless hospitalization of old people. 

Religious were helped to adjust better to the psychological pres- 
sures of our life, and some unsuited to it were persuaded to 

* leave. ' 

Referral from local pastors provided a service to certain members 
of our community not available before. 

Psychiatrists have done very well in giving evaluations of cases 
for our Marriage Tribunal. 

It provided the support necessary for insurance payment eligibili- 
ty and application for Title XIX approval. 

It*helped in evaluation of psychic grounds for marriage annul- 
ments. 

It increased openness between men and their superiors, more fre- 
quent *'cries for help,” and more frequent use of psychotherapy 
for clergy, especially for depression. 

More comprehensive screening and care in choice of applicants to 
seminaries, orders, etc., was made possible. 

Therapy was made available for current employees and consulta- 
tion for supervisors and others with specialized needs, as well 
as staff training sessions. 

Specialized services were rendered, such as adolescent, geriatric, 
alcoholism, and medication programs, as well as research, con- 
sultation for pastoral counseling, doctoral studies, and helping 
staff faced with illnesses for which they have no expertise (for 
example, chemical dependence, depression, overwork, homo- 
sexuality, etc.). 

In a more structured way, dialogue takes place between the dis- 
ciplines of religion and psychiatry, through a series of seminars 


HOW CAN APA BE OF SERVICE TO YOU? 


General Comments 


APA should take the initiative toward pastoral counseling, instead 
of remaining aloof and authoritarian, as :hough psychiatrists are 
the high priests of mental health services. 
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Many clergy still see the psychiatrist. oversimplistically 42. 
demning religious practices. It is important for the psychiatrist 
not necessarily to believe but rather not to condemn belief. n 

The religious affiliation of the psychiatrist makes z differencein, — — 
his understanding of the moral dimensions of problems like 
abortion, divorce, annulment, dissolution, etg. When the psy- 
chiatric consultant is committed to our goals ag philosophy, 
his insight is consistently helpful, and this is so even if he is of* 
another faith. 

The days of theology having the questions to which psychiatry has 
the answers are over. Changing social values bring enormous 
problems for both psychiatrists and clergy. We need to work 
together on these problems of people caught in the human con- 
dition, or else we are apt again to go our separate ways. 


Specific Comments 


A recent paper given to the Superiors General in Rome by a Jesuit 
psychologist stated that 60% of religious are in need of profes- 
sional help, 20% are beyond help, and another 20% are healthy. 
If these statistics are accurate, something definite and concrete 
should be done. 

We need to explore third-party payment for the pastoral counsel- , 
or, since the curative factors in personal, marriage, and family 
counseling may be as significant with a pastoral counselor as 
with a psychiatrist. ^"-— 

We find a multidisciplinary approach helpful, though we appear to . 
work better with psychiatrists than with psychologists and so- 
cial workers. 

We need help in understanding and dealing with religious symbol- 
ism, pathological and defensive use of religious ideation, evalu- e. 
ation of religious experience, priestly role development, and the 
like. ° 

New trends and information in the field of psychiatry and religion, 
as well as publications, brochures, course materials and the like 
should be shared. 

Liaison with organizations working in the field of religion and psy- 
chiatry should be maintained, with invitations to attend each 
other's conferences, annual meetings, etc. 
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". -Pition Statement on Affirmative Action ‘ 


oped and instituted policies recognizing and supporting the 
special mental health issues of minority populations» how- 
ever, there are serious threats to affirmative action programs 
that have facilitated the follawing endeavors: APA reaffirms 
these commitments and policies by 1) issuing a public state- 
ment drawing attention to the potential deleterious effects 
that such threats pose to the delivery of health services to 
minority groups; 2) actively participating with other profes- 


This statement was approved by the Assembly of District 
Branches at its October 1977 meeting, and by the Board of 
Trustees at its December 10, 1977, meeting upon 
recommendation of the Council on National Affairs. It was 
" prepared by the Committee of Black Psychiatrists.! 


THERE IS a continuous need to increase the number of minor- 
ity psychiatrists; the American Psychiatric Association has 
consistently demonstrated its commitment to the principle of 


sional and educational groups to assure continued recruit- 
ment and training of minority candidates in medical dis- 
ciplines; and 3) further exploring and developing. through its 


afirmative action as reflected in its efforts of recruitment and 
. training of minority psychiatrists. APA has previously devel- 


appropriate components, mechanisms to assure continued 
implementation of these commitments. 
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. "Ehe Committee of Black Psychiatrists included Mae McMillan, . "T. 
~ e« MD, chairperson, Andrea Delgado, M.D., Donald H. Williams, i : 
- M.D., Otrie Hickerson, M.D., Joseph C. Davis, M.D., and Ezra H. te 
-  - Griffith, M.D. . 4 
t. ; = ba 779 


‘ye : £, * 

.. OFFICIAL ACTIONS — «t 
\ . m 
p os : 


| 209. — = . 7998 p^. 
Am J Psychiatry M5:6, June 1978 E 
.@ 


* 
ge -f 
= wo 0t 
m $ 
4 
^... 
4 


anti 
LI 


# 


' The American Board of Psychiatry and Neurology 


The following successfully completed the Board examination given by the Committee on Certification in Child Psychiatry in 





New Orleans, La., February 27-28, 1978. 


Ackerman, Larry L., M.D., Elizabethtown, Pa. 


: Ayrofnioci, Cyrus, M.D., New York, N.Y. 


Balinson, Norman V., M.D., New Rochelle, N.Y. 
Barragan, Mariano, M.D., Mexico City, Mexico 
Brody, Gerald L., M.D., Woodland Hill, Calif. 
Burkes, Lynn J., M.D., New York, N.Y. 
Buxton, Martin, M.D., South Orange, N.J. 


- Camp, Norman N., M.D., Richmond, Va. 


Canino, lan A.. M.D., New York, N.Y. 


Carlson, Gabrielle A., M.D., Pacific Palisades, Calif. 


Carmona, Alicia T., M.D., Newington, Conn. 
Cepeda, Manuel L., M.D., Mobile, Ala. 

Chand, Suresh, M.D., St. Louis, Mo. 

Char, Jerome, M.D., New City, N.Y. 

Chisholm, Dugzid D., M.D., Atascadero, Calif. 
Churchill, Stephen, M.D., Shawnee Mission, Kan. 
Claycomb, J.B., M.D., Magnolia, Mass. 

Combs, Wallace E., M.D., Cincinnatt, Ohio - 


. Darby, Alfred E. Jr., M.D., Riverside, R.I. 


de Tobal, Clara A., M.D., Washington, D.C. 


. deZayas, Jose E., M.D., Miami Springs, Fla. 


Donson, Nathaniel, M.D., Teaneck, N.J. 
Duncan, Jane W., M.D., Rochester, Minn. 
Edmunds, Juana I., M.D., New York, N.Y. 


‘Eppinger, Mary Ann, M.D., Pittsburgh, Pa. 


Evans, Yonynah S., M.D., Irvington, N.Y. 
Faber, Raymonc-A., M.D., Lake Forest, Ill. 
Farr, Walter F. Jr., M.D., Augusta, Ga. 


Figueroa Gracias, Edduyn A., M.D., St. Louis, Mo. 
- Fishman, H. Charles, M.D., Philadelphia, Pa. 


Flaherty, Lois T., M.D., Baltimore, Md. 


' Frank, Ross D., M.D., Greenwich, Conn. 
. Frankel, Steven A., M.D., San Rafael, Calif. - 


Fritz, Gregory K., M.D., Half Moon Bay, Calif. 
Garrison, Penelope K., M.D., Portland, Ore. 
Glover, Hillel, M.D., New York, N.Y. 
Goodman, Janet R., M.D., New York, N.Y. 
Gormley, David P., M.D., Fairfax, Va. — 
Gray, Helen M., M.D., Prospect, Ky. 

Green, Wayne H , M.D., New York, N.Y. 
Greene, Joseph E., M.D., Oakland, Calif. 
Gross, Meir, M.D., University Heights, Ohio 
Grygotis, Dennis C., M.D., Chicago, Ill. 
Gursky, Elliot J., M.D., Philadelphia, Pa. 
Hanson, Graeme, M.D., Boston, Mass. 

Haun, Eloise C., M.D., Richmond, Va. 

Haynes, Arthur A., M.D., Santa Monica, Calif. 
Hebert, Frederick B., M.D., Westminster, Colo. 
Henao, Sergio, M.D., Houston, Tex. 
Henderson, Lawrence W., M.D., Vincernes, Ind. 
Henry, Bruce G., M.D., Cocoa Beach, Fla. 


: Herzog, James M., M.D., Newton Center, Mass. 


Hlusko, George P., M.D., Charleston, W. Va. 
Hofilena-Fetf, Rosaline, M.D., Searington, N.Y. 


Horton, Frederick T. Jr., M.D., Nashville, Tenn. 
Hughes, Michael C., M.D., Miami, Fla. 

Iqbal, Mohammed Z., M.D., Morristown, N.J. 
Kalogjera, Ikar J., M.D., Rockford, Ill. 
Karahasan, Alp, M.D., Owings Mills, Md. 
Keith, David V., M.D., Madison, Wis. 
Kettunen, Kaarina M., M.D., San Francisco, Calif. 
Kishner, Ira A., M.D., Amityville, N.Y. 

Kniaz, Harry, M.D., Madisor, Wis. 

Kowallis, George H., M.D., New York, N.Y. 
Kramer, Alan D., M.D., Wes: Hartford, Conn. 
Kymissis, Pavlos I., M.D., Flushing, N.Y. 
Landberg, George E., M.D., Englewood, N.J. 
Lazoritz, Martin, M.D., Winter Park, Fla. 
Leleszi, Jimmie P., D.O., St. Clair Shores, Mich. 
Lobis, Robert A., M.D., Newton, Mass. 
Lustig, Herbert S., M.D., Haverford, Pa. 
Manek, Ravindra M., M.D., Highland Park, Ill. 
Manion, Maria E., M.D., St. Louis, Mo. 
Mellette, Russell R. Jr., M.D., Charleston, S.C. 
Miller, Robert T., M.D., New York, N.Y. 
Millians, Swanson, M.D., Atlanta, Ga. 
Mitchell, Percy D. Jr., M.D., Kettering, Ohio 
Novello, Joseph R., M.D., Arlington, Va. 
Pfefferbaum, Betty, M.D., Los Angeles, Calif. 
Redstone, Paul A., M.D., Rye, N.Y. 

Reuben, Rita S., M.D., Roslyn Heights, N.Y. 
Risen, Stephen E., M.D., Rydal, Pa. 

Rosenfeld, Alvin A., M.D., Stanford, Calif. 
Salama, Sheila R., M.D., New York, N.Y. 
Satterfield, Sharon B., M.D., Ruxton, Md. 
Schwartz, Joel L., M.D., Dresher, Pa. 
Schwarz, Eitan D., M.D., Glencoe, Ill. 

Shafii, Mohammad, M.D., Prospect, Ky. 

Shah, Manoj R., M.D., Navrangpura, India 
Smith, Ralph S., M.D., Charleston, W. Va. 
Smuckler, Mark B., M.D., Milwaukee, Wis. 
Solyom, Antal E., M.D., Ànn Arbor, Mich. 
Stein, Vilja K., M.D., Falls Church, Va. 
Sumer, Emel A., M.D., St. Louis, Mo. 

Sverd, Jeffrey, M.D., Great Neck, N. Y. 
Taghizadeh, Fereidoon, M.D., Baltimore, Md. 
Talan, Kenneth H., M.D., Pelham, Mass. 
Trachtenberg, Joan R., M.D., New York, N.Y. 
Ulgur, Ulku, M.D., Owings Mills, Md. 
Upadhyay, Yogendra, M.D., Port Washington, N.Y. 
Varma, Satish C., M.D., New Hyde Park, N.Y. 
Viesselman, John O., M.D., Northridge, Calif. 


Vinekar, Shreekumar S., M.D., Oklahoma City, Okla. 


Widzer, Martin E., M.D., Los Angeles, Calif. 
Willett, Gregorv, M.D., Los Angeles, Calif. 
Wochnik, Eliza E., M.D., St. Louis, Mo. 
Zimin, Robert J., M.D., Newtonville, Mass. 
Zorach, Peter, M.D., Northford, Conn. 
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vewlLimbrtrol. 


For rapid relief of symptoms 
in moderate to severe 
depression and anxiety 


Please see last page of this advertisement for complete product information. 








Within: one week ae 
Twice as many patients improved- 


HAMILTON DEPRESSION SCALE 100% 
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LAST OBS. 
RATING PERIOD IN WEEKS 


ST... for "improvement" —score decreased by V2 or more from baseline. 


WEEK 1 WEEK ! 


BECK DEPRESSION INVENTORY 
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RATING eO DEN W EEKS 


“Criterion for “improvement” =score decreased by 13 or more from baseline 
WEEK 1 


New Limbitrol 


; S Provides the wel established antidepressant effect of amitriptyline With 
ES the proven antianxiety effect of Librium’ (chlordiazepoxide HC} 





sooner than with amitriptyline alone 


PHYSICIAN'S GLOBAL EVALUATION 


PERCENT OF PATIENTS "IMPROVED"* 


LAST OBS. 


2 4 
RATING PERIOD IN WEEKS 


“Criterion for “improvement” =ratings of “much better” or “very much better.” 


PATIENT'S GLOBAL EVALUATION 


PERCENT OF PATIENTS "IMPROVED" 


2 4 LAST OBS. 
RATING PERIOD IN WEEKS 


"Criterion for "improvement" =ratings of "much better” or “very much better." 
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idreliefof moderate to severe ^ - 
preson has anxiety 


Please see last page of this advertisement for complete product information. (ae 


Ina rigidly controlled 
nationwide multicenter study 


The rating scales ` 
agree 


Q Patients respond faster 
[.] Limbitrol—approxi- 
mately 2/3 of those who 
will improve will have 
done so by week one 
LJ Amitriptyline—only 
about 1/3 of those who 
will eventually respond will 
have done so by week one 
[.] Greater overall improvement 
Q High correlation between 
major indices 


— LIMBITROL 
: AMITRIPTYLINE 


ISI CHLORDIAZEPOXIDE 
PLACEBO 





The data presented in this bcoklet are based on a 
rigidly controlled nationwide multicenter study of 
279 patients with a diagnosis of primary depres- 
sion and anxiety of moderate to severe degree. 


Within one week | E 
Marked reduction in severity of symptoms 


MEAN OBSERVED VALUE 


MEAN OBSERVED VALUE 


BECK DEPRESSION INVENTORY 


HAMILTON DEPRESSION SCALE X etd 
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RATING PERIOD IN WEEKS 
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RATING PERIOD IN WEEKS 


New Limbitrol 





Ina rigidly controlled p 
nationwide multicenter study | 


The symptoms 
subside P 


Hamilton Depression Scale Items 
LJ insomnia 
LJ psychic anxiety 
O somatic anxiety 
LJ agitation 
O suicidal ideation 


| 2 O worthlessness 


RATING PERIOD IN W/EEKS i 
2=much better Beck Depression Inventory Items 


3=a little better [] pessimism 

4-no ciange O dissatisfaction 
PATIENT'S GLOBAL EVALUATION g quilt 
: O social withdrawal 

O anorexia 

Physicians and Patients 
Global Evaluations 
As measured by the Physician s and 
Patients Global Evaluations, 
Limbitrol was rated superior to ami- 
triptyline. 


ME.AN OBSERVED VALUE 


MEAN OBSERVED VALUE 
UJ 


2 
RATING PERIOD IN WEEKS 
2=much better 
3—a little better 
4=no change 


— LIMBITROL 
AMITRIPTYLINE 


IS CHLORDIAZEPOXIDE 
BS PLACEBO 
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'Forrapidrelief of moderate tosevere ^ .- 
‘depression and anxiety | 


Please see last page of this advertisement for complete product information: 
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Inarigidly controlled 
nationwide multicenter study 


Thetherapy succeeds 


C Better patient compliance 
C Lower dropout rate 
O The dropout rate due to side 
effects was lower with Limbitrol 
than with amitriptyline alone 
(Limbitrol 4%, amitriptyline 
1396, chlordiazepoxide 196) 
C The dropout rate due to 
therapeutic failure was lower 
with Limbitrol (Limbitrol 2%, 
amitriptyline 6%, chlor- 
diazepoxide 1296) 
(While the frequency of side effects 
was comparable between Limbitrol 
amd amitriptyline, drowsiness oc- 
curred more often with Limbitrol.) 


C Free of phenothiazine drawbacks - 





with amitriptyline alone 


How toinitiate and 
maintain therapy 


For most patients 
O Limbitrol 10-25 is recommended 
in an initial dosage of three or four 
tablets daily in divided doses. 


For elderly patients and 
patients who do not tolerate 


higher doses a 


O Limbitrol 5-12.5 is recommended 
in an initial dosage of three or four 
tablets daily in divided doses. 


For all patients 
O Dosage should be individualized 
on the basis of symptom severity 
and response. 
O Because drowsiness is a 
common side effect, it may be 
preferable to give the larger por- 
tion of the total daily dose at 
bedtime. Not only will this help 
minimize problems with daytime 
drowsiness, it may also help re- 
lieve a major target symptom— 
insomnia. 
O Some patients respond to 
smaller doses or to a single dose 
at bedtime. 
O Dosage may be increased up 
to six tablets or decreased to 
two tablets daily as necessary. 
O Once a satisfactory response is 
obtained, reduce dosage to the 
smallest amount needed to maintain 
remission. 
O Warning: Since Limbitrol contains 
chlordiazepoxide, a minor tranquil- 
izer, usage during the first trimester 
of pregnancy should almost 
always be avoided. 


‘For rapid relief of moderate to severe - 


—— and anxiety a E 


Please see last page of this advertisement for complete product ici “oe : E 
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TO 
Tablets 


Tranquilizer—Antidepressant T 
Limbitrol 10-25 : ca 
Each tablet contains 10 mg chlordiazepoxide and 25 mg 
amitriptyline in the form of the hydrochloride salt. — 
Limbitrol 5-12.5 a 
Each tablet contains 5 mg chlordiazepoxide and 12.5 mg 
amitriptyline in the form of the hydrochloride salt. 
Description: Limbitro! combines in a tablet for oral ad- - 
ministration, chlordiazepoxide, an agent for the relief of - 
anxiety and tension, and amitriptyline, an antidepres- — 
sant. l | 
Chlordiazepoxide is a benzodiazepine with the formula 


s 7-chlero-2-(methylamino)-5-phenyl-3H -1,4-benzodi- 


azepine 4-oxide. It is a slightly yellow crystalline material 
and is insoluble in water. The molecular weight is Ji 
299.76. | 


Amstriptyline is a dibenzocycloheptadiene derivative. — 
The formula is 10,11-dihydro-N,N-dimethyl-5H-diíbenzo 
[a, d] cycloheptene-A*" -propylamine hydrochloride. It 

is a white or practically white crystalline compound that - 
is freely soluble in water. The molecular weight is 313.87. 
Actions: Both components of Limbitrol exert their action 
in the central nervous system. Extensive studies with — 
chlordiazepoxide in many animal species suggest action 
in the limbic system. Recent evidence indicates that the 
limbic system is involved in emotional response. Taming - 
action was observed in some species. The mechanism of 
action of amitriptyline in man is not known, but the drug. 
appears to interfere with the reuptake of norepinephrine: 


into adrenergic nerve endings. This action may prolong 
__ the sympathetic activity of biogenic amines. — — 


Indications: Limbitro! is indicated for the treatment of 
patients with moderate to severe depression associated - 
with moderate to severe anxiety. . MUR 
The therapeutic response to Limbitrol occurs earlier and - 
with fewer treatment failures than when either amitrip- 


tyline or chlordiazepoxide is used alone. : P 
Symptoms likely to respond in the first week of treatment. 

„include: insomnia, feelings of guilt or worthiessness, agi- 
tation, psychic and somatic anxiety, suicidal ideation and. 
anorexia. 


Contraindications: Limbitrol is contraindicated in pa- — 


tients with hypersensitivity to either benzodiazepines or - 
tricyclic antidepressants. It should not be given con-- 
comitantly with a monoamine oxidase inhibitor. Hyper- _ 
pyretic crises, severe convulsions and deaths have oc- | 
curred in patients receiving a tricyclic antidepressant 
and a monoamine oxidase inhibitor simultaneously. 
When it is desired to replace a monoamine oxidase 
inhibitor with Limbitrol, a minimum of 14 days should 

be allowed to elapse after the former is discontinued. — . 
Limbitrol should then be initiated cautiously with gradual 
increase in dosage until optimum response is achieved. 
This drug is contraindicated during the acute recovery 
phase following myocardial infarction. = 
Warnings: Because of the atropine-like action of the 
amitriptyline component, great care should be used in 
treating patients with a history of urinary retention or - 
angle-closure glaucoma. In patients with glaucoma, _ 
even average doses may precipitate an attack. Severe — 
constipation may occur in patients taking tricyclic an- 
tidepressants in combination with anticholinergic-type - 


Patients with cardiovascular disorders should be — 
watched closely. Tricyclic antidepressant drugs, particu- 
larly when given in high doses, have been reported to 


produce arrhythmias, sinus tachycardia and prolonga- __ 


tion of conduction time. Myocardial infarction and stroke- 
have been reported in patients receiving drugs ofthis _ 
class. A DAS Er SS os eS 


Usage in Pregnancy: Safe use of Limbitrol du ring preg- 


nancy anc lactation has not been established. Because 
of the chlordiazepoxide component, please note the fol- 
lowing: Qiu Se eet yf 
An increased risk of congenital malformations 
associated with the use of minor tranquilizers 
(chlordiazepoxide, diazepam and meproba- 
mate) during the first trimester of pregnancy 
has been suggested in several studies. Be- _ 
cause use of these drugs is rarely a matter of — 
urgency, their use during this period should — 
almost always be avoided. The possibility that — 
a woman of childbearing potential may be - E 
pregnant at the time of institution of therapy 
should be considered. Patients should be ad- 
vised that if they become pregnant during _ 
Sy or intend to become pregnant they 
should communicate with their physicians 
gg the desirability of disc uing the 


Physical and Psychologiaal Dependence: Physical and - 
psychological dependence ta Ajmbitrol have not been 


- repórted. However, since physical and psychological de- 


pendente to chlordiazepoxide have been reported rarely, 
cautign must be exercised in administering Limibitrcl to 
nto be addiction-prone or to those 


... whose history suggests they may increase the dosage on - 


their own initiative. 


. Withdrawal symptoms from Limbitrol have not been re- 


ported. However, wthdrawal symptoms following abrupt 
cessation of prolonged therapy with either component 
alone have been reported. With amitriptyline, these have 
been noted to consist of nausea, headache and malaise; 
for chlordiazepoxide, the symptoms (including convul- 
sions) are similar to those seen with barbiturates. — 
Precautions: General: Use with caution in patients with 
a history of seizures. : 
Close Supervision is required when Limbitrol is given to 
hyperthyroid patients or those on thyroid medication. — 
The usual precautions should be observed when treating 
patients with impaired renal or hepatic function. | 
Patients with suicidal ideation should not have easy ac- ` 


„cess to large quantities of the drug. The possibility of 


suicide in depressed patients remains until significant 
remission occurs. | | 

Information for the Patient: Because of the sedative ef- 
fects of Limbitrol, patients should be cautioned about - 
combined effects with alcohol or other CNS depressants. 
The additive effects may produce a harmful level of se- 
dation and CNS depression. de = 
Patients receiving Limbitrol should be cautioned against 
engaging in hazardous occupations requiring complete 
mental aiertness, sich as operating machinery or driving 
a motor vehicle. - "da n 
Essential Laboratory Tests: Patients on prolonged treat- 
ment should have periodic liver function tests and blood 
counts. - vis tero my : 

Drug and Treatment Interactions: Because of its amitrip- 
tyline component, Limbitrol may block the antihyper- 
tensiveaction of guanethidine or compounds with a simi- 
lar mechanism of action. 

The effects of concomitant administration of Limbitrol 
and other psychotropic drugs have not been evaluated. 
Sedative effects mey be additive. — 

The drug should be discontinued several days before 
elective surgery. 
Concurrent administration of ECT and Limbitrol should 
be limited to those patients for whom it is essential. 
Pregnancy: See WARNINGS section. 

Nursing Mothers: It is not known whether this drug is 
excreted in human milk. As a general rule, nursing — 
should not be undertaken while a patient is on a drug, 
since many drugs are excreted in human milk. 

Pediatric Use: Safety and effectiveness in children below 
the age of 12 years have not been established. 
Elderly Patients: in elderly and debilitated patients it is 
recommended that dosage be limited to the smallest 
effective amount tc preclude the development of ataxia, 
oversedation, confusion or anticholinergic effects. — 
Adverse Reactions: Adverse reactions to Limbitrol are 
those associated with the use of either component alone. 


Most frequently reported were drowsiness, dry mouth, 


constipation, blurred vision, dizziness and bloating. - 
Other side effects occurring less commonly included 
vivid dreams, impctence, tremor, confusion and nasal’ 
congestion. Many symptoms common to the depressive 
state, such as anorexia, fatigue, weakness, restlessness 
and lethargy, have been reported as side effects of treat- 
ment with both Limbitrol and amitriptyline. 
Granulocytopenia, jaundice and hepatic dysfunction of 
uncertain etiology have also been observed rarely with _ 
Limbitrol. When treatment with Limbitrol is prolonged, 
riodic blood counts and liver function tests are advis- 


able. Eg car iu Ü t i 
Note: Included in the listing which follows are adverse 
reactions which have not been reported with Limbitrol. 


. However, they are included because they have been re- 


ported during therapy with one or both of the compo- 
nents or closely related drugs. - | E 
Cardiovascular: Hypotension, hypertension, tachycardia, 
palpitations, myocardial infarction, arrhythmias, heart 


block, stroke. — 


. Psychiatric: Euphcria, apprehension, poor concentra- 


tion, delusions, hallucinations, hypomania and in- 
creased or decreased libido. 

Neurologic: Incoordination, ataxia, numbness, tingling 
and paresthesias cf the extremities, extrapyramidal 
symptoms. syncope, changes in EEG patterns. 
Anticholinergic: Disturbance of accommodation, para- 
lytic ileus, urinary retention, dilatation of urinary tract. 
Allergic: Skin rash, urticaria, photosensitization, edema - 
of face and tongue, pruritus. 

Hematologic: Bone marrow depression including agran- 
ulocytosis, eosinophilia, purpura, thrombocytopenia. - 
Gastrointestinal. Nausea, epigastric distress, vomiting, 
anorexia, Stomatitis, peculiar taste, diarrhea, black 
tongue. — 
Endocrine: Testicular swelling and gynecomastia in the 
male, breast enlargement, galactorrhea and minor ~ 
menstrual irregularities in the female and elevation and 
lowering of blood sugar levels. - m : 
Other: Headache, weight gain or loss, increased perspi- 
ration, urinary frequency, mydriasis, jaundice, alopecia, 
parotid swelling. ' Lois 
Overdosage: There has been limited experience with 
Limbitrol overdosage per se; the manifestations of over- 


. Roche Laboratories F 
Division of Hoffmann-La Roche Ine. 
Nutley, New Jersey $7110 « 


- dosage and recommendations for treatment are based 


on clinical experience with its components. Primary, 
concern should be with the dangers associated with® 


 amitriptyline overdosage. Deaths by deliberate er acci-. 


dental overdosage have occurred withethis clagseof 
drugs. f TT 

All patients suspected of having an overdosage of 
Limbitrol should be admitted to a hospital as soonas © 
possible. E. 
Manifestations: High doses may cause drowsiness, tem. 
porary confusion, disturbed concentration or tfagsient 
visual hallucinations. Overdosage may cause hypother- 
mia, tachycardia and other arrhythmias, ECG evidence 
of impaired conduction (such as bundle branch block), 
congestive heart failure, dilated pupils, convulsions, se- 
vere hypotension, stupor and coma. Other sympfoms 
may be agitation, hyperactive reflexes, muscle rigidity, 


| vomiting, hyperpyrexia or any of those listed under Ad- 


verse Reacticns. 
Treatment: Empty the stomach as quickly as possible by 


emesis or lavage. In the comatose patient a-cuff 
endotracheal tube should be placed in position prior to 


_ either of these measures. The instillation of activated. 


charcoal into the stomach aiso should be considered. If 
the patient is stuporous but responds to stimuli, only 
close observation and nursing care may be reguired. It is 
essential to maintain an adequate airway and fluid in- - 
take. Body temperature should be watched closely and 
appropriate measures taken should deviations occur. 
The intramuscular or slow intravenous administration of 


1 to 3 mg in adults (or 0.5 mg in children) ig- 


mine Salicylate (Antilirium)'* has been reported to re- 


verse the manifestations of amitriptyline overd 
Because of its relatively short half-life, additional doses  * 
may be needed at intervals of 30 minutes to 2 hours. 
Convulsions may be treated by the use of an inhalation 
anesthetic rather than the use of barbiturates. Cardiac» 


. monitoring is advisable, and the cautious use of digitalis 


or other antiarrhythmic agents should be considered if 
serious cardiovascular abnormalities occur. Serum — * . 


. potassium levels should be monitored and kept within - 


normal limits by the use of appropriate |.V. fluids. Stan- 
dard measures including oxygen, LV. fluids, plasmą ex- 


» panders and corticosteroids may be used to control cir- © 


culatory shock. A 

Dialysis is unlikely to be of value, as it has not proven 
useful in overdosages of either amitriptyline or chlor- 
diazepoxide. Since many suicidal attempts involve mul- 
tiple drugs including barbiturates, the possibility of dialy- 
Sis being beneficial for removal of other drugs should not 
be overlooked. . 
Treatment should be continued foratleast 48 hours, =” 
along with cardiac monitoring in patients who do not 
respond to therapy promptly. Since relapses are fre- - 
quent, patients should be hospitalized until their condi- 
tions remain stable without physostigmine for at least 

24 hours. 

Since overdosage is often deliberate, patients may 
attempt suicide by other means during the recovery 


. phase. 
References: 


1. Granacher RP, Baldessarini RJ: Physostigmine: Its use 
in acute anticholinergic syndrome with antidepressant - 


and antiparkinson drugs. Arch Gen Psychiatry 32:375- 


380, March 1975 i 
2. Burks JS, Walker JE, Rumack BH, Ott JE: Tricyclic 
antidepressant poisoning: Reversal of coma, 
choreoathetosis, and myoclonus by physostigmine. 
JAMA 230:1405-1407, Dec. 9, 1974 

3. Snyder BD, Blonde L, McWhirter WR: Reversal of 
amitriptyline intoxication by physostigmine. JAMA 
230:1433-1434, Dec. 9, 1974 

Dosage and Administration: Optimum dosage varies 


. With the severity of the umore the response of 


the individual patient. When a satisfactory response is 
obtained, dosage should be reduced to the smallest 
amount needed to maintain the remission. The larger . 
portion of the total daily dose may be taken at bedtime, 
In some patients, a single dose at bedtime may be seiffi- 
cient. In general, lower dosages are recommended for — 
elderly patients. 

Limbitrol 10-25 is recommended in an initial dosage of 


_ three or four tablets daily in divided doses; this may be 


increased to six tablets daily as required. Some patients 
respond to smaller doses and can be maintained {Ç two 
tablets daily. - i 
Limbitrol 5-12.5 in an initial dosage of three or fourgflib- 
lets daily in divided doses may be satisfactory in patients 
who do not tolerate higher doses. 


. How Supplied: White, film-coated tablets, each contain- 


ing 10 mg chlordiazepoxide and 25 mff'amitriptyjne (as - 
the hydrochloride salt) and blue, film-coated tablets, 
each containing 5 mg chlordiazepoxide and 12.5 m 
amitriptyline (as the hydrochloride salt) —bot&es of 100 
zs ae le aed packages of 100; Prescription — & 
aKs oO f u 
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The American Psychiatric Association announces publication : 
of two volumes reporting the Conference on Edutation of Psychiatrists 


held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P. A. in cooperation with 
the American Academy of Child Psychiatry, the American Association of Chairmen of Departments 
of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's, Library Bound, 
544 pages, $15.00. 


This is a substantive, highly readable, report of the Conference, written by Anne H. Rosenfeld with , 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walter E. Bar- 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D., Melvin Sabshin, M.D., Jeanne Spurlock, 
M.D., and Robert L. Robinson, M.A. (Staff Consultant). 


The volume contains ten chapters covering the topical structure of the Conference: Goals and Values; 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means 
in the Service of Ends; The Program Environment; Research; The Economics of Residency Training; 
Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine appendices de- 
scribing the organization of the Conference and its participants, together with selected model pro- 
grams and related informational materials of value. 


2. THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. 


Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of 
seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. 


Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 


Publications Office 

American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Please send me: 


copies of PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's ORDER NO. 235 
AT $15.00 PER COPY. 


copies of THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION 
OF PSYCHIATRISTS ORDER NO. 236 AT $12.50 PER COPY. 


sets of both volumes at $25.00 per set. 


Check enclosed Lo Invoice me 
Name: 
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` PERTOFRANE, me HCI NE | 


your first choice for the 3 of 10 
-patients who don't respond. 


because of: 


> CLINICAL EFFECTIVENESS even when 
“most patients had a history of several depressive 
episodes, hospitalizations, ECT or poor response 
to numerous other drugs." 


» LOW SIDE EFFECTS PROFILE with less 
sedating properties than amitriptyline or doxepin* 
and less anticholinergic activity." 


> ENHANCED PATIENT ACCEPTANCE through 
a flexible dosage schedule plus rapid onset 
of action. 


1 PER7OFI RANE | when they don't respond. 


F oesjoramine HCI NFJ 
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LABORATORIES . 
USV Laboratories Inc. 
Manati. P.R. 00701 


Please see next page for brief summary of prescribing information and references. 
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PERTOFRANE" 


(o'esioramine HCI NF) 


Indication: For relief of menta! depression. Contraindications: 
Do not use MAO inhibitors concomitantly or within 2 weeks of the 
use of this drug. Hyperpyretic crises or severe convulsive seizures 
may occur with such combinations; potentiation of adverse reac- 
tions can be serious or even fatal. When substituting Pertofrane 
(desipramine HCI) in patients recéiving an MAO inhibitor, allow 
an interval of at least 14 days. Initial dosage in such patients 
Should be low and increases should be gradual and cautiously 
prescribed. The drug is contraindicated following recent myocar- 
dial infarction and in patients with a known hypersensitivity to 
* tricyclic*antidepressants. Warnings: Activation of psychosis may 
soccasionally be observed in schizophrenic patients. Due to 
atropine-like effects and sympathomimetic potentiation, use only 
with the greatest care in patients with narrow-angle glaucoma 
or urethral or ureteral spasm. Do not use in patients with the fol- 
lowing conditions unless the need outweighs the risk: severe 
coronary heart disease with EKG abnormalities, progressive 
heart failure, angina pectoris, paroxysmal tachycardia and 
active seizure disorder (may lower seizure threshold). This drug 
may block the action of the antihypertensive, guanethidine, and 
related adrenergic neuron-blocking agents. Hypertensive 
episodes have been observed during surgery. The concurrent use 
of other central nervous system drugs or alcohol may potentiate 
adverse effects. Since many such drugs may be used during 
surgery, desipramine should de discontinued prior to elective 
procedures. The potentiation resulting from excessive use of 
alcohol may increase the danger inherent in a suicide attempt or 
overdosage. Caution patients on the possibility of impaired abil- 
ity to operate a motor vehicle or dangerous machinery. Dc not 
use in women who are or may become pregnant, or in children 
under 12 years of age, unless the clinical situation warrants the 
potential risk. Because of increased sensitivity to the drug, use 
lower than normal dosage in adolescent and geriatric patients. 
Precautions: Potentially suicidal patients require careful super- 
vision and protective measures during therapy. Prescriptions 
should be limited to small quantities. Discontinuation of the 
drug may be necessary in the presence of increased agitation 
and anxiety shifting to hypomanic or manic excitement. Atro- 
pine-like effects may be more pronounced (e.g. paralytic ileus) in 
Susceptible patients and in those receiving anticholinergic drugs 
(including antiparkinsonism agents). Prescribe cautiously in hy- 
perthyroid patients and in those receiving thyroid medications; 
transient cardiac arrhythmias have occurred in rare instances. 
Periodic blood and liver studies should supplement careful 
clinical observations in all patients undergoing extended courses 
of therapy. Adverse Reactions: The following have been reported: 
Nervous System: dizziness, drowsiness, insomnia, heacache, 
disturbed visual accommodation, tremor, unsteadiness, tinnitus, 
paresthesias, changes in EEG patterns, epileptiform seizures, 
mild extrapyramidal activity, falling and neuromuscular incoor- 
dination. A confusional state (with such symptoms as hallucina- 
tions and disorientation), particularly in older patients and at 
higher dosage, may require discontinuation of the drug. Gas- 
trointestinal Tract: anorexia, dryness of the mouth, nausea, 
epigastric distress, constipation and diarrhea. Skin: skin rashes 
(including photosensitization), perspiration and flushing sensa- 
tions. Liver: rare cases of transient jaundice (apparently of an 
obstructive nature) and liver damage. If jaundice or abnormali- 
ties in liver function tests occur, discontinue the drug and inves- 
tigate. Blood Elements: bone-marrow depression, 
agranulocytosis, thrombocytopenia and purpura. If these occur, 
discontinue the drug. Transient eosinophilia has been observed. 
Cardiovascular System: orthostatic hypotension and tachy- 
cardia. Carefully supervise patients requiring concomitant vaso- 
dilating therapy, particularly during initial phases. 
Genitourinary System: urinary frequency or retention and 
impotence. Endocrine System: occasional hormonal effects, 
including gynecomastia, galactorrhea and breast enlargement, 
and decreased libido and estrogenic effect. Sensitivity: 
urticaria and rare instances of drug fever and cross-sensitivity 
with imipramine. Dosage: All patients except geriatric and ado- 
lescent: 75 to 150 mg.day in divided doses or as single daily 
dose. Dosage may be increased up to 200 mg. daily. Geriatric 
and adolescent patients should usually be started with lower 
dosage (25 to 50 mg. daily) and may not tolerate higher doses. 
Dosage may be increased up to 100 mg. daily. Lower mainte- 
nance dosages should be continued for at least 2 months after 
obtaining a satisfactory response. Therapy may be given in 
divided doses or as a single daily dose. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000. 


References: 

1. Barringer, TJ. : Desipramine (Pertofrane) in the treatment of depression, 
Psychosomatics, Third Symposium: Anxiety and Depression 6:326, 1965. 2. 
Bondurant, W.W. Ill and Ford, H.: Depression and manic depression in Cur- 
rant Therapy 1976 (Conn, H.F., ed.), Philadelphia, Saunders, 1976. p. 841. 3. 
Ayd, FJ., Jr: Central antichoiinergic activity and tricyclic antidepressant 
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Psychiatric -° 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many*®& 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY's 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 

in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 
Legal Terms 
Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. 


Order Form: Paperback Edition 
Please send me copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea.; 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 3596 discount.) 
| | bill me |_| remittance enclosed 


Name 


e 
Addons cR: mre spen rr MN. di adn 


Cy... I 8 LB. oo as 
—Z 
Send coupon to: Publications Sales 678AJP 
American Psychiatric Assn. ec 
1700 18th St., N.W. e 


Washington, D.C. 20009 .  *' 


Sa 





^ 


Announting Publication... Gom 


MANUAL OF PSYCHIATRIC 
PEER REVIEW 


by the Peer Review Committee of the American Psychiatric Association, Donald G. Langsley, M.D., Chairperson in cooperation 
with the Joint Task Force on Diagnostic Criteria for Analyzability of the American Psychoanalytic Association, William Off- 
enkrantz? M.D., Chairperson, and the Peer Review Committee of the American Academy of Child Psychiatry. Larry B. Silver, 
M.D., Chairperson. : 


* 


MANUAL 
OF 
PSYCHIATRIC PEER REVIEW 











"T bis Manual provides a set of guidelines for district branches of APA and their peer review committees which should be adapted and 
modified in terms of local criteria, standards, and practices. The guidelines are not intended to be hard and fast rules. They are 
screening criteria, and not regulations to control practice. They are so designed that they can be utilized by non-physicians to identify 
those cases that can profitably be reviewed by psychiatrists serving on peer review committees. This document should be viewed as 
transitional, subject to revision as experience 1s gained, and continually updated in response to advances in psychiatric knowledge and 


changes in patterns of practice... . The application of these standards, and refinement through experience must rest with the peer 
review committees of district branches.... It should help them to move ahead in the development of a peer review for American 
psychiatry.” 


Robert W. Gibson, M.D. 
President 


Part I titled PSYCHIATRIC PEER REVIEW contains sections on Basic Relationships and Responsibilities, Appointment of 
Peer Review Committees, Funding, Operations and Procedures, Medical Care Evaluation Studies, Appeals Processes, Special 
Problems, Confidentiality, Educational Aspects, Medical Ethics, Advocacy, Interdisciplinary Aspects, with Appendices on Model 
Screening Format for Inpatient Treatment for Alcoholism, Model Screening Format for Outpatient Treatment, Sample Form for 
Requesting Extension of Office Treatment, Claims Review Guidelines Suggestions, APA Position Papers on Peer Review, 
Bibliography. 

Part II titled PSYCHOANALYTIC PEER REVIEW has sections on Steps in Peer Review for Psychoanalysis, Guidelines for 
Model Criteria Sets, Pilot Application of Guidelines for Model Criteria Sets, Sample Peer Review Form, Sample data from Pilot 
Applications of Guidelines, and Glossary of Terms Used. 

Part III titled PEER REVIEW AND CHILD PSYCHIATRY contains sections of Special Considerations, Legal Rights of Chil- 
dren, Issue of Confidentiality, Conclusions, References, and Appendices on Model Screen Criteria Format for Intermediate Care, 


for Acute Care in a Short Stay Facilities, and for Partial Hospitalization, Outpatient Diagnostic Evaluation Procedures, and Out- 
patient Treatment for Children and Adolescents. 


Published by the American Psychiatric Association, Washington, D.C., September 1976. 114 pages. Spiral binding. Single cop- 
ies, $6.00. For orders of 10 or more, $5.00 per copy. 


Send coupon to: 

Publication Services Division, ` 

American Psychiatric Association 

1700 18th St., N.W. 

Washington, D.C. 20009. 

v send me copy(ies) of Manual of Psychiatric Peer Review, order #168, @ $6.00 ea; 10 or more copies. . 
.00 ea. 
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ANTIANXIETY ACTION OF 


VERSTRAN ` 


prazepam) «3 


— facilitates psychotherapy 
— enhances active coping 
with reality situations 





Proven efficacy 


m Effective symptomatic relief of anxiety and tension 
m Therapeutic response achieved with the first dose 
m Verstran — a suitable antianxiety alternative to diazepam 


Established safety 


m No drowsiness in over 93% of Verstran patients" 
m Other side effects, if present, are minimal!’ 

m Verstran is compatible with most basic therapy? 
m No accumulation after a steady state is reached 











Dosage versatility 


m The flexibility of a 10-mg b.i.d. starting schedule 

m The option of a t.i.d. or once daily? dosage regimen, 
gradually adjustable within a range of 20 to 60 mg/day 

m The simplicity of a single-strength 10-mg scored tablet, 
for easy titration and improved patient compliance 








* As with all CNS-acting agents, patients should be cautioned against 


driving, drinking, or engaging in hazardous activities. 


+ Data on file, Warner/Chilcott Medical Department. 
t See package insert. 
$ At bedtime. 


Before prescribing, see complete product information on the following page. 


"' TO INCREASE 
1 PATIENT. 
* ACCESSIBILITY 


(prazepam) - 


m 


CONSIDER 


VERSTRAN* (prazepam)  ( 


Caution: Federal law prohibits dispensing without 
prescription. 

Description: Verstran (prazepam), a benzodiazepire 
derivative, is identified chemically as 7-chloro- 
1 - (cyclopropylmethyl) - 1. 3 - dihydro - 5- phenyl- 2H - 
1,4-benzodiazepin-2-one. The molecular weight is 
324.8 and the structural formula is as follows: 


Clinical Pharmacology: Studies in normal subjects 
have shown that Verstran (prazepam) hos depressant 
effects on the central nervous system. Oral adminis- 
tration of single doses as high as 60 mg and divided 
doses up to 100 mg t.i.d. (300 mg total daily dose) 
were without toxic effects. 

Single oral doses of Verstran in normal subjects 

produced peak blood levels at ó hours 
postadministration, with significant amourts still 
present after 48 hours. Verstran was slowly absorbed 
over a prolonged period, rather constant blood levels 
were maintained, and excretion was prolonged. The 
mean half-life of prazepam measured in subjects 
given 10 mg t.i.d. for one week was 63 (+15 s.d.) 
hours before and 70 (+10 s.d.) hours after multiple 
dosing — a nonsignificant difference. Human 
metabolism studies showed that prior to elim nation 
from the body, prazepam is metabolized in large part 
to 3-hydroxyprazepam and oxazepam. 
Indications: Verstran (prazepam) it indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct 
in disease states in which anxiety is manifested. 

The effectiveness of Verstran (prazepam) in long- 
term use,ethat i$, more than 4 months, has not been 
assessed by systematic clinical studies. The physician 
should reassess periodically the usefulness of the 
drug for the individual patient. 


__-Contraindications: Verstron (prazepam) is contraindi- 


œ Wgted in patients with a known sensitivity to the drug 


d in those with acute narrow angle glaucoma. 
arnings: Verstran (prazepam) is not commended 


7, m psychotic states and in those psychiatric disorders in 


which anxiety is not a prominent feature. 

Pafients taking Verstran sguld be cautioned 
against engaging in hazardous occupations requiring 
mental alertness, such as operating dangerous ma- 
chinery, including motor vehicles. * "TA 


LI " * * 


Because Verstran has a central nervous system de- 
pressant effect, patients should be advised against 
the simultaneous use of other CNS-depressant drugs, 
including phenothiazines, narcotics, barbiturates, 
MAO inhibitors and other antidepressants. The effects 
of alcohol may also be increased. 

Physical and Psychological Dependence: Withdrawal 
symptoms similar in character to those noted with 
barbiturates and alcohol have occurred following 
abrupt discontinuance of benzodiazepine drugs. 
These symptoms include convulsions, tremor, abdom- 
inal and muscle cramps, vomiting and sweating. 
Addiction-prone individuals, such as drug addicts 
and alcoholics, should be under careful surveillance 
when receiving benzodiazepines because of the pre- 
disposition of such patients to habituation and de- 
pendence, 

Precautions: 

Use in Pregnancy and Lactation: 

An increased risk of congenital malformations associated 
with the use of minor tranquilizers (chlordiazepoxide, 
diazepam, and meprobamate) during the first trimester of 
pregnancy has been suggested in several studies. Verstran 
(prazepam) a benzodiazepine derivative, has not been 
studied adequately to determine whether it, too, may be 
associated with an increased risk of fetal abnormality. 
Becouse use of these drugs is rarely a matter of urgency, 
their use during this period should almost always be 
avoided. The possibility that a woman of childbearing 
potential may be pregnant at the time of institution of 
therapy should be considered. Patients should be advised 
that if they become pregnant during therapy or intend to 
become pregnant they should communicate with. their 
physician about the desirability of discontinuing the drug. 
In view of their molecular size, Verstran and its metabo- 
lites are probably excreted in human milk. Therefore, this 
drug should not be given to nursing mothers. 

In those patients in whom a degree of depression 
accompanies the anxiety, suicida! tendencies may be 
present, and protective measures may be required. 
The least amount of drug that is feasible should be 
available to the patient at any one time. 

Patients taking Verstran for prolonged periods 
should have blood counts and liver function tests 
periodically. The usual precautions in treoting pa- 
tients with impaired renal or hepotic function should 
also be observed. Hepatomegaly and cholestasis 
were observed in chronic toxicity studies in rats and 
dogs. 

In elderly or debilitated patients, the initial dose 
should be small, and increments should be mode 
gradually, in accordance with the response of the 
patient, to preciude ataxia or excessive sedation. 
Pediatric Use: Safety and effectiveness in patients 
below the age of 18 have not been established. 
Adverse Reactions: The side effects most frequently 
reported durirg double-blind placebo-controlled 
trials employing a typical 30 mg divided total daily 
dose and the percent incidence in the Verstran (praze- 
pam) group were: fatigue (11.6%), dizziness (8.7%), 
weckness (7.7%), drowsiness (6.896), lightheaded- 
ness (6.8%), and ataxia (5.0%). Less frequently re- 
ported were: headache, confusion, tremor, vivid 
dreams, slurred speech, palpitation, stimulation, dry 
mouth, diaphoresis, and various gastrointestinal 


complaints. Other side effects included: pruritus, tran- 
sient skin rashes, swelling of feet, jcint pains, various 
genitourinary complaints, blurred vision, and syn- 
cope. Single nightly dose, controlled trials of varicble 
dosages showed a dose-related incidence of these 
same side effects. Transient and reversible aberra- 
tions of liver function tests have been reported, as 
have'slight decreases in blood pressure and increase? 
in body weight. 

These findings are characteristic of benzodiazepine 
drugs. 

Overdosage: As in the management of overdosage 
with any drug, it should be borne in mind that multi- 
ple agents may have been taken. 

If vomiting has not occurred spontaneously, it 
should be induced. Immediate gastric lavage is also 
recommended. General supportive care, including 
frequent monitoring of the vital signs and close obser- 
vation of the patient, is indicated. Hypotension, 
though unlikely, may be controlled with Levophed® 
(levarterenol bitartrate) or Aramine® (metaraminol 
bitartrate). Caffeine and Sodium Benzoate Injection, 
USP, may be used to counteract central nervous system 
depressant effects. 

Dosage and Administration: Verstran (prazepam) is 

administered orally in divided doses. The usua! doily 

dose is 30 mg. The dose should be adjusted gradually 

within the range of 20 to 60 mg doily in accordance 

with the response of the patient. In elderly or debili-, 
tated patients it is advisable to initiate treatment at o 

divided daily dose of 10 mg to 15 mg. (See Precau- 

tions.) 

Prazepam may also be administered as a single 

dose daily at bedtime. The recommended starting 
nightly dose is 20 mg. The response of the patient to 
several days' treatment will permit the physician to 
adjust the dose upward or, occasionally, downward to 
maximize antianxiety effect with a minimum of day- 
time drowsiness. The optimum dosage will usually 
range from 20 to 40 mg. 
Drug Interactions: If Verstran (prazepam) is to be 
combined with other drugs acting on the central ner- 
vous system, careful consideration should be given to 
the pharmacology of the agents to be employed. The 
actions of the benzodiazepines may be potenticted by 
barbiturates, narcotics, phenothiazines, monoamine 
oxidase inhibitors or other antidepressants. 

If Verstran is used to treat anxiety associated wit 
somatic disease states, careful attention must be pai 
to possible drug interaction with concomitant medica- 
tion. 

How Supplied: Verstran (prazepam) 10 mg light blue, 
scored tablets in bottles of 100 (N 0047-0276-51). 
STORE BETWEEN 59°-86° F (15°-30° C). * 


VE-GP-84 


U.S. Patents 3192199, 3192200 


WARNER/CHILCOTT 


Division, Warner-Lambert Company 
Morris Plains, New Jersey 07950 ' 
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PKSAP-II| 


PSYCHIATRIC KNOWLEDGE AND SKILLS 
SELF-ASSESSMENT PROGRAM 


CONTINUOUS OFFERING 


^PKSAP-III is again available. The Program, initially available to physicians in Spring/Summer, 1977, will differ in that 


central scoring services will not be provided. Each registrant will receive the question booklets, the Reference 
guidebook containing the correct answers and bibliography, a score worksheet, and the Performance Data Report, 
which will facilitate self-scoring, follow-up reading and study at the participants convenience. For further program 
details, the Bulletin of Information, is available upon request to the APA, Office of Education. 


To register, remit the appropriate fee with this application form to the APA, PUBLICATIONS SALES. PLEASE MAKE 
CHECKS PAYABLE TO APA, PKSAP-III. 


PKSAP-III REGISTRATION FORM — CONTINUOUS OFFERING 
Please type or print all information 


Pt Nu | FIRST NAME 


* Washington, D.C. 20009 





STREET ADDRESS 


CITY ADDRESS | STATE | | ZIP CODE | 





FEES 

[] Psychiatric Resident-In-Training, APA MEMBER $20.00 
[] Psychiatric Resident-In-Training, NON-MEMBER ; $20.00 
[C] MEMBER, American Psychiatric Association (other than above) $35.00 
[C] Physician (other than above) $50.00 


Please make check payable to APA, PKSAP-III. Mail to: Publication Sales, APA, 1700 18th Street, N.W, 


` The patient with clinically significant depression, 
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And ELAVIL 15 helpi 


qos. CAMTRPTYUNE HCI MSD 


Helping with 


symptom relief i 


ELAVIL usually relieves a broad range of symptoms associated 
with depression, including sleep disturbance, one of the most 
frequently observed in the “constellation of symptoms, 

and usually the first symptom to respond to therapy. 


And, the anxiety-reducing sedative component extends 
the drugs clinical value when depression is accompanied 
by symptoms of anxiety. 





Y 





Helping with convenient 
dosage regimens 


ELAVIL offers a variety of convenient dosage regimens. 
A once-daily bedtime regimen may be an effective 
prescribing option, particularly when taken by a 
depressed patient experiencing sleep disturbance. 
ELAVIL can also be prescribed in divided daily doses. 


Providing a wide range 
of tablet strengths 


ELAVIL offers six color-coded tablets, available in the following 
strengths: 10 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg. 
And for special circumstances, an injectable form is available. 
Injection ELAVIL is supplied in 10-ml vials, 10 mg/ml. 





ELAVIL (Amitriptyline HCl, MSD) should not be used Ini 
during the acute recovery phase following myocardial In clinically i 

*'« infarction; in patients hypersensitive to it; in those who i ifi 
have received an MAOI within two weeks; or in children significant depression 
under 12. Patients with cardiovascular disorders should TABLETS: 10 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg 


be watched closely. Safe use during pregnancy and lac- INJECTION: 10 mg per rri d 


ation has not been established. The drug may impair 

mental or physical abilities required in the performance 

of hazardous tasks and may enhance the response to y^ 
* alcohol. The possibility of suicide in depressed patients 

ug until significant remission occurs. Potentially 
suicidal patients should not have access to large quan- ET 
tities ot this drug. Prescriptions should be written for the (AMITRIPTYLINE HC | MS). or 
Srrfalest dmount feasible. Hospitalize as soon as possible .* OE 
any patient suspected of having taken an overdose. Single-entity antidepressant EE 
b . MSD  ithananxiety-redacing — - 
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, >in clinically 
, Significant depression 


Elavil 





~~ (AMITRIPTYLINE HI MSD) 


) 


- Single-entity antidepressant 
with an anxiety-reducing 


sedative component to its action 








Contraindications: Known hypersensitivity. Should not be given concoraitantly vind E 
mcnoamine oxidase inhibitor since hvperpyretic crises, severe convulsions, and deat 

have occurred. When used to replace a monoamine oxidase inhibitor, altow a minimum of 14 

days to elapse before initiating therapy with amitriptyline HCI. Initiate dosage of amitrip- 
tyline HCI cautiously with gradual increase in dosage until optimum response is achieved. 

Not recommended during the acute recovery phase following myocardial infarction. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting com- Pa 
pounds. Should be used with caution in patients with a history of seizures or a history of uri- i 
nary retention, or with angle-closure glaucoma or increased intraocular pressure; in pa- 

tients with angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely; arrhythmias, sinus tachycardia 

and prolongation of the conduction time have been reported, particularly with high doses; x 
myocardial infarction and stroke have been reported with drugs of this class. Close super- 

vision is required for hyperthyroid patients or those receiving thyroid medication. May im- : t = 
pair mental and/or physical abilities required for performance of hazardous tasks, suchas | 
operating machinery or driving a motor vehicle. In patients who use alcohol excessively, 

tentiation may increase the danger inherent in any suicide attempt or overdosage. Safe use 

during pregnancy and lactation has not been established; in pregnant patients, nursing? ` 
mothers, or women who may become pregnant, weigh possible benefits against possible 

hazards to mother and child. Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; pa- 
tients with paranoid symptomatology may have an exaggeration of such symptoms; manic 
deoressive patients may experience a shift to the manic phase. In these circumstances, the 
dose of amitriptyline HCI may be reduced or a major tranquilizer, such as perphenazine, may 


be administered concurrently. f 
When given with anticholinergic agents or sympathomimetic drugs, including epinephrine &* e 
combined with local anesthetics, close supervision and careful adjustment of dosages are } 


required; paralytic ileus may occur in patients taking tricyclic antidepressants in combina 
tion with anticholinergic-type drugs. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administration. 
May enhance the response to alcohol and the effects of barbiturates and other CNS depres- 
sants. The possibility of suicide in depressed patients remains until significant remission 
occurs. Potentially suicidal patients should not have access to large quantities of this drug. e 4 
Prascriptions should be written for the smallest amount feasible. Concurrent electroshock 
therapy may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug several 
days before elective surgery. Both elevation and lowering of blood sugar levels have been re- 
ported. Use with caution in patients with impaired liver function. 


Adverse Reactions: Mote: Included in this listing are a few adverse reactions not reported 

with this specific drug. However, pharmacological similarities among the tricyclic antide- 
pressant drugs require that each reaction be considered when amitriptyline is administered. 
Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. CVS and Neuromuscular: Confusional states; disturbed 
concentration; disorientation; delusions; hallucinations; excitement; anxiety; restless- 

ness; insomnia; nightmares; numbness, tingling, and paresthesias of the extremities: A 
peripheral neuropathy; incoordination; ataxia; tremors; seizures; alteration in EEG pat-« 

terns; extrapyramidal symptoms; tinnitus; syndrome of inappropriate ADH (antidiuretic 
hormone) secretion. Anticholinergic: Dry mouth, blurred vision, disturbance of accommoda- "^ 
ticn, increased intraocular pressure, constipation, paralytic ileus, urinary retention, dilata- 

tion of urinary tract. A//ergic: Skin rash, urticaria, photosensitization, edema of face and 

tongue. Hematologic: Bone marrow depression including agranulocytosis, leukopenia, 
eosinophilia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, | 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black tongue, 

rarely hepatitis (including altered liver function and jaundice). Endocrine: Testicular swelling 

and gynecomastia in the male, breast enlargement and galactorrhea in the female, increased 

or decreased libido, elevation and lowering of blood sugar levels. Other: Dizziness, weak- 

ness, fatigue, headache, weight gain or loss, increased perspiration, urinary frequency, «© ° 
mydriasis, drowsiness, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment 

after prolonged administration may produce nausea, headache, and malaise: these are not 
indicative of addiction. 


Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. In addition, the intravenous adminis 
tration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of "N 
cyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, the dosage 
should be repeated as required, particularly if life-threatening signs such as arrhythmias, , 
ccnvulsions, and deep coma recur or persist after the initial dosage of physostigmine. 


How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in gngit-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitriptylirre * 
HCI, in single-unit packages of 100 and bottles of 100 and 1000; tablets containing 75 mg 
ard 100 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 100: tablets 


containing 150 mg amitriptyline HCI, in single-unit packages of 100 and bottles of$U and .* 
100; for intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg, 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and wateror ^ 


injection q.s. 1 ml. " 


For more detailed information, d representative or see full prescribing infoéna- . =~” 
tion. Merck Sharp & Dohme, Division of Merck & Co., Inc., West Point, Pa. 19486  * — vase 3 






Just Published... | 


. . The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and to pro- 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 
port. This document, published by the American Psychiatric Association, is the result of a 
project of the Association’s Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as “a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence 
of sensitivity to these needs, the experience of reporting becomes another assault. 


This book presents a professional, sobering, and balanced picture of the problems of the rape 
victim and details what the clinician must know—about local hospital policy, criminal justice 
procedure, rape statutes, and community attitudes and services—in order to be able to treat 
victims with an understanding of the larger context in which rape occurs. 


ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 


Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 


Please send me.  . copy(ies) of The Rape Victim, order #243, @ $5.00 ea. (Paper- 
back). 

(Please Print) [JBill Me [Check Enclosed 

ENNIUS. MET xoc oo c. Tamen eee n 
Address ES 

City State Zip N 





Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 . 
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DESCRIPTION MOBAN* (molindone hydrochloride) is a 
dihydroindolone compound which is not structurally related to the 
pheriothiazines, the butyrophenones or the thioxanthenes. 
MOBAN® is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4 ($H)-one hydrochloride. It is a white crystalline powder, 


T mae in water and alcohol and has a molecular weight of 
12.67. 


e HC! 


MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN* (molindone hydrochloride) has a pharmacological 
profile in laboratory animals which predominantly resembles that of 
major tranquilizers causing reduction of spontaneous locomotion 
and aggressiveness, suppression of a conditional response and 
antagonism of the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, MOBAN® antagonizes the 
depression caused by the tranquilizing agent tetrabenazine. 


In human clinical studies tranquilization is achieved in the absence 
of muscle relaxing or incoordinating effects. Based on EEG studies, 
MOBAN® exerts its effect on the ascending reticular activating 
system. 


Human metabolic studies show MOBAN® (molindone hydrochloride) 
to be rapidly absorbed and metabolized when given orally. 
Unmetabolized drug reached a peak blood level at 1.5 hours. 
Pharmacological effect from a single oral dose persists for 24-36 
hours. There are 36 recognized metabolites with less than 2-3% 
unmetabolized MOBAN® being excreted in urine and feces. 


INDICATIONS MOBAN® (molindone hydrochloride) is indicated in the 
management of the manifestations of schizophrenia. 


CONTRAINDICATIONS MOBAN® (molindone hydrochloride) is 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states, and in 
patients with known hypersensitivity to the drug. 


WARNINGS Usage in Pregnancy: Studies in the pregnant patient 
have not been carried out. Reproduction studies have been 
performed in the following animals: 


Pregnant Rats oral dose— 20 mg/kg/day—10 days 


no adverse effect 
40 mg/kg/day— 10 days 
no adverse effect 


Pregnant Mice oral dose— 20 mg/kg/day— 10 days 
slight increase resorptions 

40 mg/kg/day—10 days 
slight increase resorptions 
Pregnant Rabbits oral dose— 5 mg/kg/day— 12 days 
no adverse effect 

10 mg/kg/day— 12 days 
no adverse effect 

20 mg/kg/day— 12 days 
no adverse effect 


Animal reproductive studies have not demonstrated a teratogenic 
potential. The anticipated benefits must be weighed against the 
unknown risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on th content of MOBAN* 

(molindone hydrochloride) in the milk of nursigfg mothers. 

Usage in Children: Use of MOBAN* (molin 

children below the age of twelve years is, 

because safe and effective conditions its usage have not been 

established. 

PRECAUTIONS Some patienssfeceiving MOBAN* (molindone 

hydrochloride) may tie drowsiness initially and they should be 

adwsfi"figainst activities requiring mental alertness until their 

response to the drug has been established. 

Incibased activity has been noted in patients receiving MOBAN* 

` Gaution should be exercised where increased activity may be 

"LOB .hárgful. ` 

[^ MOBAN® does not lowe the seizure threshold in experimental 

, animals T? the degree noted with more sedating afftipsychotic 
drugs. However, convulsive seizures have been reported in a few 
instances. : . 
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MOBAN * 5 


molindone HCI | 


The physician should be aware that this tablet preparation contains 
calcium sulfate as an excipient and that calcium ions may interfere 
with the absorption of preparations containing phenytoin sodium 
and tetracyclines. 


MOBAN® has an antiemetic effect in animals. A similar effect may 
occur in humans and may obscure signs of intestinal obstruction or 
brain tumor. 


ADVERSE REACTIONS CNS EFFECTS The most frequently occurring 
effect is initial drowsiness that generally subsides with continued 
usage of the drug or lowering of the dose. 


Noted less frequently were depression, hyperactivity and euphoria. 
Neurological 

Extrapyramidal Reactions 

Extrapyramidal reactions notec below may occur in susceptible 
Individuals and are usually reversible with appropriate 
management. 


Akathisia 
Motor restlessness may occur eerly. 


Parkinson Syndrome 

Akinesia, characterized by rigidity, immobility and reduction of 
voluntary movements and tremor, have been observed. Occurrence is 
less frequent than akathisia. 


Dystonic Syndrome 

Prolonged abnormal contractions of muscle groups occur 
infrequently. These symptoms may be managed by the addition of a 
synthetic antiparkinson agent (other than L-dopa), small doses of 
sedative drugs, and/or reduction in dosage. 


Autonomic Nervous System 

Occasionally blurring of vision, tachycardia, nausea, dry mouth and 
salivation have been reported. Urinary retention and constipation 
may occur particularly if anticholinergic drugs are used to treat 
extrapyramidal symptoms. 


Hematological 

There have been rare reports of leucopenia and leucocytosis. If such 
reactions occur, treatment with MOBAN® may continue if clinical 
symptoms are absent. Alterations of blood glucose, liver function 
tests. B.U.N., and red blood cells have not been considered clinically 
Significant. 


Metabolic and Endocrine Effects 

Alteration of thyroid function has not been significant. Amenorrhea 
has been reported infrequently. Resumption of menses in previously 
amenorrheic women has been reported Initially heavy menses may 
occur. Lactation associated with MOBAN® therapy has not been 
reported. Increase in libido has been noted in some patients. 
Impotence has not been reported. Although both weight gain and 
weight loss have been in the direction o* normal or ideal weight, 
excessive weight gain has not occurred with MOBAN®. 


Cardiovascular 

Rare, transient, non-specific T wave changes have been reported on 
E.K.G. Association with a clinical syndrome has not been 
established. Rarely has significant hypotension been reported. 


Ophthalmological 

Lens opacities and pigmentary retinopathy have not been reported 
where patients have received MOBAN® (molindone hydrochloride). In 
some patients, phenothiazine induced lenticular opacities have 
resolved following discontinuation of the phenothiazine while 
continuing therapy with MOBAN®. 

Skin 

Early, non-specific skin rash, probably of allergic origin, has 
occasionally been reported. Skin pigmentation has not been seen 
with MOBAN® usage alone. 


MOBAN® (molindone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions are often extensions of the pharmacological activity of a 
drug, all of the known pharmacological effects associated with other 
antipsychotic drugs should be kept in mind when MOBAN® is used. 
Upon abrupt withdrawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia 
Although rarely reported with MOBAN® (molindone hydrochloride) 
symptoms were reversible upon discontinuation of therapy. 


Tardive dyskinesia associated with other agents has appeared in 
some patients on long-term therapy and has also appeared after 
drug therapy has been discontinued. The risk appears to be greater 
in elderly patients on high-dose therapy, especially females. The 
symptoms are persistent and in some patients appear to be 
irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth or jaw (e.g.. protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing 
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movements). There may be involuntary movements of extremities. 


There is no known effective treatment of tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. Should it be necessary to 
reinstitute treatment, or increase the dosage of the agent, or switch 
to a different antipsychotic agent, the syndrome may be masked. It 
has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication is 
Stopped at that time the syndrome may not develop. 


DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
MOBAN® (molindone hydrochloride) should be individualized. . 


Initial Dosage Schedule ~ 
The usual starting dosage is 50-75 mg/day. 


—Increase to 100 mg/day in 3 or 4 days. 


—Based on severity of symptomatology, dosage may be titrated 
up or down depending on individual patient response. 


—An increase to 225 mg/day may be required in patients with 
severe symptomatology. 


—Some chronic, treatment resistant patients, may require up to 
400 mg/day (however, the long term safety of 400 mg/day has 
not been established). 


Elderly and debilitated patients should be started on lower dosage. 
Maintenance Dosage Schedule q 
l.Mild —5 mg-15 mg three or four times a day e 
2.Moderate—10 mg-25 mg three or four times a day. 

3. Severe—225 mg/day may be required. 

Dosages may be administered once a day. 


DRUG INTERACTIONS Potentiation of drugs administered 

concurrently with MOBAN* (molindone hydrochloride) has not been E 
reported. Additionally, animal studies have not shown increased 
toxicity when MOBAN* is given concurrently with representative 
members of three classes of drugs (i.e., barbiturates, chloral 

hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
should be the rule. 


Gastric lavage is indicated for the reduction of absorption of 
MOBAN* (molindone hydrochloride) which is freely soluble in water. 


Since the adsorption of MOBAN® (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidote 
must be considered of theoretical value. 


Emesis in a comatose patient is contraindicated. Additionally, while 
the emetic effect of apomorphine is blocked by MOBAN* in animals, 
this blocking effect has not been determined in humans. 


A significant increase in the rate of removal of unmetabolized ^ 
MOBAN* from the body by forced diuresis, peritoneal or renal 

dialysis would not be expected. (Only 296 of a single ingested dose 

of MOBAN* is excreted unmetabolized in the urine.) 


However, poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be based on 
general principles, the amount of unmetabolized MOBAN® in feces 
is less than 1% Extrapyramidal symptoms have responded to the 
use of diphenhydramine (Benadryl*) and the synthetic 
anticholinergic antiparkinson agents (i.e., Artane* , Cogentin", 
Akineton *). 


HOW SUPPLIED As tablets in bottles of 100 and 1000 with potencies, « 
and colors as follows: 5 mg orange, 10 mg lavender, 25 mg light 
green. 


* Benadryl — Trademark, Parke Davis and Co 

“Artane—Trademark, Lederle Laboratories 

"Cogentin—Trademark, Merck Sharp & Dohme 

*Akineton—Trademark, Knoll Pharmaceutical Co. [] 


MOBAN* is an Endo Registered U.S. Trademark $ 
U.S. Pat. 3,491,093 


€ndgo Laboratories, Ino. 


Subsidiary of E |. du Pont de Nemours% Co (Inc ) 
Garden City. New York 11530. 
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Psychiatric 
Residency 
Opportunities| 


Manhattan’s largest mental health facility is cur- s 
rently offering positions in its psychiatric resi- e EE 
dency program in the PGY 1, 2 and 3 levels. Af- 
filiated with Columbia University and New York 
University Medical Center, this 4 year program 
offers a total concept in graduate psychiatric 
education including internships in the PGY 1 
year. Low cost housing and free parking are 
available in a pleasant park-like environment 
just 5 minutes from Manhattan. A complete 
fringe benefit package is offered with a stipend 
of $15,382 (licensed) to $20,974. 
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PROFESSIONAL CHALLENGE 


Most severe mental disabilities 
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Forty-seven treatment programs in five hospitals 


PROFESSIONAL GROWTH 


e NEW RESIDENCY AFFILIATIONS 
e DUAL CLINICAL-TEACHING APPOINTMENTS 
e APPROVED CME CREDITS 


PROFESSIONAL REWARD 


e SALARY $41,664 WITHOUT SPECIALIZATION, 
$44,964 BOARD-CERTIFIED 

e $10,162 IN EMPLOYEE BENEFITS 

e PART-TIME POSITIONS AVAILABLE, WHERE NO 

CONFLICT OF INTEREST — UP TO $35 PER HOUR 





Applications will be mailed upon request to 
graduates of medical schools in the U.S. and 
Canada and to foreign graduates possessing a 
standard ECFMG certificate and immigrant visa 
or VOE certificate. 


Write or call: Arthur N. Avella, M.D. 
Director of Residency Training 


MANHATTAN PSYCHIATRIC CENTER 
Wards Island New York City, N.Y. 10035 
212-369-0500 
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Write or call now: 


Stan Nielsen, Recruitment Manager 
744 P Street 

Sacramento, CA 95814 

(916) 322-1221 
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COORDINATOR OF 
PSYCHIATRY/BEHAVORIAL 
SCIENCE 


THE UNIVERSITY OF 
BRITISH COLUMBIA 


Head 
Department of Psychiatry 


Head of the Department of Psychiatry of 
the Faculty of Medicine, University of 
British Columbia and Medical Director of 
the Health Sciences Centre Psychiatric 
Hospital. 






For new community-based program in medical 
education (Clinical Campus) established by 
SUNY-Upstate Medical Center (UMC) at 
Syracuse and SUNY-Binghamton. 


Responsibilities: develop and implement the 
Psychiatry /Behavorial Science curriculum which 
consists of an integrated longitudinal experience as 
well as a block of clerkship time; recruit faculty; 
develop program budget; develop student and 
program evaluation methods; assume major 
teaching role and assist in faculty development; 
serve as liaison with department chairmen of 
Psychiatry at UMC; establish liaison with com- 
munity mental health facilities and programs; 
report to the Dean of the Clinical Campus. 


The person appointed would be responsi- 
ble for directing and developing the 
teaching, research and service programs 
of the Department. A candidate should 
hold a specialty qualification in Psychiatry 
and have substantial a&ademic and ser- 
vice experience. 


Starting date and salar ubject to 
negotiation. 


ualifications: Board certified in Psychiatry, ex- 
perience in teaching and administration. Limited 
private practice permitted. Vita must be received 
„by July 15, 1978. Send to: John Manzari, M.D., 
Chairman Search Committee, Clinical Campus, 
SUNY-Binghamton, Binghamton, NY 13901 


Applications, accompanied by a detailed = 
curriculum vitae and the names of two if- 
dividuals for references, should, be 
directed to Dr. W.A. Webber, an, 
Faculty of Medicine, University of British — 
Columbia, Vancouver, B.C.. V6T 1W5, 


Te | Canada. e n 
SUNY-Binghamton is an affirmative action 
equal opportunity employer. y 
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